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ABSTRACT: The aim of the study is to identify the dental somato-facial anomalies in young patients with early 
loss of temporary teeth, with the identification of crowding and other present clinical entities. The study was carried 
out on a working batch of 635 subjects who referred to the Pediatric Dentistry Clinic in Iasi and the private dental 
practice for various dental treatments, without any obvious dysfunctional subjective symptomatology. Out of 
635 subjects,254were female (40%) and 381 male patients (60%), distributed in the rural area (n=157; 24.7%) and 
urban area (n=478; 75.3%). By applying the selection criteria, the aim was to avoid issues of differential diagnosis 
with other disorders of the orofacial system. The mean age of the girls in the group was 8.26±1.840 years and the 
mean age of the boys was 8.77±1.856 years; the mean age of the rural children was 8.88±1.962 years, with an 
average of 8.46±1.823 years for the urban children. Dental malocclusions represent complex clinical entity, capable 
of producing functional, aesthetic and psychological disharmonies. Malocclusions can be caused by a combination of 
factors, in which the early loss of temporary teeth, the frequency of vicious habits, without excluding genetic 
determinism, are particularly important. The disorders that occur in the case of malocclusion may be aesthetic, 
masticatory, speech impairments, temporomandibular joint dysfunctions and social integration disorders. 
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Introduction 
The health status regarding the  

dento-maxillary apparatus implies the  
morpho-functional integrity and the harmonious, 
proportional development of all its components, 
so that the ratios between the teeth, the arches 
and the jaws are within the limits of 
phylogenetic variables, and their functioning is 
coordinated and automated by an integral 
regulation system, which stimulates the 
consolidation of the structures [1,2]. 

Being aware of the normal status, one can 
detect a dento-maxillary anomaly, manifested by 
morphologic changes (dental, alveolar or 
maxillary disharmony) and by neuro-muscular, 
occlusal and bio-psycho-social functional 
disorders [3,4]. 

The steady-state of evolving dental occlusion 
is dependent on the time, sequence and mesial 
component of eruption of each dental type, the 
optimal ratio of tooth size to available space and 
facial growth pattern, and the balanced activity 
of functional matrices [5,6]. 

The occlusion characterized by at least one 
altered ratio will be defined as "malocclusion", 
listing the altered ratios in the three directional 
orders (sagittal, transversal and vertical) in 
which it was examined [7,8]. 

Signs of an evolution of the dental occlusion 
towards imbalance can be noticed at birth, 
during the temporary dentition and the 
development of mixed dentition [9,10]. 

It is important to note that genetic factors 
play a significant role in determining anomalies 
related to tooth number, agenesis, dental crown 
shape, cusp count, root shape, tooth size, 
taurodontism, and certain craniofacial features 
such as prognathism, mandibular and maxillary 
retrognathism, and dento-alveolar disharmony.  

However, when it comes to the shape of the 
dental arch, proalveoly, tipping, or rotations, the 
influence of genetics is less defined. 

One of the key complications of early loss of 
temporary teeth is the movement of neighboring 
teeth into the edentulous space, which can 
reduce the area available for the eruption of 
permanent teeth. 
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Additionally, the migration of remaining 
teeth leads to a shortening of the dental arch, 
which may cause delayed or accelerated 
eruption of permanent teeth. 

Other issues include the shifting of the inter-
incisal line toward the edentulous side, over-
eruption of antagonist teeth into the empty 
space, the development of abnormal habits such 
as tongue thrusting that may worsen future 
dental issues, as well as disturbances in chewing 
and speech. 

These factors can also lead to aesthetic and 
emotional concerns [11,12]. 

Premature loss of temporary teeth can have 
important implications in the etiology of 
malocclusion, their absence triggering a series of 
cascade events with important effect on occlusal 
relations. 

Premature loss of deciduous teeth can lead to 
premature eruption of permanent teeth, the first 
molar having a particular clinical importance, by 
their role in decisively influencing the final 
occlusion [13,14]. 

