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Patients with Autism Spectrum Disorders: 
Strategy for Orthodontic Care

INTRODUCTION

Autism Spectrum Disorder (ASD)
ASD is commonly a heterogenous neurodevelopmental syndrome 
which is classified in the category of pervasive developmental 
disorder generally with an unknown aetiology. This spectrum 
consists of autism, Asperger Disorder (AD), Childhood Disintegrative 
Disorder (CID) and Pervasive Developmental Disorder Not Otherwise 
Specified (PDD-NOS) [1,2].

Prevalence rate of ASD is 6 per 1000 children, with males being 
three times more often than females [3]. In a decade of surveillance, 
ASD is estimated at 11.3 per 1000 in children aged eight years. 
Male:female ratio of 3:1 has been reported on gender-specific 
epidemiology [4]. The aetiology of ASD is both genetic and 
environmental factors. Recent literature reflects the parameters 
involved in the pathophysiology of ASD like CNTNAP2 gene, 
mitochondrial defects, de novo mutations, increased maternity 
derived intrauterine androgen concentrations and increased 
maternal age [3,4].

Evolution of ASD as a Diagnostic Concept
The original meaning of autism was evolved over time. Over the 
years, diagnostic concepts developed and least studied is the 
condition PDD-NOS (a category where some features of autism are 
present) [3,4]. The importance of early detection and intervention 
for improving long term results of ASD were explained by various 
authors [5]. The diagnosis of ASD in infants and toddlers is too 
complex [5].

Categorical approaches such as Diagnostic and Statistical Manual 
(DSM; Am Psychiatric Assoc. 1994) have increased advantage of 
official recognition, a history of improvising research with clinical 
work and even serve as a conceptual basis for dimensional 
approaches [5]. Kanner’s approach was highly influential that 
appeared in DSM-III (Am Psychiatric Assoc. 1980), where autism 
was the first granted recognition as a disorder. Various modifications 
have been made over years in the DSM definitions of autism. 
Dimensional diagnostic approaches give potential advantages 

for infants and children. The above mentioned instruments have 
certain intrinsic limitations also [6,7].

ASD in Various Stages of Life
Various studies have reported the phenomenon of regression in 20% 
of cases [8,9]. In some cases, child progresses normally upto 3-4 
years of age with good language and self care skills. Then, gradually 
the child loses these abilities and exhibits more classic and relevant 
features of autism [10]. So, in the first year of life, children who suffer 
from ASD show signs like limited eye contact and reduced overall 
social responsiveness [11]. They may also exhibit problems like 
unusual sensory responses. Infants with ASD are less interested 
in people, smile less frequently, have decreased visual attention to 
social stimuli, less engagement in exploration of objects and have 
difficulties in arousal regulation [12].

The quality and quantity of present research of ASD in toddlers has 
an increasing trend. In this period parents try to evaluate their unusual 
behaviours, developmental delays, stereotyped motor mannerisms 
and idiosyncratic material uses. Other relevant behavioural changes 
are turn taking, intensity of eye contact and anticipatory postures 
[13]. At 20 months attention towards behaviours like range of 
facial expression, pointing to show interest and use of traditional 
gesture should be marked by parents. Additional items to check 
by the parents are social reciprocity, seeking shared enjoyment, 
imaginative play and nodding.

Characteristics and Developmental features of ASD

Social Functioning 
Social difficulties are the most significant predictor of diagnosis for 
older children with ASD [14]. Preschool children with autism fail to 
have social skills present in the initial months of life. Eye contact is 
limited as well as social engagement with responsivity [14]. Difficulties 
in areas of joint attention are very striking and these behaviours are 
central in development of social-cognitive abilities [15].

Communicative Development
The initial presenting complaints are the concerns about child’s 
speech and communicative development [16]. Pattern of sound 
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ABSTRACT
Autism Spectrum Disorders (ASD) are developmental behavioural defined neuropsychiatric disorders that start in early childhood 
involving social abnormalities, language-communication deficit play, and restricted behaviour. There has been an increasing 
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are higher in ASD patients [30]. Bruxism, tongue thrusting, mouth 
breathing, pocketing food in cheeks and lip biting also are prevalent 
in ASD patients [31,32]. Developmental defects are seen commonly 
like under-mineralised enamel [33,34]. Due to multifaceted 
symptoms of ASD, orthodontists may need to target therapeutic 
approaches to unique characteristics of ASD children. 

