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Abstract

Objective: Bruxism isa common condition that is described as a diurnal or nocturnal
repetitive jaw-muscle movement involving teeth clenching and grinding. This
present study aimed to determine the levels of alexithymia, anxiety and loneliness
in bruxism patients and to investigate whether associations exist among them.
Materials and Methods: A total of 81 participants (51 women and 30 men)
were evaluated. Data were collected through face-to-face interviews with the
participants using the Toronto Alexithymia scale-20, The University of California
Los Angeles Loneliness scale (UCLA-LS) and State-Trait anxiety inventory (STAI-I
and I1).

Results: The study revealed that none of the participants was alexithymic. On the
other hand, the highest mean score for the UCLA-LS (54.6+6.1) was found in the
51 years and above age group. The mean STAI-I was highest in the 18-28 years
age group (41.1+9.4) and among females (44+7.2), university graduates (40.3+9.2)
and singles (41+9.4). The mean STAI-Il score was found to be highest in the 40-50
years age group (48.7+14.8) and among females (44+7.2), high school graduates
(43.4+11.1) and singles (42.6+8.5). The distribution of the mean trait anxiety scores
was found to be statistically significant with regard to gender (p<0.05).
Conclusion: The results showed that individuals with bruxism who were evaluated
within the scope of this study were not alexithymic; however, they had high levels
of loneliness. The alexithymia, loneliness and state and trait anxiety scores had
significant positive associations with each other.

0z

Amagc: Bruksizm, dislerin sikilmasi ve gicirdatilmasini iceren giin icerisinde veya
gece, tekrarlayan cene-kas hareketi olarak tanimlanan yaygin bir durumdur.
Bu calismanin amaci, bruksizm hastalarinda aleksitimi, anksiyete ve yalnizlik
diizeylerini belirlemek ve aralarindaki iliskilerin varhgini arastirmaktir.

Gereg ve Yontemler: Toplamda 81 katilimei (51 kadin ve 30 erkek) degerlendirilmistir.
Veriler, katilimcilarla Toronto Aleksitimi 6lcegi-20, Kaliforniya Los Angeles
Universitesi Yalnizlik 6lgedi (UCLA-LS) ve Durumluk Siirekli Kaygi Envanteri (STAI-I
ve I1) kullanilarak yiiz yiize gorisme teknigi ile elde edilmistir.

Bulgular: Calisma, katilimcilarin hicbirinin aleksitimik olmadigini ortaya koymustur.
Ote yandan, UCLA-LS (54,6+6,1) icin en yiiksek ortalama puan 51 yas ve iistii grupta
belirlenmistir. Ortalama STAI-I 18-28 yas grubunda (41,1+9,4), kadinlarda (44+7,2),
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tniversite mezunlarinda (40,3+9,2) ve bekarlarda (41+9,4) en yiiksektir. Ortalama STAI-II skoru 40-50 yas grubunda (48,7+14,8),
kadinlarda (44+7,2), lise mezunlarinda (43,4+11,1) ve bekarlarda (42,6+8,5) en yiiksek olarak belirlenmistir. Ortalama siirekli kaygi
puanlarinin dagilimi cinsiyet agisindan istatistiksel olarak anlamli bulunmustur (p<0,05).

Sonug: Sonuglar, bu calisma kapsaminda degerlendirilen bruksizmi olan bireylerin aleksitimik olmadigini gdstermistir; ancak, yliksek
diizeyde yalnizlik vardir. Aleksitimi, yalnizlik, durum ve siirekli kaygi puanlari birbirleriyle anlamli pozitif iliskilere sahiptir.