Early loss of temporary teeth occurs in 
4.3-42.6% of patients, most frequently in 
temporary molars (11-60.36%). 

Early loss of frontal teeth is relatively 
inconsequential. In first molars space reduction 
occurs in the first 4-6 months after extraction, 
with 1.5mm in the mandible and 1mm in the 
maxilla. 

The loss of lateral teeth, canines and 
especially second molars, has significant 
consequences in terms of frequency and 
severity: deficits in the development of the 
arches and maxillary bones, disruption of the 
sequence and timing of permanent teeth 
eruption, the development of vicious habits, 
disturbance of the dento-maxillary functions and 
the psycho-somatic and psychological 
development [15,16]. 

The consequences of early loss of the first 
permanent molar are: displacement of the 
adjacent teeth in the sagittal plane (more marked 
in the maxilla, for teeth distal to the gap, 
translational type for early extractions and of 
inclination type for late extractions) and vertical 
(extrusion/egression), with the appearance of 
disorders in static and dynamic occlusion 
[17,18]. 

The predisposing factors involved in the 
development of dental maxillary anomalies are 
pathophysiologic, psychological, or structural 
processes capable of sufficiently altering the 
orofacial system in order to trigger a 

dysfunctional myogenic or arthrogenic entity of 
the orofacial system [19-21]. 

The aim of the study was to identify dental 
somato-facial anomalies in patients with early 
loss of temporary teeth and to identify the 
correlative association between them and other 
present clinical entities. 

Materials and Method 
The study was conducted on a sample of 

children who presented to the Pediatric Dentistry 
Clinic in Iași and a private dental office, 
between 15.01.2024 and 28.02.2025, for various 
treatments, without evident functional 
complaints. 

The research protocol was approved by the 
Ethics Committee of the "Grigore T. Popa" 
University of Medicine and Pharmacy (approval 
no. 17/10.01.2024). 

Informed consent was obtained from each 
child’s parent or legal guardian prior to 
participation. 

Inclusion criteria: 
-Age between 6 and 12 years; 
-Presence of primary or mixed dentition; 
-Absence of acute oro-facial dysfunction 

symptoms; 
-Informed consent obtained from 

parents/guardians; 
-Availability for clinical examination and 

completion of socio-demographic data. 
Exclusion criteria: 
-Congenital craniofacial malformations; 
-Associated genetic syndromes; 
-Previous orthodontic treatment; 
-History of maxillofacial trauma; 
-Neurological disorders or severe 

developmental delay. 
Assessed parameters: 
-Demographic data: sex, age, living 

environment (rural/urban); 
-Socio-economic background: parental 

education level, family type (two-parent/single-
parent); 

-Clinical examination: arch integrity, 
occlusal plane, dental migrations, Angle 
classification of anomalies, crowding/spacing, 
lateral deviation, premature loss of primary 
teeth; 

-Oro-dento-facial dysfunctions (ODF): 
mastication, speech, breathing, tongue posture. 

Each child underwent standardized clinical 
examination by qualified personnel. 

Malocclusion classification followed the 
Angle system, and premature loss of primary 
teeth was recorded per arch. 
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Statistical analysis was performed using 
SPSS v29.0. 

Qualitative variables (gender, environment, 
family type, parental education, Angle classes, 
ODF) were presented as frequencies and 
percentages; quantitative data (age) as 
mean±standard deviation. 

The following statistical tests were used: 
-Chi-square test for associations between 

qualitative variables; 
-Mann-Whitney U test for comparing 

quantitative data between groups; 
-Kolmogorov-Smirnov test for normality 

assessment. 
A p-value ≤0.05 was considered statistically 

significant, and p≤0.01 was considered highly 
significant. 

Results 
Out of 635 subjects included in our study, 

254 were female patients (40%) and 381 male 
patients (60%), 157 patients from rural area 
(24.7%) and 478 patients from urban area 
(75.3%), with age between 6-12 years. 

The detailed demographic features of the 
studied sample are specified in Table 1. 

By applying the selection criteria, we aimed 
to avoid problems of differential diagnosis with 
other disorders of the orofacial system. 

