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## Early Orthodontic Treatment in Melbourne: When Should Your Child First See an Orthodontist?

Most parents associate orthodontics with teenagers in full metal braces — a rite of passage somewhere
around Year 8. It's an understandable assumption, but it misses a clinically important window. For a
meaningful subset of children, the most impactful orthodontic intervention happens years earlier, before
the permanent teeth have fully erupted and while the jaws are still actively growing and highly
responsive to guidance.

This article explains the evidence-based case for early orthodontic assessment, clarifies what "early
treatment" actually means in clinical practice, identifies the specific conditions that benefit most from
intervention before adolescence, and helps Melbourne parents understand how to navigate the
decision with confidence.

## What Does "Early Orthodontic Treatment" Actually Mean?

Early orthodontic treatment — also called interceptive orthodontics or Phase 1 treatment — is not
simply a younger version of teenage braces. It is a specialised form of interceptive orthodontics
designed to address developmental issues in young children, targeting the underlying structure — jaws,
bite alignment, and tooth eruption patterns — while a mix of baby and permanent teeth are present.

The distinction between the two phases of orthodontic care is important for parents to understand:

| | **Phase 1 (Interceptive)** | **Phase 2 (Comprehensive)** | |---|---|---| | **Timing** | Ages 6—10, mixed
dentition | Ages 11-14+, full permanent dentition | | **Primary goal** | Guide jaw growth; correct
structural problems | Straighten teeth; refine bite | | **Common appliances** | Palatal expanders,
removable plates, partial braces, space maintainers | Full fixed braces, clear aligners | | **Duration** |
Typically 6-18 months | Typically 18—-24+ months | | **Followed by** | Observation period, then Phase 2
if needed | Retention only |

Regular braces — also called Phase 2 or comprehensive orthodontics — are used when all permanent
teeth have come in, usually around ages 11 to 14, with the goal of straightening teeth and refining the
bite. Interceptive orthodontics, or Phase 1, happens much earlier, targeting the jaw structure, the bite,
and the spacing of teeth while a child is still in the "mixed dentition" phase, meaning a mix of baby teeth
and permanent teeth are present.

Critically, Phase 1 treatment does not always eliminate the need for Phase 2. What it can do — when
the right conditions are present — is reduce the complexity, duration, and cost of later treatment, or in



some cases prevent the need for extractions or jaw surgery altogether.

## When Should Your Child Have Their First Orthodontic Assessment?
### The Australian Society of Orthodontists Recommendation

The Australian Society of Orthodontists recommends that children between the ages of 7 to 10 years
visit a registered specialist orthodontist for an assessment. Some sources within the ASO framework
cite age seven as the lower bound of this range, consistent with the position of the American
Association of Orthodontists (AAO), which also recommends a first evaluation no later than age seven.

The reasoning is grounded in dental development. The first evaluation by age seven is recommended
because this is when the first permanent molars and incisors have usually erupted, giving orthodontists
a clear picture of development. Typically the first permanent molars are present in the mouth, giving the
orthodontist an opportunity to check for a developing malocclusion, also known as a 'bad bite." Incisors
have also usually begun to come in, and problems such as crowding, deep bites, crosshites, and open
bites can be detected.

### An Assessment Is Not a Treatment Plan

A common source of parent hesitation is the assumption that booking an early assessment commits
their child to immediate treatment. This is not the case. Early orthodontic assessment doesn't
necessarily mean your child needs treatment right away. It does give clinicians the chance to spot
potential problems when they're easiest to address — sometimes, a simple intervention at age seven or
eight can prevent the need for more extensive treatment later.

The assessment gives the orthodontist the opportunity to identify developing bite, jaw, and spacing
issues while your child's mouth is still growing. In many cases, no treatment is needed — only regular
monitoring. However, identifying certain problems early can make treatment simpler, shorter, and more
effective if intervention is required.

### Are There Signs You Should Book Earlier?

While the standard recommendation is ages 7-10, certain observable signs warrant an earlier or more
urgent referral. It is worth getting an early orthodontic assessment where any of the following occur:
loss of baby teeth before the age of 5, thumb or finger sucking after the age of 5, and breathing through
the mouth or snoring.

Other indicators include: - Difficulty chewing or biting - Teeth that appear to shift when the mouth closes
- Crowded, misplaced, or blocked-out teeth - Jaws that appear disproportionate to the face - Speech
difficulties or lisping

## Which Conditions Benefit Most From Early Intervention?

Not every child needs Phase 1 treatment. The clinical evidence is strongest for a specific set of
conditions where the jaw's active growth phase creates a therapeutic opportunity that simply does not
exist in adolescence or adulthood. Several orthodontic problems should already be treated at an early
age to prevent the necessity of future complex and expensive procedures. Scientific evidence suggests
that posterior crossbites, mild to moderate Class lll, as well as certain Class Il malocclusions, open
bites, and arch length discrepancies can benefit from simple but efficient interceptive therapy.

