
Understanding Common Fee Structures in Orthodontics 
Understanding Common Fee Structures in Orthodontics Insurance
Coverage That Reduces Out of Pocket Costs Exploring Payment Plans and
Financing Arrangements Differences Between Flexible Spending and Health
Savings Factors Influencing Variations in Treatment Pricing Asking the
Right Questions During Cost Consultations Allocation of Funds for Long
Term Orthodontic Care Prioritizing Necessary Treatments Within a Budget 
Navigating Claims and Reimbursements Step by Step How Location Affects
Orthodontic Expenses Educating Patients on Financial Planning for
Treatment Strategies to Keep Future Costs Predictable
Role of Licensing and Certification in Orthodontics 
Role of Licensing and Certification in Orthodontics Safeguards That
Protect Patient Wellbeing Responsibilities of Healthcare Providers in
Treatment Importance of Proper Clinical Supervision Informed Consent
and Patient Decision Making Identifying Red Flags in Unsupervised
Orthodontic Options Maintaining Ethical Standards in Modern Practices 
The Impact of Research on Evidence Based Treatments Open
Communication as a Pillar of Ethical Care Regulations Governing
Teledentistry Platforms Balancing Innovation With Patient Protection 
How Professional Guidelines Shape Clinical Judgments
About Us

Role of Licensing and
Certification in Orthodontics
Here's the article outline for 'Understanding Common Fee Structures in Orthodontics'
focusing on orthodontic treatment for kids:

https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/index.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/index.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/index.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/insurance-coverage-that-reduces-out-of-pocket-costs.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/insurance-coverage-that-reduces-out-of-pocket-costs.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/exploring-payment-plans-and-financing-arrangements.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/exploring-payment-plans-and-financing-arrangements.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/differences-between-flexible-spending-and-health-savings.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/differences-between-flexible-spending-and-health-savings.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/factors-influencing-variations-in-treatment-pricing.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/asking-the-right-questions-during-cost-consultations.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/asking-the-right-questions-during-cost-consultations.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/allocation-of-funds-for-long-term-orthodontic-care.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/allocation-of-funds-for-long-term-orthodontic-care.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/prioritizing-necessary-treatments-within-a-budget.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/navigating-claims-and-reimbursements-step-by-step.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/how-location-affects-orthodontic-expenses.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/how-location-affects-orthodontic-expenses.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/educating-patients-on-financial-planning-for-treatment.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/educating-patients-on-financial-planning-for-treatment.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/strategies-to-keep-future-costs-predictable.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/role-of-licensing-and-certification-in-orthodontics.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/role-of-licensing-and-certification-in-orthodontics.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/safeguards-that-protect-patient-wellbeing.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/safeguards-that-protect-patient-wellbeing.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/responsibilities-of-healthcare-providers-in-treatment.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/responsibilities-of-healthcare-providers-in-treatment.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/importance-of-proper-clinical-supervision.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/informed-consent-and-patient-decision-making.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/informed-consent-and-patient-decision-making.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/identifying-red-flags-in-unsupervised-orthodontic-options.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/identifying-red-flags-in-unsupervised-orthodontic-options.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/maintaining-ethical-standards-in-modern-practices.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/the-impact-of-research-on-evidence-based-treatments.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/open-communication-as-a-pillar-of-ethical-care.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/open-communication-as-a-pillar-of-ethical-care.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/regulations-governing-teledentistry-platforms.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/regulations-governing-teledentistry-platforms.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/balancing-innovation-with-patient-protection.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/how-professional-guidelines-shape-clinical-judgments.html
https://eu2.contabostorage.com/d4725bd792e746029ab09fb68f980de3:corp-strategy/iqdent/ortodonthitro/about-us.html


Here's the article outline for 'Understanding Common Fee Structures in Orthodontics'
focusing on orthodontic treatment for kids:

Role of Licensing and Certification in Orthodontics

Orthodontics is a specialized field of dentistry that requires rigorous training, professional
standards, and strict credentialing to ensure patient safety and high-quality care. Licensing
and certification play a crucial role in maintaining the integrity and professionalism of
orthodontic practice, especially when treating children.

To become a licensed orthodontist, professionals must complete an extensive educational
journey. This typically involves earning a bachelor's degree, graduating from an accredited
dental school, and then pursuing additional specialized training in orthodontics through a
residency program. These programs usually last two to three years and provide
comprehensive training in diagnosing, preventing, and correcting misaligned teeth and jaw
issues.

Kids may feel mild discomfort when braces are first applied Braces for kids and teens
American Association of Orthodontists.

Certification by the American Board of Orthodontics represents the gold standard in the field.
This voluntary process goes beyond basic licensing, demonstrating a commitment to
excellence and continuous professional development. Board-certified orthodontists must
pass rigorous written and clinical examinations that test their knowledge, skills, and ability to
provide top-tier patient care.

Licensing ensures that practitioners meet minimum professional standards. State dental
boards carefully review an orthodontist's educational background, conduct thorough
background checks, and require ongoing continuing education to maintain licensure. This
process protects patients, particularly children, from unqualified practitioners and ensures
that orthodontic treatments are safe and effective.

For parents seeking orthodontic care for their children, checking a practitioner's licensing
and certification is crucial. These credentials provide reassurance about the orthodontist's
expertise, training, and commitment to professional excellence. They indicate that the
practitioner has the necessary skills to address complex dental alignment issues in growing
children.
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Continuing education is another critical aspect of maintaining professional credentials.
Orthodontists must stay current with the latest technologies, treatment methods, and
research. This ongoing learning ensures that patients receive the most advanced and
effective treatments available.

While licensing and certification might seem like bureaucratic requirements, they are
fundamental to maintaining high-quality orthodontic care. They protect patients, ensure
professional standards, and ultimately contribute to better health outcomes for children and
adults alike.

In conclusion, licensing and certification are not just formal requirements but essential
safeguards that ensure orthodontic professionals are well-trained, competent, and
committed to providing the highest standard of care possible.

Traditional Fee Structures:
Per-Treatment Pricing Models
—

Here's the article outline for 'Understanding Common Fee Structures in
Orthodontics' focusing on orthodontic treatment for kids:
Traditional Fee Structures: Per-Treatment Pricing Models
Insurance Coverage and Impact on Orthodontic Expenses
Payment Plan Options for Pediatric Orthodontic Care
Factors Influencing Orthodontic Treatment Costs
Comparing Different Orthodontic Practices and Their Pricing Strategies
Additional Fees and Potential Hidden Expenses in Orthodontic
Treatment

Becoming a pediatric orthodontic specialist is a rigorous and rewarding journey that requires
dedication, extensive education, and a passion for helping children achieve optimal dental
health. The pathway to this specialized field is comprehensive and involves multiple stages of
academic and professional development.



The initial step begins with completing a bachelor's degree, typically in a science-related field
such as biology or chemistry. This foundational education provides the essential scientific
background necessary for advanced dental studies. Following undergraduate education,
aspiring specialists must gain admission to an accredited dental school, which involves
passing the Dental Admission Test (DAT) and completing a four-year doctoral program to earn
a Doctor of Dental Surgery (DDS) or Doctor of Dental Medicine (DMD) degree.

After dental school, the next critical phase is completing a specialized orthodontic residency
program. These competitive programs typically last three to four years and provide intensive
training specifically in orthodontic techniques, pediatric dental development, and advanced
treatment methodologies. During this residency, candidates gain hands-on experience in
diagnosing and treating complex orthodontic conditions in children and adolescents.

Certification is a crucial component of becoming a recognized pediatric orthodontic specialist.
The American Board of Orthodontics offers board certification, which involves a
comprehensive examination process that tests both theoretical knowledge and clinical skills.
This certification demonstrates a practitioner's commitment to excellence and ongoing
professional development.

State licensing is another mandatory requirement. Each state has specific regulations for
dental specialists, typically involving passing clinical examinations and maintaining continuing
education credits. These requirements ensure that practitioners remain current with the latest
advancements in orthodontic care and maintain the highest standards of professional practice.

Beyond formal education and certification, successful pediatric orthodontic specialists must
develop exceptional communication skills, patience, and the ability to work effectively with
children and their families. The journey is challenging but immensely fulfilling for those
passionate about improving children's dental health and overall well-being.

Continuous learning remains a hallmark of this profession, with specialists regularly attending
conferences, participating in research, and staying updated on the latest technological and
treatment innovations in pediatric orthodontics.
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Insurance Coverage and
Impact on Orthodontic
Expenses

Here's the essay:

Ensuring Quality Care: Certification Processes in Pediatric Orthodontics

Mandatory certification processes and standardized examinations play a crucial role in
maintaining high professional standards for orthodontic professionals treating children. These
rigorous evaluation systems are not just bureaucratic checkboxes, but essential mechanisms
that safeguard patient safety and ensure quality care.