Table 1. The group’s general 
demographic features. 

 Total n (%) 
Gender male 381 (60.0) 
 female 254 (40.0) 
Environment rural 157 (24.7) 
 urban 478 (75.3) 
Age 6-8 years 219 (34.5) 
 9-10 years 222 (35.0) 
 11-12 years 194 (30.6) 
Age: m±SD 8.57±1.865 
Total  635 (100.0) 

 

Statistically significant differences between 
genders in what concerns their distribution on 
environments have been registered: most of the 
boys are coming from urban areas (89.2%), 
while the girls are almost proportionally 
distributed among the two environments-45.7% 
of them come from rural areas and 54.3% of 
them from urban areas. 

The boys included in our study group were 
slightly older than the girls (the difference being 
anyway statistically significant), with a higher 
percentage of boys aged between 9-10 years 
(38.3%) compared to the corresponding 

percentage of girls (29.9%), as well as a higher 
proportion of boys with age between 
11-12 years (32.3%) compared to girls (28.0%) 
Table 2. 

The chronological age limits are between  
6-12 years old. 

It must be noted that the age stages were not 
randomly chosen, on the contrary we focused on 
these age stages given their systemic integrative 
relevance: 

-psycho-ontogenetic (6 years old representing 
the beginning of the third period of childhood, 
implicitly the continuation of the child's 
community socialization as well as the psycho-
mental, emotional and intellectual 
particularization of this age stage) 

-10-12 years characterized by psycho-
emotional and behavioral particularization, 
implicitly the structuring in part of the child's 
personality with specific elements of the 
prepubertal period. 

Table 2. Demographic features of the sample: 
comparative study on genders. 

 Male 
n (%) 

Female 
n (%) p-value 

Enviro
nment rural 41 (10.8) 116 (45.7) < 0.001†** 

 urban 340 (89.2) 138 (54.3)  

Age 6-8 years 112 (29.4) 107 (42.1) 0.003†** 

 9-10 years 146 (38.3) 76 (29.9)  

 11-12 years 123 (32.3) 71 (28.0)  

Age: m±SD 8.77±1.865 8.26±1.840 0.001‡** 

Total 381 (100.0) 254 (100.0)  
† Pearson Chi-squared test; ‡ Mann-Whitney test; 

p≤0.05* statistically significant; 
p≤0.01** statistically highly significant 

 

It is also to be noted that the patients’ age 
presents statistically significant differences 
between the urban and rural areas as well 
(Table 3) the children from rural areas being 
significantly older than those from urban 
locations. 

Table 3. Patients’ age: comparative 
study on environments. 

 Rural 
n (%) 

Urban 
n (%) p-value 

Age 6-8 years 39 (24.8) 180 (37.7) 0.013†* 

 9-10 years 62 (39.5) 160 (33.5)  

 11-12 years 56 (35.7) 138 (28.9)  

Age: m±SD 8.88±1.962 8.46±1.823 0.033‡* 

Total 157 (100.0) 478 (100.0)  
† Pearson Chi-squared test; ‡ Mann-Whitney test; 

p≤0.05* statistically significant; 
p≤0.01** statistically highly significant 
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We recorded in our sample the presence of 
oro-dental-facial (ODF) dysfunction, globally 
and comparatively on genders, environments 
and ages (Table 4). 

Out of the total number of subjects, the ODF 
dysfunctions were recorded in 473 cases 
(74.5%). 

Among the patients without ODF 
dysfunctions, 63.0% are boys, compared to 
59.0% boys among the patients with ODF 
impairment-difference which is not statistically 
significant. 

Also, among the patients without ODF 
dysfunctions 85.2% live in urban areas, 
comparatively with 71.9% of the patients with 
ODF dysfunction, being thus statistically highly 
significant. 

The average ages of the children with and 
without ODF dysfunctions are quite close and 
without statistically significant differences 
between them. 