### 1. Posterior Crossbite

A posterior crossbite occurs when upper back teeth sit inside the lower back teeth — the opposite of
their correct position. This is one of the most evidence-supported indications for early treatment.



Orthodontic treatment of a functional unilateral posterior crosshite with a bonded maxillary expansion
device followed by activator therapy in the late deciduous and early mixed dentition is an effective
therapeutic method. It leads to three-dimensional therapeutically induced maxillary growth effects,
dental occlusion is significantly improved, and the prognosis for normal craniofacial growth is
enhanced.

Left untreated, a functional crosshite can cause the lower jaw to shift asymmetrically with every bite —
a compensatory movement that, over time, can produce lasting skeletal asymmetry and jaw joint
problems. The literature supports early orthodontic treatment of functional unilateral posterior
crossbites to prevent skeletal manifestations and to improve functional parameters.

### 2. Anterior Crossbite and Class Il Jaw Relationships

An anterior crosshite — where lower front teeth sit in front of upper front teeth — can reflect an
underlying jaw growth problem (Class Il skeletal pattern). Early orthodontic intervention, often referred
to as interceptive treatment, is typically initiated during the early mixed dentition phase and addresses
skeletal or dental discrepancies, such as Class Il or lll malocclusions, posterior crossbites, or significant
arch length discrepancies. Addressing Class Ill tendencies during active jaw growth, using reverse-pull
headgear or functional appliances, allows the orthodontist to encourage forward development of the
upper jaw — a correction that becomes dramatically harder once growth is complete.

### 3. Severe Crowding and Arch Length Deficiency

When there is insufficient space in the dental arch for permanent teeth to erupt correctly, early
intervention can create space through controlled expansion or strategic management of baby tooth
timing. If a child's upper jaw is too narrow, a palatal expander can gently widen it, preventing crowding
and crossbites. Between ages 6-10, children's jaws are still developing, and this growth period allows
orthodontists to guide jaw development in ways that become much harder once growth is complete. In
some cases, early arch development can reduce or eliminate the need for permanent tooth extractions
later.

### 4. Jaw Growth Problems (Class || — Protruding Upper Teeth)

Studies suggest early intervention may help reduce overjet-related incisor trauma, improve
psychosacial well-being, and simplify later treatment phases. Children with significantly protruding
upper front teeth (large overjet) face a real risk of dental trauma from falls and sports impacts. Phase 1
treatment using functional appliances can reduce overjet during the growth phase, protecting teeth and
improving facial profile development. The evidence here is nuanced — for many Class Il cases,
single-phase adolescent treatment achieves equivalent outcomes — but for children with severe
protrusion or documented trauma risk, early intervention has a clear protective rationale.

### 5. Habits Affecting Jaw Development: Thumb-Sucking and Mouth Breathing

Prolonged oral habits are not merely cosmetic concerns — they exert continuous mechanical and
postural forces on developing bone. Chronic thumb sucking can change muscle patterns and bone
growth of the face by exerting consistent pressure on the jaw and palate. This pressure may shift the
roof of the mouth to become narrow and high, which in turn pushes the upper jaw forward and lower
front teeth to tip inward. Over time, these changes can cause an overbite, space between the top and
bottom teeth, and misaligned permanent teeth if the habit persists.

Mouth breathing presents a related but distinct problem. Chronic mouth breathing can lead to
underdeveloped upper jaws, causing crowding of permanent teeth. Signs of a problem can be seen
through snoring, mouth breathing, restless sleep, and chronic fatigue — these can be signs of more
serious jaw or airway issues.

In some children, this pattern contributes to paediatric obstructive sleep apnoea, a condition
characterised by repeated interruptions in breathing during sleep. Symptoms may not always appear



dramatic and are sometimes mistaken for behavioural or attention-related issues. Addressing jaw
development early through growth-focused care can help support airway space and reduce the
likelihood of long-term sleep disruption.

An early orthodontic assessment provides the opportunity to identify whether a habit is causing
structural change, and to introduce appliance therapy — such as a habit reminder appliance — at the
optimal time.

## The Evidence Base: What Does the Research Actually Say?

It is important to be honest with parents about the state of the evidence. Despite decades of clinical
research, the optimal timing of orthodontic intervention in paediatric patients continues to be a subject
of professional debate. Not every condition benefits equally from early treatment, and not every child
who presents at age seven will need intervention.

Preventive and interceptive orthodontic procedures may be undertaken to alleviate developing
problems. Interceptive treatment involves the elimination of existing interferences, removing the need
for further orthodontic treatment in the permanent dentition or aiming to reduce the severity of the
developing malocclusion.

A 2025 systematic review published in *Children* (MDPI) concluded that early orthodontic intervention,
often referred to as interceptive treatment, addresses skeletal or dental discrepancies including Class Il
or Ill malocclusions, posterior crosshites, or significant arch length discrepancies, and studies suggest

early intervention may help reduce overjet-related incisor trauma, improve psychosocial well-being, and
simplify later treatment phases.