When orthodontists specialize in pediatric treatments, they must demonstrate comprehensive
knowledge beyond standard dental practices. Certification processes typically require
extensive training, documented clinical experience, and successful completion of
comprehensive examinations that test both theoretical understanding and practical skills.

The American Board of Orthodontics, for instance, mandates a multi-step certification process
that includes written and clinical examinations. These assessments evaluate an orthodontist's
ability to diagnose complex dental issues, design effective treatment plans, and understand
the unique physiological considerations of growing children's dental structures.

Standardized examinations cover critical areas like developmental orthodontics, interceptive
treatments, and age-specific intervention strategies. Professionals must showcase their
expertise in managing children's evolving dental landscapes, understanding growth patterns,
and implementing minimally invasive corrective techniques.



Moreover, these certification processes aren't one-time events. Continuing education
requirements ensure that orthodontists stay updated with emerging technologies, research,
and best practices. This ongoing learning commitment helps maintain consistently high
standards of pediatric orthodontic care.

By implementing these mandatory certification processes, the profession ensures that every
child receives treatment from a thoroughly vetted, highly skilled professional committed to
delivering exceptional dental healthcare.

Payment Plan Options for
Pediatric Orthodontic Care

Legal and Professional Standards Governing Orthodontic Treatment for Pediatric Patients

Orthodontic care for children is a specialized field that requires rigorous legal and professional
standards to ensure patient safety and high-quality treatment. The complex landscape of
pediatric orthodontics is carefully regulated to protect the unique needs of young patients while
maintaining the highest levels of professional practice.

Licensing plays a critical role in establishing the baseline qualifications for orthodontic
practitioners. Orthodontists must complete extensive educational requirements, including a
dental degree followed by specialized orthodontic training. Certification by recognized
professional bodies, such as the American Board of Orthodontics, demonstrates a
practitioner's commitment to advanced expertise and ongoing professional development.

The legal framework surrounding pediatric orthodontic treatment involves multiple layers of
protection. Informed consent becomes particularly nuanced when dealing with young patients,
typically requiring parental or guardian approval. Practitioners must carefully navigate the
ethical considerations of recommending treatment for children, balancing medical necessity
with potential long-term impacts.



Professional standards mandate comprehensive patient assessments, detailed treatment
planning, and transparent communication with parents and guardians. These guidelines
ensure that orthodontic interventions are not only clinically appropriate but also considerate of
the child's physical and emotional well-being.

Ethical considerations extend beyond the technical aspects of treatment. Orthodontists must
be particularly sensitive to the psychological impact of dental interventions on pediatric
patients, considering factors such as self-esteem, social development, and individual comfort
levels.

Continuing education is another crucial component of maintaining professional standards.
Orthodontists must stay current with the latest technological advances, treatment
methodologies, and research specific to pediatric orthodontic care. This commitment ensures
that young patients receive the most advanced and appropriate treatment possible.

Regulatory bodies and professional associations work collaboratively to establish and enforce
these standards. They provide guidelines that address everything from diagnostic protocols to
treatment techniques, creating a comprehensive framework that prioritizes patient safety and
treatment efficacy.

The intersection of legal requirements and professional standards in pediatric orthodontics
represents a delicate balance between medical expertise, ethical considerations, and patient
protection. It ensures that young patients receive care that is not only technically proficient but
also compassionate and developmentally appropriate.

As the field continues to evolve, these standards will undoubtedly adapt, reflecting advances in
medical knowledge, technology, and our understanding of pediatric healthcare. The ultimate
goal remains constant: providing the highest quality orthodontic care that supports the physical
and emotional well-being of young patients.



Factors Influencing
Orthodontic Treatment Costs

Continuous Professional Development and Recertification in Pediatric Orthodontic Care

In the ever-evolving world of orthodontics, staying current is not just a professional choice-it's
a critical responsibility, especially when working with children. Pediatric orthodontic care
demands more than just initial training; it requires a commitment to lifelong learning and
professional growth.

The landscape of orthodontic treatment is constantly changing. New technologies, advanced
diagnostic tools, and innovative treatment techniques emerge rapidly. Continuous professional
development ensures that orthodontists remain at the forefront of these advancements,
providing the most effective and compassionate care possible for young patients.

Recertification plays a crucial role in maintaining high standards of practice. It's not merely a
bureaucratic process, but a meaningful way to demonstrate ongoing competence and
commitment to patient care. Through regular training and re-examination, orthodontists refresh
their knowledge, learn about the latest research, and validate their skills.

For pediatric patients, this ongoing learning is particularly important. Children's orthodontic
needs are unique and complex. Their developing bodies, changing dental structures, and
individual growth patterns require specialized knowledge that continually evolves. A
commitment to professional development means practitioners can offer the most up-to-date,
personalized care.

Moreover, recertification helps build patient trust. Parents want to know that their child's
orthodontist is not just qualified, but consistently updating their expertise. It signals a



dedication to excellence and a proactive approach to professional growth.

The benefits extend beyond individual practice. Continuous learning contributes to the broader
advancement of orthodontic care, driving innovation and improving treatment outcomes across
the field.

In essence, continuous professional development and recertification are not just requirements-
they are fundamental to providing exceptional pediatric orthodontic care. They represent a
commitment to excellence, patient safety, and ongoing professional growth.

Comparing Different
Orthodontic Practices and
Their Pricing Strategies

Ethical Considerations and Patient Safety Protocols in Children's Orthodontic Treatments

When it comes to orthodontic treatments for children, ethical considerations and patient safety
are paramount. Licensing and certification play a crucial role in ensuring that young patients
receive the highest standard of care while protecting their physical and emotional well-being.

Orthodontic practitioners working with children must navigate a complex landscape of ethical
responsibilities. This begins with obtaining proper licensing and certification, which
demonstrates not just technical competence, but a deep commitment to patient welfare.
Professional credentials ensure that practitioners have undergone rigorous training in both
technical skills and ethical standards specific to pediatric orthodontic care.



Patient safety protocols are particularly critical in children's orthodontics. Young patients are
more vulnerable and may not fully understand or communicate potential discomfort or
complications. Licensed orthodontists are trained to conduct comprehensive assessments that
consider a child's physical development, psychological readiness, and individual health
considerations. This holistic approach goes beyond simply straightening teeth - it involves
understanding the unique needs of growing patients.

Informed consent takes on special significance when treating children. Ethical practitioners
must engage both the child and their parents or guardians, explaining procedures in age-
appropriate language and ensuring everyone understands the treatment plan. This
transparency builds trust and helps children feel more comfortable during potentially
intimidating medical interventions.

Moreover, certification bodies require ongoing education, ensuring that orthodontists stay
current with the latest safety protocols and technological advancements. This commitment to
continuous learning directly translates to improved patient care and safety.

Ultimately, licensing and certification serve as a critical safeguard, ensuring that children
receive orthodontic treatments that are not just technically proficient, but also compassionate,
safe, and ethically sound. It's about protecting the most vulnerable patients while helping them
achieve healthy, confident smiles.

Additional Fees and Potential
Hidden Expenses in
Orthodontic Treatment



Here's a human-like essay on the topic:

Licensing and certification play a crucial role in ensuring high-quality patient care within
pediatric orthodontics. These professional credentials serve as critical benchmarks for
maintaining standards of practice and protecting patient safety.

When orthodontists undergo rigorous licensing processes, they demonstrate a comprehensive
understanding of complex dental and developmental principles specific to pediatric patients.
Certification ensures that practitioners have not only theoretical knowledge but also practical
skills in managing the unique orthodontic needs of children and adolescents.

The impact of these professional standards extends far beyond simple regulatory compliance.
By mandating ongoing education and periodic skill assessments, licensing bodies help
orthodontists stay current with emerging technologies and treatment methodologies. This
continuous learning approach directly translates to improved patient outcomes, as
practitioners remain adaptable and informed about the latest research and techniques.

Moreover, certification provides parents and patients with confidence in their chosen
healthcare provider. Knowing that an orthodontist has met stringent professional standards
can alleviate anxiety and build trust in the treatment process. These credentials serve as a
form of quality assurance, signaling that the practitioner has been vetted by professional
organizations committed to excellence.

From a clinical perspective, licensed and certified orthodontists are more likely to implement
evidence-based practices, utilize advanced diagnostic tools, and develop personalized
treatment plans that consider each patient's unique developmental trajectory. This patient-
centered approach can significantly improve long-term dental health outcomes and overall
patient satisfaction.