Among the children without ODF 
dysfunctions 59.3% have ages between 
6-8 years, 20.4% have ages between 
9-10 years and 11-12 years respectively, while 
among the children with ODF dysfunctions only 
50.2% have ages between 6-8 years, 29.0% have 
ages between 9-10 years and 20.9% have ages 
between 11-12 years. 

Therefore, even if we did not identify 
statistically significant differences, we can 
conclude that the ODF dysfunctions were met 
more frequently in case of children with young 
ages, between 6-8 or 9-10 years. 
 

Table 4. ODF dysfunctions: comparative 
study on main demographic features. 

 Absent 
n (%) 

Present 
n (%) p-value 

Gender Male 102 (63.0) 279 (59.0) 0.372† 
 Female 60 (37.0) 194 (41.0)  

Environment Rural 24 (14.8) 133 (28.1) <0.001†** 
 Urban 138 (85.2) 340 (71.9)  

Age: m±SD 8.50±1.849 8.59±1.872 0.555‡ 

6-8 ys group 
6 years 21 (13.0) 78 (16.5) 0.082† 
7 years 36 (22.2) 84 (17.8)  
8 years 39 (24.1) 75 (15.9)  

9-10 ys group 
9 years 21 (13.0) 87 (18.4)  

10 years 12 (7.4) 50 (10.6)  

11-12 ys 
group 

11 years 18 (11.1) 64 (13.5)  
12 years 15 (9.3) 35 (7.4)  

Total 162 (100.0) 473 (100.0)  
† Pearson Chi-squared test; ‡ Mann-Whitney test; p≤0.05* 

statistically significant; p≤0.01** statistically highly significant 
 

It is also relevant to refine the study of ODF 
dysfunction incidence on environments as well 
as genders (Table 5). 

As expected, we did not find statistically 
significant differences between the distribution 
on genders of children with and without ODF 
nor in the case of children from rural 
environment, nor in the case of children from 
urban environment, analyzed separately. 
 

Table 5. ODF dysfunctions: comparative 
study on environments and genders. 

 Absent 
n (%) 

Present 
n (%) p-value† 

RURAL environment (n=157) 
Gender Male 6 (25.0) 35 (26.3) 0.892 

 Female 18 (75.0) 98 (73.7)  
 Total 24 (100.0) 133 (100.0)  

URBAN environment (n=478) 
Gender Male 92 (66.7) 248 (72.9) 0.170 

 Female 46 (33.3) 92 (27.1)  
 Total 138 (100.0) 340 (100.0)  

† Pearson Chi-squared test 
 

When recording a few elements concerning 
the children’s socio-economic and cultural 
background, we could notice a heterogeneous 
aspect with a predominance of two-parent 
families (78.4%-Figure 1), an average of 
parents’ educational level (Figure 2), an average 
and sub-medium socio-economic level and an 
intra-familial communication of the child mainly 
with the mother or grandparents. 

Figure 1. Sample’s distribution on types of family. 
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Figure 2. Sample’s distribution 
on parents’ study levels. 

Regarding the anomaly types met in the 
study group, most cases belong to the Angle 
Class II (58.4%); the Angle Class III was only 
identified in isolated cases (4.7%), the rest of 
cases belonging to the Angle Class I (36.8%)-
Figure 3. 

Figure 3. Sample’s distribution on anomaly 
types(according to the Angle classification). 

The average age of children with Angle Class 
I anomalies is 8.56±1.959 ys old; it grows 
slightly in case of Angle Class I anomalies with 
crowding (9.19±1.954 ys old), as well as in case 
of Angle Class I anomalies with spacing 
(8.74±1.598 ys old). 

The children recording Class II/1 anomalies 
are the youngest (with an average age of 
7.98±1.854 ys old), while the age grows slightly 
again for children with Angle Class II/2 
anomalies (8.76±1.793 ys old) and Angle Class 
II anomalies (8.23±1.569 ys old).  

We studied the distribution of reported 
anomalies comparatively by demographic 
features, the results being presented in tables 
VI-XI. 