Introduction

Bruxism

Bruxism is a common condition which is described
as a diurnal or nocturnal repetitive jaw-muscle
movement involving teeth clenching and grinding.
Since the sleep-wake state of the condition is part of
this definition, “sleep/wake” definition is preferred
instead of “nocturnal/diurnal” (1). The data obtained
from adult populations in Paesani’s (2) recent
systematic review of epidemiologic aspect of bruxism
revealed a prevalence of 18.6% for bruxism, 15.9%
for sleep bruxism, and 23.8% for awake bruxism.
Bruxism is named as primary when no predisposing
medical situation has been found to be present, and
secondary when it has occurred as a consequence
of a medical or psychiatric problem (3). Bruxism may
involve grinding with or without static teeth clenching.
It is associated with noise in approximately one-third
of sleep bruxists (4). Awake bruxism is generally in the
form of silent static clenching; grinding at the awake
state is usually only as a consequence of administered
medications or neurological diseases (5).

Centrally-acting pathophysiological mechanisms
have been suggested to contribute to the onset of
sleep bruxism (5,6), and numerous psychological
factors such as stress and anxiety appear to aggravate
sleep bruxism, causing an intricate pattern consisting
of merged states (7). The psychosocial theory has
argued that stress and personality type might
have crucial roles in bruxism; it hypothesizes that
stresses caused by daily life increase the severity
and frequency of tooth squeezing and grinding (8).
However, no specific personality trait was found to be
present in patients with bruxism, and the researchers
have found different results. Several studies based on
personal reports and questionnaires have shown that
patients with bruxism were more anxious, aggressive,
and hyperactive (9,10).

Among the parafunctional activities of the
stomatognathic system, bruxism is considered the
most detrimental activity, eventually leading to

tooth wear, periodontal disorders, and articular and/
or muscular injuries (11). In the clinical examination
of the oral cavity, signs of bruxism including tooth
wear, tongue and cheek indentations, hypertrophy
of masticatory muscles, jaw muscle tenderness or
pain on digital palpation and morning headache
complaints can be observed (6,12,13). It was reported
that bruxism, particularly the type occurring during
sleep has a significant effect on the etiology of
temporomandibular disorders (TMD), adding up to
various psychological factors effective on its onset
and/or maintenance (14,15).

Sifneos (16) defined the term alexithymia to
express a deficiency regarding differentiation of the
emotional and somatic states. During the next decade,
it was theoretically refined and evolved to a paradigm
regarding identification of the effects of feelings
and identity on somatic disorders (17). Loneliness
is an unpleasant emotional state experienced
as a consequence of discrepancies among the
social affiliations of the individual and the social
relationships that the individual desires to maintain
(18). Along with the rapidly growing population and
developing technology, alexithymia and loneliness
tend to increase in parallel with the widespread use
of computers and the internet (19).

Previous studies have neither investigated the
presence of alexithymia state in individuals with
bruxism nor assessed the associations of alexithymia,
anxiety, and loneliness state in individuals with
bruxism. The present study aimed to investigate the
status of the individuals with bruxism regarding the
presence of alexithymia, anxiety, and loneliness, and
to investigate the associations among them.

Materials and Methods

Ethics

The research protocol gained approval from
the Ethics Committee of Aydin Adnan Menderes
University, Faculty of Dentistry (protocol no:
98318678-020). The study was conducted at Aydin
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Adnan Menderes University, Faculty of Dentistry
between June 2018 and November 2018. The
participants of the study were unpaid volunteers.
All participants provided written consent to the
approved protocol as they were free to decline their
participation. The personal data of the participants
were kept confidential.

Participants

In this period, eighty-one participants (51
women and 30 men) who had been referred to the
department of prosthodontics were evaluated.
The diagnosis of bruxism was made in two steps:
the first step was obtaining the patient report and
clinical interview results, and the second step was
a clinical and intraoral examination. The primary
exclusion criteria for participants were the presence
of accident-related TMD, preoperative treatments,
and chronic pain disorders other than those caused
by TMD. The following demographic characteristics
of the participants were recorded and taken into
consideration: age, gender, educational level, marital
status.

The Patient Record and Clinical Interview

The appropriate questions were presented in Table
1 (20,21). Regarding the patient records and clinical
interviews, questions were replied as “yes” or “no”
by the participants. If the response was “yes”, for a
more detailed description of the habit, the patient
was queried as “how many times per week”.