In conclusion, licensing and certification are not merely bureaucratic formalities but essential
mechanisms for maintaining high-quality care in pediatric orthodontics. They represent a
commitment to professional excellence, patient safety, and continuous improvement in
healthcare delivery.



Regulatory Oversight and Professional Accountability in Pediatric Orthodontic Practices

Ensuring the highest standards of care for children's dental alignment requires a
comprehensive approach to professional oversight and accountability. Licensing and
certification play a critical role in maintaining the quality and safety of orthodontic treatments
for young patients.

The journey begins with rigorous educational requirements that go far beyond basic dental
training. Orthodontists specializing in pediatric dental alignment must complete extensive
postgraduate programs, demonstrating advanced knowledge of child-specific dental
development and alignment techniques. These programs aren't just about technical skills; they
emphasize the unique physiological and psychological considerations of treating young
patients.

Certification processes are particularly stringent in pediatric orthodontics. Professional boards
conduct thorough examinations that test not only clinical expertise but also ethical standards
and patient care principles. The American Board of Orthodontics, for instance, requires
comprehensive assessments that evaluate a practitioner's ability to diagnose, prevent, and
correct dental misalignments in children.

Ongoing professional accountability is equally crucial. Licensed orthodontists must engage in
continuous education, staying current with the latest research, technological advancements,
and best practices in pediatric dental care. Annual recertification and periodic professional
reviews ensure that practitioners maintain the highest standards of care throughout their
careers.

Regulatory bodies also play a critical role in protecting young patients. State dental boards
implement strict guidelines for practice, patient safety, and ethical conduct. These regulations
cover everything from treatment protocols to record-keeping and patient communication,
providing multiple layers of protection for vulnerable pediatric patients.

Perhaps most importantly, this system of oversight goes beyond mere technical competence.
It emphasizes the holistic approach needed in pediatric orthodontics - understanding the
emotional and developmental needs of children, creating positive dental experiences, and
supporting long-term oral health.



While no system is perfect, the combination of rigorous licensing, certification, and ongoing
professional accountability creates a robust framework that prioritizes the well-being of young
patients. It ensures that children receive not just technically proficient care, but
compassionate, comprehensive treatment that supports their overall dental health and
personal confidence.

About malocclusion

"Deep bite" and "Buck teeth" redirect here. For the village, see Deep Bight, Newfoundland
and Labrador.
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In orthodontics, a malocclusion is a misalignment or incorrect relation between the teeth
of the upper and lower dental arches when they approach each other as the jaws close.
The English-language term dates from 1864;[1] Edward Angle (1855–1930), the "father of
modern orthodontics",[2][3][need quotation to verify] popularised it. The word derives from 
mal- 'incorrect' and occlusion 'the manner in which opposing teeth meet'.

The malocclusion classification is based on the relationship of the mesiobuccal cusp of the
maxillary first molar and the buccal groove of the mandibular first molar.  If this molar
relationship exists, then the teeth can align into normal occlusion. According to Angle,
malocclusion is any deviation of the occlusion from the ideal.[4] However, assessment for
malocclusion should also take into account aesthetics and the impact on functionality. If
these aspects are acceptable to the patient despite meeting the formal definition of



malocclusion, then treatment may not be necessary. It is estimated that nearly 30% of the
population have malocclusions that are categorised as severe and definitely benefit from
orthodontic treatment.[5]

Causes

[edit]

The aetiology of malocclusion is somewhat contentious, however, simply put it is
multifactorial, with influences being both genetic[6][unreliable source?] and environmental.[
7] Malocclusion is already present in one of the Skhul and Qafzeh hominin fossils and
other prehistoric human skulls.[8][9] There are three generally accepted causative factors
of malocclusion:

Skeletal factors – the size, shape and relative positions of the upper and lower
jaws. Variations can be caused by environmental or behavioral factors such as
muscles of mastication, nocturnal mouth breathing, and cleft lip and cleft palate.
Muscle factors – the form and function of the muscles that surround the teeth.  This
could be impacted by habits such as finger sucking, nail biting, pacifier and tongue
thrusting[10]
Dental factors – size of the teeth in relation to the jaw, early loss of teeth could result
in spacing or mesial migration causing crowding, abnormal eruption path or timings,
extra teeth (supernumeraries), or too few teeth (hypodontia)

There is not one single cause of malocclusion, and when planning orthodontic treatment it
is often helpful to consider the above factors and the impact they have played on
malocclusion. These can also be influenced by oral habits and pressure resulting in
malocclusion.[11][12]

Behavioral and dental factors

[edit]

In the active skeletal growth,[13] mouthbreathing, finger sucking, thumb sucking, pacifier
sucking, onychophagia (nail biting), dermatophagia, pen biting, pencil biting, abnormal
posture, deglutition disorders and other habits greatly influence the development of the
face and dental arches.[14][15][16][17][18] Pacifier sucking habits are also correlated with
otitis media.[19][20] Dental caries, periapical inflammation and tooth loss in the deciduous
teeth can alter the correct permanent teeth eruptions.



Primary vs. secondary dentition

[edit]

Malocclusion can occur in primary and secondary dentition.

In primary dentition malocclusion is caused by:

Underdevelopment of the dentoalvelor tissue.
Over development of bones around the mouth.
Cleft lip and palate.
Overcrowding of teeth.
Abnormal development and growth of teeth.

In secondary dentition malocclusion is caused by:

Periodontal disease.
Overeruption of teeth.[21]
Premature and congenital loss of missing teeth.

Signs and symptoms

[edit]

Malocclusion is a common finding,[22][23] although it is not usually serious enough to
require treatment. Those who have more severe malocclusions, which present as a part of
craniofacial anomalies, may require orthodontic and sometimes surgical treatment
(orthognathic surgery) to correct the problem.

The ultimate goal of orthodontic treatment is to achieve a stable, functional and aesthetic
alignment of teeth which serves to better the patient's dental and total health.[24] The
symptoms which arise as a result of malocclusion derive from a deficiency in one or more
of these categories.[25]

The symptoms are as follows:

Tooth decay (caries): misaligned teeth will make it more difficult to maintain oral
hygiene. Children with poor oral hygiene and diet will be at an increased risk.
Periodontal disease: irregular teeth would hinder the ability to clean teeth meaning
poor plaque control. Additionally, if teeth are crowded, some may be more buccally or
lingually placed, there will be reduced bone and periodontal support. Furthermore, in
Class III malocclusions, mandibular anterior teeth are pushed labially which
contributes to gingival recession and weakens periodontal support.



Trauma to anterior teeth: Those with an increased overjet are at an increased risk of
trauma. A systematic review found that an overjet of greater than 3mm will double the
risk of trauma.
Masticatory function: people with anterior open bites, large increased & reverse
overjet and hypodontia will find it more difficult to chew food.
Speech impairment: a lisp is when the incisors cannot make contact, orthodontics can
treat this. However, other forms of misaligned teeth will have little impact on speech
and orthodontic treatment has little effect on fixing any problems.  
Tooth impaction: these can cause resorption of adjacent teeth and other pathologies
for example a dentigerous cyst formation.  
Psychosocial wellbeing: malocclusions of teeth with poor aesthetics can have a
significant effect on self-esteem.

Malocclusions may be coupled with skeletal disharmony of the face, where the relations
between the upper and lower jaws are not appropriate. Such skeletal disharmonies often
distort sufferer's face shape, severely affect aesthetics of the face, and may be coupled
with mastication or speech problems. Most skeletal malocclusions can only be treated by
orthognathic surgery.[citation needed]

Classification

[edit]

Depending on the sagittal relations of teeth and jaws, malocclusions can be divided mainly
into three types according to Angle's classification system published 1899. However, there
are also other conditions, e.g. crowding of teeth, not directly fitting into this classification.

Many authors have tried to modify or replace Angle's classification. This has resulted in
many subtypes and new systems (see section below: Review of Angle's system of classes
).