We did not find statistically significant 
differences between genders, even if we can 
notice that the Angle Class II/1 anomalies are 
somewhat more frequent among boys (27.6%) 
compared to girls (21.3%); in the case of girls 
the Angle Class I anomalies (16.5%) and the 
Angle Class I anomalies with crowding(14.2%) 
are slightly more frequent (Table 6). 
 

Table 6. Types of anomalies (Angle classification): 
comparative study on genders. 

 Male 
n (%) 

Female 
n (%) p-value† 

Class I 51 (13.4) 42 (16.5) 0.569 
Class I with crowding 48 (12.6) 36 (14.2)  
Class I with spacing 33 (8.7) 24 (9.4)  
Class II/1 105 (27.6) 54 (21.3)  
Class II/2 126 (33.1) 86 (33.9)  
Class III 18 (4.7) 12 (4.7)  
Total 381 (100.0) 254 (100.0)  

† Pearson Chi-squared test 
 

The comparative study on environments also 
did not reveal statistically significant 
differences. 

The facts to be noticed are that among the 
patients from rural environment, as the Class I 
anomalies with crowding are slightly more 
frequent (17.2%), as well as Class II/2 
anomalies (35.0%); among the patients from 
urban environment the Class I anomalies are 
also somewhat more frequent (15.1%), as well 
as Class II/1 anomalies (25.7%) and Class III 
anomalies (5.6%) Table 7. 
 

Table 7. Types of anomalies (Angle classification): 
comparative study on environments. 

 Rural 
n (%) 

Urban 
n (%) p-value† 

Class I 21 (13.4) 72 (15.1) 0.233 
Class I with crowding 27 (17.2) 57 (11.9)  
Class I with spacing 15 (9.6) 42 (8.8)  
Class II/1 36 (22.9) 123 (25.7)  
Class II/2 55 (35.0) 157 (32.8)  
Class III 3 (1.9) 27 (5.6)  
Total 157 (100.0) 478 (100.0)  

† Pearson Chi-squared test 
 

The comparative study on environments and 
genders also did not reveal statistically 
significant differences between the children’s 
distribution on types of anomalies (Table 8). 

We can notice, though, that in the case of 
children from rural areas, among girls a higher 
percentage of Class I anomalies with spacing is 
recorded (11.2%), compared to the similar 
percentage reported among boys (4.9%); 
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moreover, among girls there are no cases with 
Class III anomalies. In the case of children from 
urban areas, among girls a higher percentage of 
Class III anomalies is recorded (10.1%) 
compared to the similar percentage reported 

among boys (3.8%); another difference is 
noticed for the Class II/1 anomalies, which are 
more frequent among boys (27.1%) than among 
girls (22.5%). 

 

Table 8. Types of anomalies(Angle classification): comparative study on environments and genders. 

 
Rural (n=157) Urban (n=478) 

Male (n=41) Female (n=116) Male (n=340) Female (n=138) 
p=0.078† p=0.080† 

Class I 5 (12.2) 1 (13.8) 51 (15.0) 21 (15.2) 
Class I with crowding 7 (17.1) 20 (17.2) 38 (11.2) 19 (13.8) 
Class I with spacing 2 (4.9) 13 (11.2) 33 (9.7) 9 (6.5) 
Class II/1 10 (24.4) 26 (22.4) 92 (27.1) 31 (22.5) 
Class II/2 14 (34.1) 41 (35.3) 115 (33.8) 42 (30.4) 
Class III 3 (7.3) - 13 (3.8) 14 (10.1) 

† Pearson Chi-squared test 
 

Nevertheless, the comparative study on 
family types reveals statistically significant 
differences. 

In case of children from mono-parental 
families, Class I anomalies are more frequent 
(20.4%), while in the case of children from 
bi-parental families, Class II/1 (26.3%) and 
Class II/2 (35.7%) anomalies are more prevalent 
Table 9. 

 

Table 9. Types of anomalies (Angle classification): 
comparative study on family types. 