Barriers to Orthodontic Care Access
A child with ASD may have difficulties in consenting towards 
orthodontic treatment. Moreover, parents consider it to be a burden 
to treat these children because of expenditure for the treatment 
that depends on the health care system of that particular location. 
Even limited orthodontists who are trained to treat ASD patients 
are available; hence access of this population to orthodontic 
treatment is considered a complication [35]. There are lots of 
recent distance learning internet modes which may compensate 
the cognitive perception of orthodontists about ASD interventions 
using internet delivered programs [36]. Medications and special 
diets for these group of patients are serious orthodontic concerns 
like pureed foods, anti-seizure medications which interfere with 
orthodontic tooth movement, sweetened medications cause caries 
and moreover sedative drugs decrease the salivary flow [36]. The 
additional challenges include bonded expanders for retention, 
difficulties in keeping bonded retainers clean, less durability of essix 
retainers and oral motor sensory issues in wrap around and hawleys 
retainers. In finished orthodontic cases, pre and post phase 1 
treatment sometimes require expander only, brackets only, brackets 
with maxillary frenectomy and surgical exposure of impacted tooth. 
Challenges during wear of orthopedic and functional appliances, 
frenectomy and surgical approaches leads to compromised finished 
orthodontic results [36]. Certain decisions by the orthodontist are 
usually declined by parents.

Orthodontic Treatment Strategies
The main challenge to any orthodontic team may be the decreased 
ability of ASD patients to communicate and convey to others. 
Inadequate compensation, prolonged duration of treatment 
and extensive paper work are few concerns for the orthodontic 
professional. Pre-visits may include certain behavioural management 
ideas like pictures taken of orthodontic office, orthodontist, staffs with 
office tour and introduction. The next few visits are directed towards 
increasing the patient’s confidence and evaluating the maximum 
level of compliance. Basic behavioural guidance approaches have 
been recommended to start orthodontic therapy of ASD patients 
in the presence of parents [37]. Use of visual pedagogy, sensory 
adaptation and reinforcement can help these patients to undergo 
orthodontic examination. The use of reward statements will not 
often work for these patients since they have restricted receptive 
skills and lack joint attention. 

Variable identification that arouses aversive behaviour may help 
in establishing good conditions for ASD patients to cooperate at 
orthodontic office. This process is called as functional behavioural 
assessment [38,39]. Orthodontist can organize preparations like 
familiarization with orthodontic instruments, teaching of phrases like 
‘open your mouth’ and custom made books to help the patient to 
get acquainted with operatory room. Pictures definitely speak more 
than words [40,41]. Other adaptive techniques include descriptive 
photocards, parental assistance, papoose board, velcro restraints, 
bands than brackets, mouth props and cements [42]. Modifying 
treatment plan with placement of braces in small steps (series of 
appointments) and having realistic orthodontic goals rather than 
ideal finished results it best suited [42].

The significance of environmental factors like comfort level of these 
adolescents during medical events has been described by authors 
[43,44]. ASD patients may insist to wrap their eyes or squint under 
light exposures. Patients with ASD may feel hypersensitivity in intraoral 

production, deficit in intonation and vocal quality in children with 
autism are abnormal. The development and beginning of intentional 
communication are delayed and ASD children are more likely to use 
unconventional gestures. Children with ASD have problems with 
expression, range, frequency and production of affective responses 
[17,18].

Cognitive Development
As a child becomes older, delays become more evident that require 
language-based problem solving, social interaction and tasks that 
are less verbal. Attentional abnormalities are well documented with 
children having ASD. Infants with ASD attend less to people and 
more to objects. They have delayed controls and selective social 
attention is impaired [19].

Neurobehavioural Concerns for ASD
Various neurobehavioural models for ASD have been introduced 
ever since the neurologic origin has gained acceptance. The earliest 
ones have emerged in 1960s and 1970s. Current models reflect 
knowledge gained from years of research. Hence, these neurological 
models are temporary conceptual constructs that systematically 
organize previous findings into testable hypotheses [20].

Many studies provided very less neuropsychologic evidence men
tioning the status of sensory perception and memory abilities in ASD 
[20,21]. A major contribution to neurobehavioural conceptualization 
of ASD is the recognition of ‘theory of mind’. This truly is a main 
cognitive mechanism underlying the unusual and abnormal social 
behaviour in ASD [21]. The identification of cognitive ability and 
its impairment in ASD brought into reality the realm of cognitive 
psychology [22]. Hence, the impairment in the capacity for making 
conclusions about mental beliefs is functionally linked to deficits in 
the social use of eye contact. Some authors even have the belief 
that newly characterized neurologic function contributes to social 
functioning [23].