A deep bite (also known as a Type II Malocclusion) is a condition in which the upper teeth
overlap the lower teeth, which can result in hard and soft tissue trauma, in addition to an
effect on appearance.[26] It has been found to occur in 15–20% of the US population.[27]

An open bite is a condition characterised by a complete lack of overlap and occlusion
between the upper and lower incisors.[28] In children, open bite can be caused by
prolonged thumb sucking.[29] Patients often present with impaired speech and mastication.
[30]

Overbites

[edit]



This is a vertical measurement of the degree of overlap between the maxillary incisors and
the mandibular incisors. There are three features that are analysed in the classification of
an overbite:

Degree of overlap: edge to edge, reduced, average, increased
Complete or incomplete: whether there is contact between the lower teeth and the
opposing teeth/tissue (hard palate or gingivae) or not.
Whether contact is traumatic or atraumatic

An average overbite is when the upper anterior teeth cover a third of the lower teeth.
Covering less than this is described as ‘reduced’ and more than this is an ‘increased’
overbite. No overlap or contact is considered an ‘anterior open bite’.[25][31][32]

Angle's classification method

[edit]
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Class II molar relationship

Edward Angle, who is considered the father of modern orthodontics, was the first to classify
malocclusion. He based his classifications on the relative position of the maxillary first
molar.[33] According to Angle, the mesiobuccal cusp of the upper first molar should align



with the buccal groove of the mandibular first molar. The teeth should all fit on a line of
occlusion which, in the upper arch, is a smooth curve through the central fossae of the
posterior teeth and cingulum of the canines and incisors, and in the lower arch, is a smooth
curve through the buccal cusps of the posterior teeth and incisal edges of the anterior
teeth. Any variations from this resulted in malocclusion types. It is also possible to have
different classes of malocclusion on left and right sides.

Class I (Neutrocclusion): Here the molar relationship of the occlusion is normal but
the incorrect line of occlusion or as described for the maxillary first molar, but the
other teeth have problems like spacing, crowding, over or under eruption, etc.
Class II (Distocclusion (retrognathism, overjet, overbite)): In this situation, the
mesiobuccal cusp of the upper first molar is not aligned with the mesiobuccal groove
of the lower first molar. Instead it is anterior to it. Usually the mesiobuccal cusp rests
in between the first mandibular molars and second premolars. There are two
subtypes:

Class II Division 1: The molar relationships are like that of Class II and the
anterior teeth are protruded.
Class II Division 2: The molar relationships are Class II but the central are
retroclined and the lateral teeth are seen overlapping the centrals.

Class III: (Mesiocclusion (prognathism, anterior crossbite, negative overjet,
underbite)) In this case the upper molars are placed not in the mesiobuccal groove
but posteriorly to it. The mesiobuccal cusp of the maxillary first molar lies posteriorly
to the mesiobuccal groove of the mandibular first molar. Usually seen as when the
lower front teeth are more prominent than the upper front teeth. In this case the
patient very often has a large mandible or a short maxillary bone.

Review of Angle's system of classes and
alternative systems

[edit]

A major disadvantage of Angle's system of classifying malocclusions is that it only
considers two dimensions along a spatial axis in the sagittal plane in the terminal
occlusion, but occlusion problems can be three-dimensional. It does not recognise
deviations in other spatial axes, asymmetric deviations, functional faults and other therapy-
related features.

Angle's classification system also lacks a theoretical basis; it is purely descriptive. Its
much-discussed weaknesses include that it only considers static occlusion, it does not
account for the development and causes (aetiology) of occlusion problems, and it
disregards the proportions (or relationships in general) of teeth and face.[34] Thus, many
attempts have been made to modify the Angle system or to replace it completely with a



more efficient one,[35] but Angle's classification continues be popular mainly because of its
simplicity and clarity.[citation needed]

Well-known modifications to Angle's classification date back to Martin Dewey (1915) and
Benno Lischer (1912, 1933). Alternative systems have been suggested by, among others,
Simon (1930, the first three-dimensional classification system), Jacob A. Salzmann (1950,
with a classification system based on skeletal structures) and James L. Ackerman and
William R. Proffit (1969).[36]

Incisor classification

[edit]

Besides the molar relationship, the British Standards Institute Classification also classifies
malocclusion into incisor relationship and canine relationship.

Class I: The lower incisor edges occlude with or lie immediately below the cingulum
plateau of the upper central incisors
Class II: The lower incisor edges lie posterior to the cingulum plateau of the upper
incisors

Division 1 – the upper central incisors are proclined or of average inclination and
there is an increase in overjet
Division 2 – The upper central incisors are retroclined. The overjet is usually
minimal or may be increased.

Class III: The lower incisor edges lie anterior to the cingulum plateau of the upper
incisors. The overjet is reduced or reversed.

Canine relationship by Ricketts

[edit]
Class I: Mesial slope of upper canine coincides with distal slope of lower canine
Class II: Mesial slope of upper canine is ahead of distal slope of lower canine
Class III: Mesial slope of upper canine is behind to distal slope of lower canine

Crowding of teeth

[edit]

Dental crowding is defined by the amount of space that would be required for the teeth to
be in correct alignment. It is obtained in two ways: 1) by measuring the amount of space
required and reducing this from calculating the space available via the width of the teeth, or



2) by measuring the degree of overlap of the teeth.

The following criterion is used:[25]

0-4mm = Mild crowding
4-8mm = Moderate crowding
>8mm = Severe crowding

Causes

[edit]

Genetic (inheritance) factors, extra teeth, lost teeth, impacted teeth, or abnormally shaped
teeth have been cited as causes of crowding. Ill-fitting dental fillings, crowns, appliances,
retainers, or braces as well as misalignment of jaw fractures after a severe injury are also
known to cause crowding.[26] Tumors of the mouth and jaw, thumb sucking, tongue
thrusting, pacifier use beyond age three, and prolonged use of a bottle have also been
identified.[26]

Lack of masticatory stress during development can cause tooth overcrowding.[37][38]
Children who chewed a hard resinous gum for two hours a day showed increased facial
growth.[37] Experiments in animals have shown similar results. In an experiment on two
groups of rock hyraxes fed hardened or softened versions of the same foods, the animals
fed softer food had significantly narrower and shorter faces and thinner and shorter
mandibles than animals fed hard food.[37][39][failed verification]

A 2016 review found that breastfeeding lowers the incidence of malocclusions developing
later on in developing infants.[40]

During the transition to agriculture, the shape of the human mandible went through a series
of changes. The mandible underwent a complex shape changes not matched by the teeth,
leading to incongruity between the dental and mandibular form. These changes in human
skulls may have been "driven by the decreasing bite forces required to chew the processed
foods eaten once humans switched to growing different types of cereals, milking and
herding animals about 10,000 years ago."[38][41]

Treatment

[edit]



Orthodontic management of the condition includes dental braces, lingual braces, clear
aligners or palatal expanders.[42] Other treatments include the removal of one or more
teeth and the repair of injured teeth. In some cases, surgery may be necessary.[43]

Treatment

[edit]

Malocclusion is often treated with orthodontics,[42] such as tooth extraction, clear aligners,
or dental braces,[44] followed by growth modification in children or jaw surgery
(orthognathic surgery) in adults. Surgical intervention is used only in rare occasions. This
may include surgical reshaping to lengthen or shorten the jaw. Wires, plates, or screws
may be used to secure the jaw bone, in a manner like the surgical stabilization of jaw
fractures. Very few people have "perfect" alignment of their teeth with most problems being
minor that do not require treatment.[37]

Crowding

[edit]

Crowding of the teeth is treated with orthodontics, often with tooth extraction, clear
aligners, or dental braces, followed by growth modification in children or jaw surgery
(orthognathic surgery) in adults. Surgery may be required on rare occasions. This may
include surgical reshaping to lengthen or shorten the jaw (orthognathic surgery). Wires,
plates, or screws may be used to secure the jaw bone, in a manner similar to the surgical
stabilization of jaw fractures. Very few people have "perfect" alignment of their teeth.
However, most problems are very minor and do not require treatment.[39]

Class I

[edit]

While treatment is not crucial in class I malocclusions, in severe cases of crowding can be
an indication for intervention. Studies indicate that tooth extraction can have benefits to
correcting malocclusion in individuals.[45][46] Further research is needed as reoccurring
crowding has been examined in other clinical trials.[45][47]



Class II

[edit]

A few treatment options for class II malocclusions include:

1. Functional appliance which maintains the mandible in a postured position to influence
both the orofacial musculature and dentoalveolar development prior to fixed
appliance therapy. This is ideally done through pubertal growth in pre-adolescent
children and the fixed appliance during permanent dentition .[48] Different types of
removable appliances include Activator, Bionatar, Medium opening activator, Herbst,
Frankel and twin block appliance with the twin block being the most widely used one.[
49]

2. Growth modification through headgear to redirect maxillary growth
3. Orthodontic camouflage so that jaw discrepancy no longer apparent
4. Orthognathic surgery – sagittal split osteotomy mandibular advancement carried out

when growth is complete where skeletal discrepancy is severe in anterior-posterior
relationship or in vertical direction. Fixed appliance is required before, during and
after surgery.