 
Mono-

parental 
n (%) 

Bi-parental 
n (%) p-value† 

Class I 28 (20.4) 65 (13.1) 0.012* 
Class I with crowding 21 (15.3) 63 (12.7)  
Class I with spacing 15 (10.9) 42 (8.4)  
Class II/1 28 (20.4) 131 (26.3)  
Class II/2 34 (24.8) 178 (35.7)  
Class III 11 (8.0) 19 (3.8)  
Total 137 (100.0) 498 (100.0)  
† Pearson Chi-squared test; p ≤ 0.05* statistically significant 

Parents' educational attainment was also 
investigated through our research, the 
comparative study of their educational level 
revealing statistically significant differences. 

Thus, the most prominent Class I anomalies 
are met among the children from parents with 
university studies (21.7%); similarly, the most 
frequent Class I anomalies with crowding are 
met among the children from parents with 
primary studies (20.0%); the Class I anomalies 
with spacing are met in close percentages 
regardless of the parents’ educational level; the 
most frequent Class II/1 anomalies are seen 
among the children from parents with secondary 
studies (32.2%); the most frequent Class II/2 
anomalies are also recorded among the children 
from parents with secondary studies (39.1%), as 
well as among children from parents with high 
school (40.0%), and the most frequent Class III 
anomalies are met again among the children 
from parents with higher educational level-
university studies (12.3%) Table 10. 

 
Table 10. Types of anomalies(Angle classification): comparative analysis on parents’ study levels. 

 Primary 
n (%) 

Secondary 
n (%) 

High school 
n (%) 

University 
n (%) p-value† 

Class I 26 (17.9) 16 (9.2) 28 (13.3) 23 (21.7) <0.001** 
Class I with crowding 29 (20.0) 19 (10.9) 22 (10.5) 14 (13.2)  
Class I with spacing 17 (11.7) 10 (5.7) 17 (8.1) 13 (12.3)  
Class II/1 31 (21.4) 56 (32.2) 50 (23.8) 22 (20.8)  
Class II/2 39 (26.9) 68 (39.1) 84 (40.0) 21 (19.8)  
Class III 3 (2.1) 5 (2.9) 9 (4.3) 13 (12.3)  
Total 145 (100.0) 174 (100.0) 210 (100.0) 106 (100.0)  

† Pearson Chi-squared test; p ≤ 0.01* statistically highly significant 
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In the case of children without ODF 
dysfunctions the most frequent anomalies are 
Class I (22.2%) and Class II/2 (37.0%), while in 
the case of children with ODF dysfunctions the 
most frequent anomalies are Class II/1 (30.4%) 
and Class II/2 (32.1%)-difference which is again 
statistically highly significant (Table 11). 

Table 11. Types of anomalies 
(Angle classification): comparative study on ODF 

dysfunction’s presence. 

 ODF dysfunction  
 Absent 

n (%) 
Present 
n (%) 

p-value† 

Class I 36 (22.2) 57 (12.1) <0.001** 
Class I with crowding 9 (5.6) 75 (15.9)  
Class I with spacing 27 (16.7) 30 (6.3)  
Class II/1 15 (9.3) 144 (30.4)  
Class II/2 60 (37.0) 152 (32.1)  
Class III 15 (9.3) 15 (3.2)  
Total 162 (100.0) 473 (100.0)  

† Pearson Chi-squared test;  
p ≤ 0.01* statistically highly significant 

Discussions 
Dental malocclusions are complex clinical 

entities that may result in functional, aesthetic, 
and psychological disturbances. 

They generally represent deviations from 
normal growth and development and are 
influenced by a variety of prenatal and postnatal 
factors. 

While genetic predisposition significantly 
affects prenatal development, postnatal 
anomalies are heavily influenced by 
environmental and socio-economic conditions. 

The primary objective of this study was to 
assess the prevalence of malocclusions in 
children with early loss of primary teeth and to 
analyze correlations with socio-demographic 
factors. 

Our results revealed a high prevalence 
(74.5%) of oro-dento-facial (ODF) dysfunctions, 
with Class II/2 and Class II/1 anomalies being 
the most frequent. 