Autistic Behavioural and Clinical Characteristics 
Related to Orthodontic Visits
In-depth understanding of the behavioural patterns of a patient is 
one of the salient features of a child with ASD at an orthodontic 
office. Thorough review of dental and medical history, behavioural 
management problems, oral motor sensory issues like toleration to 
certain appliances in mouth, fine motor issues like unable to brush 
with orthodontic appliance and improper retainer placements, 
speech problems during orthodontic treatment, airway examination 
like enlargement of tonsils and adenoids, hypertonic or hypotonic 
muscle tone, sensory issues like external stimulants, chronological 
age and cognitive age, social and parental interaction needs 
to be done. Indications like spoken language, eye contact and 
gestures needs to be marked. Impaired sensory perception has 
been illustrated by several authors [24,25]. Malfunction during 
interpretation of stimuli results in aberrant responses like visual, 
tactile, auditory and gustatory signals. Procedures like tell-show-
do; positive reinforcement and voice control are very effective 
with children. These procedures do not necessarily address the 
behavioural pattern of ASD patients [26]. Restraining technique 
is the most important and effective method during orthodontic 
procedures [27,28]. Orthodontist during examination should have in 
mind that ASD patients show wide variation in intelligence, abilities 
and performance. Poor motor coordination like inability to cleanse 
the tongue naturally, inefficient to brush or floss around teeth and 
brackets is seen in these patients. Class II malocclusions with 
mostly increased percentage of missing teeth, anterior cross bites, 
diastemas and open bites are the common orthodontic concerns. 
The clinical manifestations of orthodontic interest in ASD are mostly 
anterior open bite and crowding in some studies [29,30]. Spacing, 
open bite, reverse overjet and Class II molar relationship tendencies 



Swati Saraswata Acharya et al., Patients with Autism Spectrum Disorders: Strategy for Orthodontic Care	 www.jcdr.net

Journal of Clinical and Diagnostic Research. 2018 Jul, Vol-12(7): ZE04-ZE0766

and perioral regions. They have frustration by the touch of light and 
move back during orthodontic examination. Attempt to fight back is 
generally expected from these patients due to aggravated sensory 
processing [45]. Hence, experimental introduction of soothing 
lights, avoiding noise disturbances while treating ASD patients in 
a separate room and rhythmic music may add to an increased 
comfort zone for treating these group of orthodontic patients.

Applied Behavioural Analysis (ABA) is a different branch of psy
chology through which the analysis of behavioural relationships and 
environment alter behavioural patterns to achieve desired goals. 
Pain management and nursing are two important features in this 
branch to sustain clinical examination and therapeutic extractions. 
A child can be taught to sit by himself on the dental chair in an 
orthodontic office by reinforcement. Apraise adds to a positive 
reinforcement. 

Advanced behaviour guidance measures are significant. The 
spectrum of methods which are used for pain and anxiety control 
during orthodontic treatment of ASD adolescents may be divided 
into conscious methods (oral, intramuscular, inhalation by nitrous 
oxide and oxygen, intravenous sedation) and unconscious methods 
comprises of intravenous/inhalation deep sedation and GA with 
endotracheal intubation [46].

Oral care needs to be explained by the orthodontic therapist (or 
by dental nurse/oral health care adviser/appropriately trained 
personnel). Brushing modalities like sonicare kids toothbrush (low 
mode for 4+ and high mode for 7+) are friendly because they provide 
gentlecleaning of teeth and gingiva appropriate for all ages. The kid 
timer helps to reach the recommended two minutes brushing time 
by progressively increasing the duration of treatment time over 90 
days. The two brush head sizes are specifically designed to gently 
clean the teeth at key developmental phases. Preventive measures 
should be recommended to the patients as well as their caregivers 
like use of sealants and fluorides, frequent water intake, sugar free 
medications and rinsing oral cavity after medicines [46]. Alternatives 
to cariogenic foods and beverages as incentives, encouragement of 
independence in their daily oral hygiene, performance of hands-on 
demonstration showing best ways to keep teeth clean and modified 
floss holder to make oral hygiene easier also can be recommended 
[46]. Stressing the importance of consistent approach to oral hygiene, 
daily use of antimicrobial agent like chlorhexidine, importance 
of conscientious oral hygiene and frequent oral prophylaxis are 
necessary for a good periodontium. Phenytoin can be recommended 
in ASD patients since their tooth eruption is delayed. Scheduling 
appointments for a longer duration in ASD patients and in the non-
busy hours with several shorter appointments may be necessary 
[42]. If mouth guard can be well tolerated, then prescribing them 
for the patients who have problems with self injurious bruxism is 
necessary. Coloured expanders, retainers and elastic modules 
make orthodontic treatment fun.