5. Upper Removable Appliance – limited role in contemporary treatment of increased
overjets. Mostly used for very mild Class II, overjet due to incisor proclination,
favourable overbite.

Class II Division 1

[edit]

Low- to moderate- quality evidence suggests that providing early orthodontic treatment for
children with prominent upper front teeth (class II division 1) is more effective for reducing
the incidence of incisal trauma than providing one course of orthodontic treatment in
adolescence.[50] There do not appear to be any other advantages of providing early
treatment when compared to late treatment.[50] Low-quality evidence suggests that,
compared to no treatment, late treatment in adolescence with functional appliances is
effective for reducing the prominence of upper front teeth.[50]

Class II Division 2

[edit]

Treatment can be undertaken using orthodontic treatments using dental braces.[51] While
treatment is carried out, there is no evidence from clinical trials to recommend or



discourage any type of orthodontic treatment in children.[51] A 2018 Cochrane systematic
review anticipated that the evidence base supporting treatment approaches is not likely to
improve occlusion due to the low prevalence of the condition and the ethical difficulties in
recruiting people to participate in a randomized controlled trials for treating this condition.[
51]

Class III

[edit]

The British Standard Institute (BSI) classify class III incisor relationship as the lower incisor
edge lies anterior to the cingulum plateau of the upper incisors, with reduced or reversed
over jet.[52] The skeletal facial deformity is characterized by mandibular prognathism,
maxillary retrognathism or a combination of the two. This effects 3-8% of UK population
with a higher incidence seen in Asia.[53]

One of the main reasons for correcting Class III malocclusion is aesthetics and function.
This can have a psychological impact on the person with malocclusion resulting in speech
and mastication problems as well. In mild class III cases, the patient is quite accepting of
the aesthetics and the situation is monitored to observe the progression of skeletal growth.[
54]

Maxillary and mandibular skeletal changes during prepubertal, pubertal and post pubertal
stages show that class III malocclusion is established before the prepubertal stage.[55]
One treatment option is the use of growth modification appliances such as the Chin Cap
which has greatly improved the skeletal framework in the initial stages. However, majority
of cases are shown to relapse into inherited class III malocclusion during the pubertal
growth stage and when the appliance is removed after treatment.[55]

Another approach is to carry out orthognathic surgery, such as a bilateral sagittal split
osteotomy (BSSO) which is indicated by horizontal mandibular excess. This involves
surgically cutting through the mandible and moving the fragment forward or backwards for
desired function and is supplemented with pre and post surgical orthodontics to ensure
correct tooth relationship. Although the most common surgery of the mandible, it comes
with several complications including: bleeding from inferior alveolar artery, unfavorable
splits, condylar resorption, avascular necrosis and worsening of temporomandibular joint.[
56]

Orthodontic camouflage can also be used in patients with mild skeletal discrepancies. This
is a less invasive approach that uses orthodontic brackets to correct malocclusion and try
to hide the skeletal discrepancy. Due to limitations of orthodontics, this option is more
viable for patients who are not as concerned about the aesthetics of their facial appearance
and are happy to address the malocclusion only, as well as avoiding the risks which come



with orthognathic surgery. Cephalometric data can aid in the differentiation between the
cases that benefit from ortho-surgical or orthodontic treatment only (camouflage); for
instance, examining a large group of orthognathic patient with Class III malocclusions they
had average ANB angle of -3.57° (95% CI, -3.92° to -3.21°). [57]

Deep bite

[edit]

The most common corrective treatments available are fixed or removal appliances (such as
dental braces), which may or may not require surgical intervention. At this time there is no
robust evidence that treatment will be successful.[51]

Open bite

[edit]

An open bite malocclusion is when the upper teeth don't overlap the lower teeth. When this
malocclusion occurs at the front teeth it is known as anterior open bite. An open bite is
difficult to treat due to multifactorial causes, with relapse being a major concern. This is
particularly so for an anterior open bite.[58] Therefore, it is important to carry out a
thorough initial assessment in order to obtain a diagnosis to tailor a suitable treatment plan.
[58] It is important to take into consideration any habitual risk factors, as this is crucial for a
successful outcome without relapse. Treatment approach includes behavior changes,
appliances and surgery. Treatment for adults include a combination of extractions, fixed
appliances, intermaxillary elastics and orthognathic surgery.[30] For children, orthodontics
is usually used to compensate for continued growth. With children with mixed dentition, the
malocclusion may resolve on its own as the permanent teeth erupt. Furthermore, should
the malocclusion be caused by childhood habits such as digit, thumb or pacifier sucking, it
may result in resolution as the habit is stopped. Habit deterrent appliances may be used to
help in breaking digit and thumb sucking habits. Other treatment options for patients who
are still growing include functional appliances and headgear appliances.

Tooth size discrepancy

[edit]

Identifying the presence of tooth size discrepancies between the maxillary and mandibular
arches is an important component of correct orthodontic diagnosis and treatment planning.



To establish appropriate alignment and occlusion, the size of upper and lower front teeth,
or upper and lower teeth in general, needs to be proportional. Inter-arch tooth size
discrepancy (ITSD) is defined as a disproportion in the mesio-distal dimensions of teeth of
opposing dental arches. The prevalence is clinically significant among orthodontic patients
and has been reported to range from 17% to 30%.[59]

Identifying inter-arch tooth size discrepancy (ITSD) before treatment begins allows the
practitioner to develop the treatment plan in a way that will take ITSD into account. ITSD
corrective treatment may entail demanding reduction (interproximal wear), increase
(crowns and resins), or elimination (extractions) of dental mass prior to treatment
finalization.[60]

Several methods have been used to determine ITSD. Of these methods the one most
commonly used is the Bolton analysis. Bolton developed a method to calculate the ratio
between the mesiodistal width of maxillary and mandibular teeth and stated that a correct
and harmonious occlusion is possible only with adequate proportionality of tooth sizes.[60]
Bolton's formula concludes that if in the anterior portion the ratio is less than 77.2% the
lower teeth are too narrow, the upper teeth are too wide or there is a combination of both. If
the ratio is higher than 77.2% either the lower teeth are too wide, the upper teeth are too
narrow or there is a combination of both.[59]

Other conditions

[edit]
Further information: Open bite malocclusion
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Open bite treatment after eight months of braces.

Other kinds of malocclusions can be due to or horizontal, vertical, or transverse skeletal
discrepancies, including skeletal asymmetries.

Increased vertical growth causes a long facial profile and commonly leads to an open bite
malocclusion, while decreased vertical facial growth causes a short facial profile and is
commonly associated with a deep bite malocclusion. However, there are many other more
common causes for open bites (such as tongue thrusting and thumb sucking) and likewise
for deep bites.[61][62][63]

The upper or lower jaw can be overgrown (macrognathia) or undergrown (micrognathia).[
62][61][63] It has been reported that patients with micrognathia are also affected by
retrognathia (abnormal posterior positioning of the mandible or maxilla relative to the facial



structure).[62]  These patients are majorly predisposed to a class II malocclusion.
Mandibular macrognathia results in prognathism and predisposes patients to a class III
malocclusion.[64]

Most malocclusion studies to date have focused on Class III malocclusions. Genetic
studies for Class II and Class I malocclusion are more rare. An example of hereditary
mandibular prognathism can be seen amongst the Hapsburg Royal family where one third
of the affected individuals with severe class III malocclusion had one parent with a similar
phenotype [65]

The frequent presentation of dental malocclusions in patients with craniofacial birth defects
also supports a strong genetic aetiology. About 150 genes are associated with craniofacial
conditions presenting with malocclusions.[66]  Micrognathia is a commonly recurring
craniofacial birth defect appearing among multiple syndromes.

For patients with severe malocclusions, corrective jaw surgery or orthognathic surgery may
be carried out as a part of overall treatment, which can be seen in about 5% of the general
population.[62][61][63]

See also

[edit]
Crossbite
Elastics
Facemask (orthodontics)
Maximum intercuspation
Mouth breathing
Occlusion (dentistry)
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Size
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Congenital epulis
Torus mandibularis
Torus palatinus
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Dental arch
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About child

"Children" and "Childhood" redirect here. For other uses, see Child (disambiguation),
Children (disambiguation), and Childhood (disambiguation).
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A child (pl. children) is a human being between the stages of birth and puberty,[1][2] or
between the developmental period of infancy and puberty.[3] The term may also refer to an
unborn human being.[4][5] In English-speaking countries, the legal definition of child
generally refers to a minor, in this case as a person younger than the local age of majority
(there are exceptions like, for example, the consume and purchase of alcoholic beverage
even after said age of majority[6]), regardless of their physical, mental and sexual
development as biological adults.[1][7][8] Children generally have fewer rights and
responsibilities than adults. They are generally classed as unable to make serious
decisions.