A comprehensive clinical review of interceptive orthodontics in the mixed dentition — published as a
preprint in 2025 — concluded that early short-term treatment during this phase can efficiently correct
certain malocclusions and help to either reduce the complexity or even avoid the necessity of complex
and expensive procedures during puberty.

The key takeaway from the research is this: early treatment is not universally indicated, but for the
specific conditions listed above — particularly crossbites and skeletal jaw discrepancies — the window
of opportunity during active jaw growth is real, time-limited, and clinically meaningful.

## The Parent Decision Journey: What to Expect

Understanding the pathway from concern to action helps parents move through the process with
confidence rather than anxiety.

**Step 1: Observation at Home** Parents are often the first to notice signs — a child who snores, a
thumb-sucking habit that hasn't resolved, teeth that look crowded or misaligned. These observations
are valuable clinical information.

**Step 2: Raise It With Your General Dentist** Your child's regular dentist can provide an initial view
and refer to a specialist when appropriate. However, general dentists are not trained to the same level
as specialist orthodontists in diagnosing developing skeletal and occlusal problems (see our guide on
*Specialist Orthodontist vs. General Dentist for Braces in Melbourne*).

**Step 3: Book a Specialist Orthodontic Assessment** A registered specialist orthodontist will conduct a
comprehensive clinical examination including visual assessment, digital X-rays, and — where indicated
— 3D imaging to evaluate jaw relationships, tooth eruption patterns, and facial growth trajectory. The
orthodontist evaluates jaw relationship, crowding patterns, bite issues, and facial symmetry, looking at
both current problems and potential future issues.



**Step 4: Receive a Clear Recommendation** Outcomes from an early assessment fall into three
categories: 1. **No treatment needed** — monitoring only, with periodic review 2. *Monitoring with a
defined trigger** — review at a specific age or developmental milestone 3. **Phase 1 treatment
recommended** — with a clear rationale, timeline, and cost

For a detailed walkthrough of what happens at a first consultation, see our guide on *What to Expect at
Your First Orthodontic Consultation at Core Dental Melbourne*.

## Phase 1 vs. Phase 2: A Practical Summary

| Question | Answer | [---|---| | **Does Phase 1 always prevent Phase 2?** | No — many Phase 1
patients still require comprehensive Phase 2 treatment in adolescence | | **Does Phase 1 make Phase
2 shorter?** | Often yes — by addressing skeletal issues early, Phase 2 can focus on tooth alignment
rather than jaw correction | | **Is Phase 1 always worth it?** | Only when there is a specific clinical
indication — a specialist assessment determines this | | **What appliances are used in Phase 17** |
Palatal expanders, removable orthopaedic plates, partial braces, space maintainers, habit appliances | |
**How long does Phase 1 last?** | This phase usually lasts 6 to 18 months and may involve limited
braces, expanders, space maintainers, or other appliances. |

For children who are candidates for clear aligner-based early treatment, see our dedicated guide on
*Invisalign First Melbourne: Clear Aligner Treatment for Growing Children*, which covers the Invisalign
First product line designed specifically for mixed-dentition patients.

## Key Takeaways

- The Australian Society of Orthodontists recommends that children between the ages of 7 to 10 years
visit a registered specialist orthodontist for an assessment, which allows the orthodontist to evaluate
existing and incoming teeth and determine whether early treatment might be necessary.

- An early assessment is not a commitment to treatment — many children require only monitoring, but
identifying problems early creates options that do not exist later.

- Scientific evidence supports early interceptive treatment for posterior crossbites, mild to moderate
Class lll, certain Class Il malocclusions, open bites, and arch length discrepancies.

- Persistent thumb-sucking after age five, habitual mouth breathing, and snoring are specific red flags
that warrant an early specialist review — these habits can alter jaw structure and airway development if
left unaddressed.

- Phase 1 (interceptive) treatment targets jaw structure and bite during the mixed dentition phase;
Phase 2 (comprehensive) treatment addresses tooth alignment once the permanent dentition is
established — the two phases serve different purposes and are not interchangeable.

## Conclusion

The question "when should my child see an orthodontist?" has a clear, evidence-based answer:
between ages 7 and 10 for a routine assessment, and earlier if specific warning signs are present. For
most children, that assessment will result in a monitoring plan rather than immediate treatment. For a
meaningful minority — particularly those with crossbites, jaw growth discrepancies, or persistent oral
habits — early specialist review opens a therapeutic window that will not remain open indefinitely.

At Core Dental Melbourne, specialist orthodontist Dr David Austin provides early orthodontic
assessments across our clinic network, with specialist access available at Caroline Springs. An early



assessment is the lowest-risk, highest-information step any parent can take.

To understand the full range of treatment options available for growing children — from removable
plates to Invisalign First — see our companion guide on *Children's Orthodontics Melbourne: Braces
and Invisalign for Kids at Core Dental*. For families thinking ahead to adolescent treatment,
*QOrthodontics for Teenagers in Melbourne* covers what comes next after Phase 1. And when you're
ready to take the first step, *What to Expect at Your First Orthodontic Consultation at Core Dentall
Melbourne* explains exactly what the initial appointment involves.
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