The Complexities of Legal Framework in ASD Patients
Child abuses in ASD patients are common, hence state laws 
require assistance by child protective services agency. These 
reasons contraindicate orthodontic treatment in severely affected 
ASD patients. Hence obtaining valid consent from patients (their 
parents/caregivers) can be challenging. In clinical practice, many 
orthodontists face problems with the parents and caregivers of 
ASD patients demanding unrealistic treatment outcomes. The 
patients struggle to comply with treatment and the lack of good 
communication makes it difficult to assess if patient consent is still 
valid. Therefore, obtaining valid treatment consents are necessary 
before starting orthodontic treatment in ASD patients. There are 
many cases where parents’ request for orthodontic treatment 
was overruled by the legal profession and sometimes their own 
children. 

The Disability, Discrimination and Equality act [47] prohibits discrim
ination against persons with ASD seeking access to orthodontic 
services. The equality act also outlines the major principles of 
direct and indirect discriminations along with harassment related 
to age. The Mental Capacity Act [48] is designed to protect and 
empower individuals who lack mental capacity to have their own 
decisions about care as well as treatment. Since ASD patients lack 
decision making, a trusted person is appointed to make decision on 
their behalf. Capacities of an ASD patient can fluctuate with time, 
hence wherever appropriate individuals can make their decisions. 
Consulting with others is a very important aspect in decision 
making. Any close relatives, friends or someone engaged in caring 
for ASD patients, any attorney appointed under lasting power of 
attorney and any deputy appointed by Court of Protection can 
make decisions for that person. The restrictions placed upon an 
individual who lacks capacity to agree to the arrangements of care 
may amount to deprivation of liberty which can be judged from case 
to case. Certain advance written statements that sets down patient’s 
preferences, beliefs, wishes and values regarding future orthodontic 
care are legally binding. The decisions which refuse life threatening 
procedures should be hand written, signed and witnessed. Patients 
who make an advance decision may convey to their family, friends 
and caregivers. The Commission of Dental Accreditation (CODA) 
[49] adopted fresh standards for education programs to ensure 
opportunities to prepare dental and orthodontic professionals when 
treating these group of patients. 

CONCLUSION
An orthodontist needs to assess various medical conditions and 
their impact on orthodontic treatment procedures. Making a 
diagnosis of ASD is sometimes challenging. Treatment should 
be postponed appropriately until the medical problem is in 
remission and the drawbacks of the drug therapy are reduced. 
Comprehensive treatment may not always benefit such patients 
with ASD. Orthodontic treatment plans and procedures should be 
modified according to requirement. 

REFERENCES
	 Becker A, Shapira J, Chaushu S. Orthodontic treatment for the special needs [1]

child. Prog Orthod. 2009;10:34-47.
	 Kanner L. Autistic disturbances of affective contact. Nervous Child.1943;2:217-[2]

50.
	 Klein U, Nowak AJ. Autistic disorder: a review for the pediatric dentist. Pediatr [3]

Dent. 1998;20:312-17.
	 Chawarska K, Volkmar F. Autism in infancy and early childhood. Annu Rev [4]

Psychol. 2005;56:315-36.
	 Cohen DJ, Volkmar FR, Paul R. Issues inthe classification of pervasive [5]

developmental disorders: history and current status of nosology. J Am Acad 
Child Psychiatry. 1986;25:158-61.

	 Klin A, Volkmar F, Chawarska K. Autism in infancy and early childhood. Annu Rev [6]
Psychol. 2005;56:315-36.

	 Stone WL, Hoffman EL, Lewis SE, Ousley OY. Early recognition of autism: Parental [7]
reports vs clinical observation. Arch Pediatr Adolesc Med.1994;148:174-79.

	 De Giacomo A, Fombonne E. Parental recognition of developmental abnormalities [8]
in autism. Eur Child Adolesc Psychiatry. 1998;7:131-36.