If the questions were replied as “yes” and teeth
grinding habit was determined as at least three times
a week, the results were suggested to be supportive
for the diagnosis of bruxism. In addition, on intraoral
examination, the individuals who were found to have

at least one of the findings shown in Table 1 were
considered to have bruxism.

Questionnaires

Data were collected from individuals who
were considered to have bruxism by the face-to-
face interviewing method asking the following
guestionnaires: The Toronto Alexithymia scale (TAS-
20), the University of California Los Angeles Loneliness
scale (UCLA-LS), the State-Trait Anxiety inventory
(STAI) forms together with the data sheet including
patients’ age, gender, educational level, and marital
status.

Toronto Alexithymia Scale

Since the most commonly used and validated
self-report measurement of alexithymia is currently
the TAS-20 (22), the participants were requested to
reply to the TAS-20 questionnaire in order to evaluate
alexithymia. The TAS-20 questionnaire consisted of 20
questions, including 7 questions regarding difficulty in
interpreting feelings, 5 questions regarding difficulty
in describing feelings, and 8 questions for externally
oriented thinking. The replies were scored between 1
and 5 according to the 5-point Likert scale. The Turkish
version of the TAS was validated by Sayar et al. (23)
in 2001. According to Sayar et al’s (23) suggestions,
people are considered to be alexithymic if the overall
score is above 61. People with a score below or equal
to 61 are considered non-alexithymic. High scores
suggest high levels of alexithymia.

The University of California Los
Loneliness Scale

UCLA-LS was established by Russell (24) in order to
evaluate the loneliness level in general. It is a 4-point

Angeles

Table 1. Questions to elicit the presence of bruxism in patient history, together with suggestive clinical indicators

Are you aware of grinding your teeth during sleep?

Questions to use during history-taking | Has anyone told you that you grind your teeth during sleep?

On waking, do you experience pain or stiffness in the jaw muscles?

On waking, do you have your jaws clenched or thrust forward?

Masseteric hypertrophy

Muscle tenderness on palpation

Factors on clinical examination

Wear facets on occlusal surfaces either within the normal envelope of movement of at
eccentric jaw positions: termed: “bruxofacets”

suggestive of bruxism

Shiny spots on restorations

Restoration or tooth fracture

Tongue scalloping and ridging on the cheek mucosa (“linea alba”)
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Likert type scale comprising of 20 items (10 positives
and 10 negatives). Participants were asked to reply
to 20 items, and their replies were scored between
1 “never” and 4 “often” according to the scale. Scale
scores range between 20 and 80, and a lower score
was indicative of a lower loneliness level (24). The
Turkish version of the UCLA-LS was validated by Demir
(25) in 1989.

State-Trait Anxiety Inventory

STAI was established by Spielberger et al. (26) for
interpretation of the severity of anxiety symptoms and
discovering the presence of a generalized tendency to
be anxious through self-reporting. The Turkish version
of the STAI was validated by Oner and Le Compte (27)
in 1983.

Two subscales take place within this scoring
system. The State Anxiety (S-Anxiety) scale assesses
the present anxiety state, querying how participants
feel “at this moment,” using items for evaluating
subjective emotions. The Trait Anxiety (T-Anxiety) scale
assesses the relatively substantial aspects of “anxiety
proneness,” involving the calmness, confidence,
and security states. The STAI involves a total of 40
items, with 20 items allocated to each subgroup (28).
The replies regarding the S-Anxiety scale assess the
intensity of currently present feelings: 1) not at all,
2) somewhat, 3) moderately so, and 4) very much so.
The replies regarding the T-Anxiety scale interpret the
frequency of feelings “on the whole”: 1) almost never,
2) sometimes, 3) often, and 4) almost always. The
subtest total scores are calculated by the addition of
the item scores. STAI scores vary in a range between
20 to 80 for each subtest, a lower score indicating a
lower anxiety level. The cut-off point of 39-40 was
suggested in the study conducted by Knight et al.
(29) to identify the clinically important symptoms
regarding the S-Anxiety scale. Nevertheless, a higher
cut-off value of 54-55 was recommended for older
adults in other studies (30). The revised manual for
the STAI involves the normative values for adults,
college students, and psychiatric samples (31).