Child may also describe a relationship with a parent (such as sons and daughters of any
age)[9] or, metaphorically, an authority figure, or signify group membership in a clan, tribe,
or religion; it can also signify being strongly affected by a specific time, place, or



circumstance, as in "a child of nature" or "a child of the Sixties."[10]

Biological, legal and social definitions

[edit]
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In the biological sciences, a child is usually defined as a person between birth and puberty,
[1][2] or between the developmental period of infancy and puberty.[3] Legally, the term
child may refer to anyone below the age of majority or some other age limit.

The United Nations Convention on the Rights of the Child defines child as, "A human being
below the age of 18 years unless under the law applicable to the child, majority is attained
earlier."[11] This is ratified by 192 of 194 member countries. The term child may also refer
to someone below another legally defined age limit unconnected to the age of majority. In
Singapore, for example, a child is legally defined as someone under the age of 14 under
the "Children and Young Persons Act" whereas the age of majority is 21.[12][13] In U.S.
Immigration Law, a child refers to anyone who is under the age of 21.[14]

Some English definitions of the word child include the fetus (sometimes termed the unborn
).[15] In many cultures, a child is considered an adult after undergoing a rite of passage,
which may or may not correspond to the time of puberty.

Children generally have fewer rights than adults and are classed as unable to make
serious decisions, and legally must always be under the care of a responsible adult or child
custody, whether their parents divorce or not.

Developmental stages of childhood

[edit]
Further information: Child development stages and Child development

Early childhood

[edit]
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Early childhood follows the infancy stage and begins with toddlerhood when the child
begins speaking or taking steps independently.[16][17] While toddlerhood ends around age
3 when the child becomes less dependent on parental assistance for basic needs, early
childhood continues approximately until the age of 5 or 6. However, according to the
National Association for the Education of Young Children, early childhood also includes
infancy. At this stage children are learning through observing, experimenting and
communicating with others. Adults supervise and support the development process of the
child, which then will lead to the child's autonomy. Also during this stage, a strong
emotional bond is created between the child and the care providers. The children also start
preschool and kindergarten at this age: and hence their social lives.

Middle childhood



[edit]

Middle childhood begins at around age 7, and ends at around age 9 or 10.[18] Together,
early and middle childhood are called formative years. In this middle period, children
develop socially and mentally. They are at a stage where they make new friends and gain
new skills, which will enable them to become more independent and enhance their
individuality. During middle childhood, children enter the school years, where they are
presented with a different setting than they are used to. This new setting creates new
challenges and faces for children.[19] Upon the entrance of school, mental disorders that
would normally not be noticed come to light. Many of these disorders include: autism,
dyslexia, dyscalculia, and ADHD.[20]:Ã¢â‚¬Å 303–309Ã¢â‚¬Å  Special education, least
restrictive environment, response to intervention and individualized education plans are all
specialized plans to help children with disabilities.[20]:Ã¢â‚¬Å 310–311Ã¢â‚¬Å 

Middle childhood is the time when children begin to understand responsibility and are
beginning to be shaped by their peers and parents. Chores and more responsible
decisions come at this time, as do social comparison and social play.[20]
:Ã¢â‚¬Å 338Ã¢â‚¬Å  During social play, children learn from and teach each other, often
through observation.[21]

Late childhood

[edit]
Main article: Preadolescence

Preadolescence is a stage of human development following early childhood and preceding
adolescence. Preadolescence is commonly defined as ages 9–12, ending with the major
onset of puberty, with markers such as menarche, spermarche, and the peak of height
velocity occurring. These changes usually occur between ages 11 and 14. It may also be
defined as the 2-year period before the major onset of puberty.[22] Preadolescence can
bring its own challenges and anxieties. Preadolescent children have a different view of the
world from younger children in many significant ways. Typically, theirs is a more realistic
view of life than the intense, fantasy-oriented world of earliest childhood. Preadolescents
have more mature, sensible, realistic thoughts and actions: 'the most "sensible" stage of
development...the child is a much less emotional being now.'[23] Preadolescents may well
view human relationships differently (e.g. they may notice the flawed, human side of
authority figures). Alongside that, they may begin to develop a sense of self-identity, and to
have increased feelings of independence: 'may feel an individual, no longer "just one of the
family."'[24]

Developmental stages post-childhood

[edit]



Adolescence

[edit]
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An adolescent girl, photographed by Paolo Monti

Adolescence is usually determined to be between the onset of puberty and legal adulthood:
mostly corresponding to the teenage years (13–19). However, puberty usually begins
before the teenage years (10—11 for girls and 11—12 for boys). Although biologically a
child is a human being between the stages of birth and puberty,[1][2] adolescents are
legally considered children, as they tend to lack adult rights and are still required to attend
compulsory schooling in many cultures, though this varies. The onset of adolescence
brings about various physical, psychological and behavioral changes. The end of
adolescence and the beginning of adulthood varies by country and by function, and even
within a single nation-state or culture there may be different ages at which an individual is
considered to be mature enough to be entrusted by society with certain tasks.

History

[edit]
Main article: History of childhood
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Playing Children, by Song dynasty Chinese artist Su Hanchen, c. 1150 AD.

During the European Renaissance, artistic depictions of children increased dramatically,
which did not have much effect on the social attitude toward children, however.[25]

The French historian Philippe Ariès argued that during the 1600s, the concept of childhood
began to emerge in Europe,[26] however other historians like Nicholas Orme have
challenged this view and argued that childhood has been seen as a separate stage since
at least the medieval period.[27] Adults saw children as separate beings, innocent and in
need of protection and training by the adults around them. The English philosopher John
Locke was particularly influential in defining this new attitude towards children, especially
with regard to his theory of the tabula rasa, which considered the mind at birth to be a
"blank slate". A corollary of this doctrine was that the mind of the child was born blank, and
that it was the duty of the parents to imbue the child with correct notions. During the early
period of capitalism, the rise of a large, commercial middle class, mainly in the Protestant
countries of the Dutch Republic and England, brought about a new family ideology centred
around the upbringing of children. Puritanism stressed the importance of individual
salvation and concern for the spiritual welfare of children.[28]
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The Age of Innocence c. 1785/8. Reynolds emphasized the natural grace of
children in his paintings.

The modern notion of childhood with its own autonomy and goals began to emerge during
the 18th-century Enlightenment and the Romantic period that followed it.[29][30] Jean
Jacques Rousseau formulated the romantic attitude towards children in his famous 1762
novel Emile: or, On Education. Building on the ideas of John Locke and other 17th-century
thinkers, Jean-Jaques Rousseau described childhood as a brief period of sanctuary before
people encounter the perils and hardships of adulthood.[29] Sir Joshua Reynolds'
extensive children portraiture demonstrated the new enlightened attitudes toward young
children. His 1788 painting The Age of Innocence emphasizes the innocence and natural
grace of the posing child and soon became a public favourite.[31]
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Brazilian princesses Leopoldina (left) and Isabel (center) with an unidentified
friend, c. 1860.

The idea of childhood as a locus of divinity, purity, and innocence is further expounded
upon in William Wordsworth's "Ode: Intimations of Immortality from Recollections of Early
Childhood", the imagery of which he "fashioned from a complex mix of pastoral aesthetics,
pantheistic views of divinity, and an idea of spiritual purity based on an Edenic notion of
pastoral innocence infused with Neoplatonic notions of reincarnation".[30] This Romantic
conception of childhood, historian Margaret Reeves suggests, has a longer history than
generally recognized, with its roots traceable to similarly imaginative constructions of
childhood circulating, for example, in the neo-platonic poetry of seventeenth-century
metaphysical poet Henry Vaughan (e.g., "The Retreate", 1650; "Childe-hood", 1655). Such
views contrasted with the stridently didactic, Calvinist views of infant depravity.[32]
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With the onset of industrialisation in England in 1760, the divergence between high-minded
romantic ideals of childhood and the reality of the growing magnitude of child exploitation in
the workplace, became increasingly apparent. By the late 18th century, British children
were specially employed in factories and mines and as chimney sweeps,[33] often working
long hours in dangerous jobs for low pay.[34] As the century wore on, the contradiction
between the conditions on the ground for poor children and the middle-class notion of
childhood as a time of simplicity and innocence led to the first campaigns for the imposition
of legal protection for children.