	 Osterling JA, Dawson G. Early recognition of children with autism: a study of first [9]
birthday home videotapes. J Autism Dev Disord.1994;24:247-57.

	 Maestro S, Casella C, Milone A, Muratori F, Palacio Espasa F. Study of the onset [10]
of autism through home movies. Psychopathology. 1990;32:292-300.

	 Osterling JA, Dawson G, Munson JA. Early recognition of 1-year-old infants [11]
with autism spectrum disorder versus mental retardation. Dev Psychopathol. 
2002;14:239-51.

	 Werner E, Dawson G, Osterling J, Dinno N. Brief report: recognition of autism [12]
spectrum disorder before one year of age: a retrospective study based on home 
video- tapes. J Autism Dev Disord. 2000;30:157-62.

	 Dahlgren SO, Gillberg C. Symptoms in the first two years of life. A preliminary [13]
population study of infantile autism. Eur Arch Psychiatry Neurol Sci. 1989;238:169-
74.

	 Siegel B, Vukicevic J, Elliott GR, Kraemer HC. The use of signal detection theory [14]
to assess DSM-III-R criteria for autistic disorder. J Am Acad Child Adolesc 
Psychiatry. 1989;28:542-48.

	 Mundy P, Sigman M, Kasari C. A longitudinal study of joint attention and language [15]
development in autistic children. J Autism Dev Disord.1990;20:115-28.

	 Leekam SR, Lopez B, Moore C. Attention and joint attention in preschool children [16]
with autism. DevPsychol2000;36:261-273.



www.jcdr.net	 Swati Saraswata Acharya et al., Patients with Autism Spectrum Disorders: Strategy for Orthodontic Care

Journal of Clinical and Diagnostic Research. 2018 Jul, Vol-12(7): ZE04-ZE07 77

	 Carpenter M, Pennington BF, Rogers SJ. Interrelations among social-cognitive [17]
skills in young children with autism. J Autism Dev Disord. 2002;32:91-106.

	 Trevarthen C, Aitken KJ. Infant intersub- jectivity: research, theory, and clinical [18]
appli-cations. J. Child Psychol Psychiatry. 2001;42:03-48.

	 Hobson RP, Lee A. Imitation and identification in autism. J Child Psychol [19]
Psychiatry. 1999;40:649-59.

	 Loveland KA, Tunali-Kotoski B, Pearson DA, Brelsford KA, Ortegon J, Chen [20]
R.  Imitation and expression of facial affect in autism.  Development and 
Psychopathology. 1994;6(3):433-44.

	 Wetherby AM, Yonclas DG, Bryan AA. Communicative profiles of preschool [21]
children with handicaps: implications for early identification. J Speech Hear 
Disord. 1989;54:148-58.

	 Ricks DM, Wing L. Language, communication, and the use of symbols in normal [22]
and autistic children. J Autism Child Schizophr. 1975;5:191-221.

	 Yirmiya N, Kasari C, Sigman M, Mundy P. Facial expressions of affect in [23]
autistic, mentally retarded and normal children. J. Child Psychol Psychiatry. 
1989;30:725-35.

	 Morgan SB, Cutrer PS, Coplin JW, Rodrigue JR. Do autistic children differ from [24]
retarded and normal children in Piagetian sensorimotor functioning? J Child 
Psychol Psychiatry.1989;30:857-64.

	 Snow ME, Hertzig ME, Shapiro T. Expression of emotion in young autistic [25]
children. J Am Acad Child Adolesc Psychiatry. 1987;26:836-38.

	 Griffith EM, Pennington BF, Wehner EA, Rogers SJ. Executive functions in young [26]
children with autism. Child Dev. 1999;70:817-32.

	 Chawarska K, Klin A, Volkmar F. Automatic attention cuing through eye movement [27]
in 2-year-old children with autism. Child Dev. 2003;74(4):1108-23.

	 Wetherby AM, Yonclas DG, Bryan AA. Communicative profiles of preschool [28]
children with handicaps: implications for early identification. J Speech Hear 
Disord. 1989;54:148-58.

	 Eikeseth S, Smith T, Jahr E, Eldevik S. Intensive behavioural treatment at school [29]
for 4- to 7-year-old children with autism- A 1-year comparison controlled study. 
Behav Modif. 2002;26:49-68.

	 Lovass OI, Smith T. Intensive behavioural treatment for young autistic children. In [30]
Advances in Clinical Child Psychology. 1988;11:285-324.