Our findings are consistent with those 
reported by De Ridder et al. (2022), who 
observed a malocclusion prevalence of 71% in 
children and adolescents, highlighting a similar 
widespread nature of these anomalies [22]. 

Göranson et al. (2023) found that 
malocclusions were associated with a significant 
reduction in adolescents’ quality of life, 
supporting our results that identified both 
psychological and social implications among 
children with ODF dysfunctions [23]. 

Wang et al. (2021) emphasized the role of 
bad oral habits in the development of 
malocclusions and caries, aligning with our data 
linking crowding and spacing issues with the 
presence of ODF dysfunctions [24]. 

Our study also found no statistically 
significant gender differences in malocclusion 
distribution, with a  male-to-female ratio of 1.43. 

This contrasts slightly with Komazaki et al. 
(2012), who reported that girls were more prone 
to anterior crossbite and crowding [25]. 

Thilander et al. (2001) similarly noted a 
higher prevalence of crowding among girls but 
found no major sex differences in malocclusion 
types overall [26]. 

In contrast, Thomaz and Valença (2005) 
observed a higher prevalence of malocclusions 
in females, particularly in relation to 
socio-economic determinants [27]. 

Tomita et al. (2000) reported strong 
associations between oral habits and 
socio-economic status, suggesting that lower 
parental education may contribute to poor oral 
behaviors [28]. 

Silva Filho et al. (2003) also confirmed the 
influence of early-life habits and environment on 
posterior crossbite development [29]. 

Importantly, our findings emphasize that 
malocclusions-especially Angle Class II 
anomalies-were significantly more frequent in 
children from urban areas and in those with less 
favorable familial and educational backgrounds. 

This supports the notion that social 
environment, parental awareness, and access to 
dental care play key roles in oral health 
outcomes. 

Furthermore, parental education level 
showed significant correlations with 
malocclusion types, indicating that higher 
awareness and health literacy may positively 
influence preventive behavior and treatment-
seeking patterns. 

Our study underlines the importance of 
maintaining primary teeth until their 
physiological exfoliation. 

Early tooth loss often leads to space loss, 
dental arch shortening, delayed eruption, and 
altered inter-incisal line, as noted also by Bhujel 
et al. (2016), who identified tooth migration and 
subsequent malocclusion as major consequences 
of early extractions [30]. 

Similarly, Cenzato et al. (2024) observed 
molar tilting, space reduction, and arch length 
changes following early primary molar loss, 
which corroborates our clinical findings on the 
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dental implications of such premature events 
[31]. 

In conclusion, our results support previous 
literature while highlighting specific socio-
demographic correlations in a Romanian 
pediatric population. 

More extensive longitudinal studies are 
necessary to further explore the multifactorial 
etiology of malocclusions and to implement 
targeted educational and preventive programs. 

Conclusions 
In conclusion, the data from the presented 

cross-sectional epidemiological study are of real 
value in elucidating the correlations between 
some of the factors contributing to the onset and 
progression of dental maxillary anomalies. 

There are many significant interrelations 
between some secondary risk factors and cranio-
mandibular dysfunction, with the credibility 
reaching values of more than 50.00%.  

Early temporary tooth loss in the 635 study 
subjects had, as consequences, the instalment of 
a high prevalence of Angle class II/2anomalies, 
followed by Angle class I with crowding, a 
small proportion being addressed to patients 
with Angle class III. 

The different findings regarding educational 
factors in relation to malocclusion in the studied 
population arise from an inconsistent assessment 
of socioeconomic status based solely on 
education levels. 

In general, tutors with elevated 
socioeconomic status are more knowledgeable 
and have an improved access to resources, 
addressing their child’s addiction to harmful oral 
habits. 

Adopting good oral hygiene practices could 
be therefore vital in preventing conditions that 
could lead to tooth loss and, subsequently, 
malocclusion. 

Additional studies with a larger sample size 
and a distribution that includes multiple co-
variables should be conducted, in order to 
analyze the possible impact of various risk 
factors upon malocclusion. 
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