British reformers attacked child labor from the 1830s onward, bolstered by the horrific
descriptions of London street life by Charles Dickens.[35] The campaign eventually led to
the Factory Acts, which mitigated the exploitation of children at the workplace[33][36]

Modern concepts of childhood

[edit]
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An old man and his granddaughter in Turkey.
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Harari girls in Ethiopia.

The modern attitude to children emerged by the late 19th century; the Victorian middle and
upper classes emphasized the role of the family and the sanctity of the child – an attitude
that has remained dominant in Western societies ever since.[37] The genre of children's
literature took off, with a proliferation of humorous, child-oriented books attuned to the
child's imagination. Lewis Carroll's fantasy Alice's Adventures in Wonderland, published in
1865 in England, was a landmark in the genre; regarded as the first "English masterpiece
written for children", its publication opened the "First Golden Age" of children's literature.

The latter half of the 19th century saw the introduction of compulsory state schooling of
children across Europe, which decisively removed children from the workplace into



schools.[38][39]

The market economy of the 19th century enabled the concept of childhood as a time of fun,
happiness, and imagination. Factory-made dolls and doll houses delighted the girls and
organized sports and activities were played by the boys.[40] The Boy Scouts was founded
by Sir Robert Baden-Powell in 1908,[41][42] which provided young boys with outdoor
activities aiming at developing character, citizenship, and personal fitness qualities.[43]

In the 20th century, Philippe Ariès, a French historian specializing in medieval history,
suggested that childhood was not a natural phenomenon, but a creation of society in his
1960 book Centuries of Childhood. In 1961 he published a study of paintings, gravestones,
furniture, and school records, finding that before the 17th century, children were
represented as mini-adults.

In 1966, the American philosopher George Boas published the book The Cult of Childhood.
Since then, historians have increasingly researched childhood in past times.[44]

In 2006, Hugh Cunningham published the book Invention of Childhood, looking at British
childhood from the year 1000, the Middle Ages, to what he refers to as the Post War Period
of the 1950s, 1960s and 1970s.[45]

Childhood evolves and changes as lifestyles change and adult expectations alter. In the
modern era, many adults believe that children should not have any worries or work, as life
should be happy and trouble-free. Childhood is seen as a mixture of simplicity, innocence,
happiness, fun, imagination, and wonder. It is thought of as a time of playing, learning,
socializing, exploring, and worrying in a world without much adult interference.[29][30]

A "loss of innocence" is a common concept, and is often seen as an integral part of coming
of age. It is usually thought of as an experience or period in a child's life that widens their
awareness of evil, pain or the world around them. This theme is demonstrated in the novels
To Kill a Mockingbird and Lord of the Flies. The fictional character Peter Pan was the
embodiment of a childhood that never ends.[46][47]

Healthy childhoods

[edit]

Role of parents

[edit]
Main article: Parenting



Children's health

[edit]
Further information: Childhood obesity, Childhood immunizations, and List of childhood
diseases

Children's health includes the physical, mental and social well-being of children.
Maintaining children's health implies offering them healthy foods, insuring they get enough
sleep and exercise, and protecting their safety.[48] Children in certain parts of the world
often suffer from malnutrition, which is often associated with other conditions, such
diarrhea, pneumonia and malaria.[49]

Child protection

[edit]
Further information: Child labor, Child labor laws, Risk aversion, Child abuse, and
Protection of Children Act

Child protection, according to UNICEF, refers to "preventing and responding to violence,
exploitation and abuse against children – including commercial sexual exploitation,
trafficking, child labour and harmful traditional practices, such as female genital
mutilation/cutting and child marriage".[50] The Convention on the Rights of the Child
protects the fundamental rights of children.

Play

[edit]
Further information: Play (activity), Playground, Imaginary friend, and Childhood secret
club
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Play is essential to the cognitive, physical, social, and emotional well-being of children.[51]
It offers children opportunities for physical (running, jumping, climbing, etc.), intellectual
(social skills, community norms, ethics and general knowledge) and emotional
development (empathy, compassion, and friendships). Unstructured play encourages
creativity and imagination. Playing and interacting with other children, as well as some
adults, provides opportunities for friendships, social interactions, conflicts and resolutions.
However, adults tend to (often mistakenly) assume that virtually all children's social
activities can be understood as "play" and, furthermore, that children's play activities do not
involve much skill or effort.[52][53][54][55]

It is through play that children at a very early age engage and interact in the world around
them. Play allows children to create and explore a world they can master, conquering their
fears while practicing adult roles, sometimes in conjunction with other children or adult
caregivers.[51] Undirected play allows children to learn how to work in groups, to share, to
negotiate, to resolve conflicts, and to learn self-advocacy skills. However, when play is
controlled by adults, children acquiesce to adult rules and concerns and lose some of the
benefits play offers them. This is especially true in developing creativity, leadership, and
group skills.[51]
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Ralph Hedley, The Tournament, 1898. It depicts poorer boys playing outdoors in
a rural part of the Northeast of England.

Play is considered to be very important to optimal child development that it has been
recognized by the United Nations Commission on Human Rights as a right of every child.[



11] Children who are being raised in a hurried and pressured style may limit the protective
benefits they would gain from child-driven play.[51]

The initiation of play in a classroom setting allows teachers and students to interact through
playfulness associated with a learning experience. Therefore, playfulness aids the
interactions between adults and children in a learning environment. “Playful Structure”
means to combine informal learning with formal learning to produce an effective learning
experience for children at a young age.[56]

Even though play is considered to be the most important to optimal child development, the
environment affects their play and therefore their development. Poor children confront
widespread environmental inequities as they experience less social support, and their
parents are less responsive and more authoritarian. Children from low income families are
less likely to have access to books and computers which would enhance their
development.[57]

Street culture

[edit]
Main articles: Children's street culture and Children's street games
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Children's street culture refers to the cumulative culture created by young children and is
sometimes referred to as their secret world. It is most common in children between the
ages of seven and twelve. It is strongest in urban working class industrial districts where
children are traditionally free to play out in the streets for long periods without supervision.
It is invented and largely sustained by children themselves with little adult interference.

Young children's street culture usually takes place on quiet backstreets and pavements,
and along routes that venture out into local parks, playgrounds, scrub and wasteland, and
to local shops. It often imposes imaginative status on certain sections of the urban realm
(local buildings, kerbs, street objects, etc.). Children designate specific areas that serve as
informal meeting and relaxation places (see: Sobel, 2001). An urban area that looks
faceless or neglected to an adult may have deep 'spirit of place' meanings in to children.
Since the advent of indoor distractions such as video games, and television, concerns have



been expressed about the vitality – or even the survival – of children's street culture.

Geographies of childhood

[edit]

The geographies of childhood involves how (adult) society perceives the idea of childhood,
the many ways adult attitudes and behaviors affect children's lives, including the
environment which surrounds children and its implications.[58]

The geographies of childhood is similar in some respects to children's geographies which
examines the places and spaces in which children live.[59]

Nature deficit disorder

[edit]
Main article: Nature deficit disorder

Nature Deficit Disorder, a term coined by Richard Louv in his 2005 book Last Child in the
Woods, refers to the trend in the United States and Canada towards less time for outdoor
play,[60][61] resulting in a wide range of behavioral problems.[62]

With increasing use of cellphones, computers, video games and television, children have
more reasons to stay inside rather than outdoors exploring. “The average American child
spends 44 hours a week with electronic media”.[63] Research in 2007 has drawn a
correlation between the declining number of National Park visits in the U.S. and increasing
consumption of electronic media by children.[64] The media has accelerated the trend for
children's nature disconnection by deemphasizing views of nature, as in Disney films.[65]

Age of responsibility

[edit]
Further information: Age of consent, Age of majority, Age of criminal responsibility, and
Marriageable age

The age at which children are considered responsible for their society-bound actions (e. g.
marriage, voting, etc.) has also changed over time,[66] and this is reflected in the way they
are treated in courts of law. In Roman times, children were regarded as not culpable for
crimes, a position later adopted by the Church. In the 19th century, children younger than
seven years old were believed incapable of crime. Children from the age of seven forward
were considered responsible for their actions. Therefore, they could face criminal charges,
be sent to adult prison, and be punished like adults by whipping, branding or hanging.



However, courts at the time would consider the offender's age when deliberating
sentencing.[citation needed] Minimum employment age and marriage age also vary. The
age limit of voluntary/involuntary military service is also disputed at the international level.[
67]

Education

[edit]

Image not found or type unknown

Children in an outdoor classroom in Bié, Angola
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Children seated in a Finnish classroom at the school of Torvinen in Sodankylä,
Finland, in the 1920s

Main article: Education

Education, in the general sense, refers to the act or process of imparting or acquiring
general knowledge, developing the powers of reasoning and judgment, and preparing
intellectually for mature life.[68] Formal education most often takes place through
schooling. A right to education has been recognized by some governments. At the global
level, Article 13 of the United Nations' 1966 International Covenant on Economic, Social
and Cultural Rights (ICESCR) recognizes the right of everyone to an education.[69]
Education is compulsory in most places up to a certain age, but attendance at school may
not be, with alternative options such as home-schooling or e-learning being recognized as
valid forms of education in certain jurisdictions.