	 Harris SL, Handleman JS. Age and IQ at intake as predictors of placement for [31]
young children with autism: a four- to six-year follow-up. J Autism Dev Disord. 
2000;30:137-42.

	 Howlin P. Outcome in adult life for more able individuals with autism or Asperger [32]
syndrome. Autism. 2000;4:63-83.

	 Koegel RL, Kern Koegel L, Carter CM. Pivotal teaching interactions for children [33]
with autism. Sch Psychol Rev.1999;28:576-94.

	 Creasy J, Rumsey JM, Schwartz M. Brain morphometry in autistic men as [34]
measured by volumetric computed tomography. Arch Neurol. 1986;43:669-72.

	 Grillon C, Courchesne E, Akshoomoff N. Brain- stem and middle latency auditory [35]
evoked potentials in autism and developmental language disorders. J Autism 
Dev Disord. 1989;19:255-69.

	 Luppanapornlarp S, Leelataweewud P, Putongkam P, Ketanont S. Periodontal [36]
status and orthodontic treatment need of autistic children. World J Orthod. 
2010;11:256-61.

	 Minshew NJ, Goldstein G. Is autism an amnesic disorder? Evidence from the [37]
California verbal learning test. Neuropsychology. 1993;7:209-16.

	 Minshew NJ, Goldstein G, Muenz LR. Neuropsychological functioning in [38]
non- mentally retarded autistic individuals. J Clin Exp Neuropsychol. 1992;14:  
740-61.

	 Bauman ML, Kemper TL. Histo anatomic observations of the brain in early [39]
infantile autism. J Neurol. 1985;35:866-74.

	[40] Novick B, Kurtzberg D, Vaughan HG Jr. An electrophysiologic indication of 
defective information storage in childhood autism. Psychiatry Res. 1979;1: 
101-08.

	 Barbaresi WJ, Katusic SK, Voigt RG. Autism: a review of the state of the [41]
science for pediatric primary health care clinicians. Arch Pediatr Adolesc Med. 
2006;160:1167-75.

	 Altun C, Guven G, Akgun OM, Akkurt MD, Basak F, Akbulut E. Oral health status [42]
of disabled individuals attending special schools. Eur J Dent. 2010;4:361-66.

	 Bassoukou IH, Nicolau J, dos Santos MT. Saliva flow rate, buf-fer capacity, and [43]
pH of autistic individuals. Clin Oral Investig. 2009;13:23-27.

	 Iwata BA, Dozier CL. Clinical application of functional analysis methodology. [44]
Behav Anal Prac. 2008;1:03-09.

	 Lovaas OI. Behavioural treatment and normal educational and intellectual [45]
functioning in young autistic children. J Consult Clin Psychol. 1987;55:03-09.

	 Schwenk DM, Stoeckel DC, Rieken SE. Survey of special patient care programs [46]
at U.S. and Canadian dental schools. J Dent Educ. 2007;71:1153-59.

	 Disability, Discrimination and Equality Act. Printed in the UK by The Stationery [47]
Office Limited under the authority and superintendence of Carol Tullo, Controller 
of Her Majesty’s Stationery Office and Queen’s Printer of Acts of Parliament. 
2010.

	 Mental Capacity Act. Printed in the UK by The Stationery Office Limited under [48]
the authority and superintendence of Carol Tullo, Controller of Her Majesty’s 
Stationery Office and Queen’s Printer of Acts of Parliament. 2005. 

	 Commission of Dental Accreditation Commission on Dental Accreditation 211 [49]
East Chicago Avenue Chicago, Illinois 60611 January 1. 2013. 

PARTICULARS OF CONTRIBUTORS:
1.	 Associate Professor, Department of Orthodontics, Institute of Dental Sciences, Bhubaneswar, Odisha, India.
2 .	 Associate Professor, Department of Oral Surgery, Institute of Dental Sciences, Bhubaneswar, Odisha, India.
3.	 Professor, Department of Orthodontics, Institute of Dental Sciences, Bhubaneswar, Odisha, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. Swati Saraswata Acharya, 
Acharya All Smiles, Rajendranagar, Madhupatna, Cuttack, Odisha, India. 
E-mail: swati.acharya.tmdc@gmail.com 

Financial OR OTHER COMPETING INTERESTS: None.

Date of Submission: Sep 23, 2017
Date of Peer Review: Dec 30, 2017
Date of Acceptance: Mar 26, 2018

Date of Publishing: Jul 01, 2018