Children in some countries (especially in parts of Africa and Asia) are often kept out of
school, or attend only for short periods. Data from UNICEF indicate that in 2011, 57 million
children were out of school; and more than 20% of African children have never attended
primary school or have left without completing primary education.[70] According to a UN



report, warfare is preventing 28 million children worldwide from receiving an education, due
to the risk of sexual violence and attacks in schools.[71] Other factors that keep children
out of school include poverty, child labor, social attitudes, and long distances to school.[72][
73]

Attitudes toward children

[edit]
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Group of breaker boys in Pittston, Pennsylvania, 1911. Child labor was
widespread until the early 20th century. In the 21st century, child labor rates are
highest in Africa.

Social attitudes toward children differ around the world in various cultures and change over
time. A 1988 study on European attitudes toward the centrality of children found that Italy
was more child-centric and the Netherlands less child-centric, with other countries, such as
Austria, Great Britain, Ireland and West Germany falling in between.[74]

Child marriage

[edit]

In 2013, child marriage rates of female children under the age of 18 reached 75% in Niger,
68% in Central African Republic and Chad, 66% in Bangladesh, and 47% in India.[75]
According to a 2019 UNICEF report on child marriage, 37% of females were married
before the age of 18 in sub-Saharan Africa, followed by South Asia at 30%. Lower levels
were found in Latin America and Caribbean (25%), the Middle East and North Africa (18%),
and Eastern Europe and Central Asia (11%), while rates in Western Europe and North
America were minimal.[76] Child marriage is more prevalent with girls, but also involves
boys. A 2018 study in the journal Vulnerable Children and Youth Studies found that,
worldwide, 4.5% of males are married before age 18, with the Central African Republic
having the highest average rate at 27.9%.[77]



Fertility and number of children per woman

[edit]

Before contraception became widely available in the 20th century, women had little choice
other than abstinence or having often many children. In fact, current population growth
concerns have only become possible with drastically reduced child mortality and sustained
fertility. In 2017 the global total fertility rate was estimated to be 2.37 children per woman,[
78] adding about 80 million people to the world population per year. In order to measure
the total number of children, scientists often prefer the completed cohort fertility at age 50
years (CCF50).[78] Although the number of children is also influenced by cultural norms,
religion, peer pressure and other social factors, the CCF50 appears to be most heavily
dependent on the educational level of women, ranging from 5–8 children in women without
education to less than 2 in women with 12 or more years of education.[78]

Issues

[edit]

Emergencies and conflicts

[edit]
See also: Declaration on the Protection of Women and Children in Emergency and Armed
Conflict, Children in the Israeli–Palestinian conflict, Save the Children, Inter-Agency
Network for Education in Emergencies, Military use of children, Trafficking of children,
International child abduction, and Refugee children

Emergencies and conflicts pose detrimental risks to the health, safety, and well-being of
children. There are many different kinds of conflicts and emergencies, e.g. wars and
natural disasters. As of 2010 approximately 13 million children are displaced by armed
conflicts and violence around the world.[79] Where violent conflicts are the norm, the lives
of young children are significantly disrupted and their families have great difficulty in
offering the sensitive and consistent care that young children need for their healthy
development.[79] Studies on the effect of emergencies and conflict on the physical and
mental health of children between birth and 8 years old show that where the disaster is
natural, the rate of PTSD occurs in anywhere from 3 to 87 percent of affected children.[80]
However, rates of PTSD for children living in chronic conflict conditions varies from 15 to
50 percent.[81][82]



Child protection

[edit]
This section is an excerpt from Child protection.[edit]
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Child protection (also called child welfare) is the safeguarding of children from violence,
exploitation, abuse, abandonment, and neglect.[83][84][85][86] It involves identifying signs
of potential harm. This includes responding to allegations or suspicions of abuse, providing
support and services to protect children, and holding those who have harmed them
accountable.[87]

The primary goal of child protection is to ensure that all children are safe and free from
harm or danger.[86][88] Child protection also works to prevent future harm by creating
policies and systems that identify and respond to risks before they lead to harm.[89]

In order to achieve these goals, research suggests that child protection services should be
provided in a holistic way.[90][91][92] This means taking into account the social, economic,
cultural, psychological, and environmental factors that can contribute to the risk of harm for
individual children and their families. Collaboration across sectors and disciplines to create
a comprehensive system of support and safety for children is required.[93][94]

It is the responsibility of individuals, organizations, and governments to ensure that children
are protected from harm and their rights are respected.[95] This includes providing a safe
environment for children to grow and develop, protecting them from physical, emotional
and sexual abuse, and ensuring they have access to education, healthcare, and resources
to fulfill their basic needs.[96]

Child protection systems are a set of services, usually government-run, designed to protect
children and young people who are underage and to encourage family stability. UNICEF
defines[97] a 'child protection system' as: 

"The set of laws, policies, regulations and services needed across all social
sectors – especially social welfare, education, health, security and justice – to
support prevention and response to protection-related risks. These systems are
part of social protection, and extend beyond it. At the level of prevention, their
aim includes supporting and strengthening families to reduce social exclusion,
and to lower the risk of separation, violence and exploitation. Responsibilities
are often spread across government agencies, with services delivered by local
authorities, non-State providers, and community groups, making coordination
between sectors and levels, including routine referral systems etc.., a necessary
component of effective child protection systems."

—Ã¢â‚¬Å United Nations Economic and Social Council (2008), UNICEF Child
Protection Strategy, E/ICEF/2008/5/Rev.1, par. 12–13.

Under Article 19 of the UN Convention on the Rights of the Child, a 'child protection
system' provides for the protection of children in and out of the home. One of the ways this
can be enabled is through the provision of quality education, the fourth of the United
Nations Sustainable Development Goals, in addition to other child protection systems.
Some literature argues that child protection begins at conception; even how the conception



took place can affect the child's development.[98]

Child abuse and child labor

[edit]

Protection of children from abuse is considered an important contemporary goal. This
includes protecting children from exploitation such as child labor, child trafficking and child
selling, child sexual abuse, including child prostitution and child pornography, military use
of children, and child laundering in illegal adoptions. There exist several international
instruments for these purposes, such as:

Worst Forms of Child Labour Convention
Minimum Age Convention, 1973
Optional Protocol on the Sale of Children, Child Prostitution and Child Pornography
Council of Europe Convention on the Protection of Children against Sexual
Exploitation and Sexual Abuse
Optional Protocol on the Involvement of Children in Armed Conflict
Hague Adoption Convention

Climate change

[edit]
 
This section is an excerpt from Climate change and children.[edit]
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A child at a climate demonstration in Juneau, Alaska

Children are more vulnerable to the effects of climate change than adults. The World
Health Organization estimated that 88% of the existing global burden of disease caused by
climate change affects children under five years of age.[99] A Lancet review on health and



climate change lists children as the worst-affected category by climate change.[100]
Children under 14 are 44 percent more likely to die from environmental factors,[101] and
those in urban areas are disproportionately impacted by lower air quality and overcrowding.
[102]

Children are physically more vulnerable to climate change in all its forms.[103] Climate
change affects the physical health of children and their well-being. Prevailing inequalities,
between and within countries, determine how climate change impacts children.[104]
Children often have no voice in terms of global responses to climate change.[103]

People living in low-income countries experience a higher burden of disease and are less
capable of coping with climate change-related threats.[105] Nearly every child in the world
is at risk from climate change and pollution, while almost half are at extreme risk.[106]

Health

[edit]

Child mortality

[edit]
Main articles: Child mortality and Infant mortality
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World infant mortality rates in 2012.[107]

During the early 17th century in England, about two-thirds of all children died before the
age of four.[108] During the Industrial Revolution, the life expectancy of children increased
dramatically.[109] This has continued in England, and in the 21st century child mortality
rates have fallen across the world. About 12.6 million under-five infants died worldwide in
1990, which declined to 6.6 million in 2012. The infant mortality rate dropped from 90
deaths per 1,000 live births in 1990, to 48 in 2012. The highest average infant mortality
rates are in sub-Saharan Africa, at 98 deaths per 1,000 live births – over double the world's
average.[107]

See also
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