Limitations of Our Study

The limitation of our study was the selection of
the sample group by the non-probabilistic sampling
method. Therefore, study results could only be
generalized to the selected sample group.

Statistical Analysis

All analyses were carried out using SPSS software.
The descriptive statistics and frequency values were

obtained to characterize the study sample. ANOVA
and the t-test were used for comparison of the severity
regarding the qualitative nominal variables among
the groups. Pearson’s correlation test was performed
to assess the relationships among variables. The
significance level was controlled at the level of 0.05.

Results

The total sample consisted of 81 participants
(63% female) in the study. The mean age was 25.7
years in the total sample. Most of the participants
had graduated from a university (91.4%), were single
(84%) and female (63%) (Table 2).

The distributions of the demographic features of
the participants according to their TAS-20, UCLA-LS,
and STAI scores were shown in Table 3. According to
the results of our study, the participants’ score was
below 61. In this study, none of the participants was
classified as alexithymic. Meanwhile, regarding the
UCLA-LS scale, in which the mean score of 49 and
above suggests “high loneliness,” such a score was
determined in all demographic characteristics. The
highest score was obtained from the group aged
51 years and older (54.6+6.1). The only statistically
significant difference was found to be present
between the genders regarding the mean trait anxiety
score (p<0.05).

The results of the correlation analysis revealed that
there was a significant positive correlation between

Table 2. Demographic characteristics of the participants

Age

18-28 67 82.7
29-39 5 6.2
40-50 4 4.9
51+ 5 6.2
Gender

Female 51 63.0
Male 30 37.0

Educational level

High school 7 8.6
University (Academy, faculty) 74 91.4
Marital status

Married 13 16.0
Single 68 84.0
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alexithymia and state anxiety, and trait anxiety scales
in patients with bruxism (p<0.01). Similarly, there was
a significant positive correlation between the state
anxiety and trait anxiety scores (p<0.01) (Table 4).

Discussion

The dental profession is currently interested with
the etiology of bruxism, which has been hotly debated
foryears. The inventory of probable sources of bruxism
involves psychological, physical, mechanical, genetic,
and even microbiological factors; emotional stress,

anxiety, sleep disturbances, dental malocclusion,
eccentric tooth contacts, genetic factors, medications,
alcohol consumption, breathing disorders, allergies,
mental disorders, and even pinworms have been
suggested as probable factors leading to bruxism (2).

It has been well-identified that bruxismis related to
individuals’ emotional states. In this study, our aim was
to determine the alexithymia, loneliness, S-Anxiety,
and T-Anxiety scores in individuals with bruxism and
to determine potential correlations among them.
When the medical literature was reviewed, no report

Table 3. Distributions of the demographic features of the participants according to their TAS-20, UCLA-LS, and STAI
scores (n=81)

STAI-TX | STAI-TX I
Age Mean SD Mean SD Mean SD Mean SD
18-28 54.8 9.6 49.5 5.2 41.1 9.4 42.3 8.0
29-39 53.2 6.9 51.0 4.6 33.2 1.7 43.6 6.5
40-50 54.7 8.6 51.7 33 39.7 8.6 48.7 14.8
51+ 53.4 8.8 54.6 6.1 35.0 11.2 38.2 5.6
Gender
Female 54.2 8.5 50.4 4.9 39.3 9.0 44.0 7.2
Male 55.2 10.3 49.3 5.7 41.5 10.0 39.7 9.2

t=2.353 p<0.05

Educational level
High school 55.7 12.1 49.1 3.0 38.7 11.3 43.4 11.1
University (academy/faculty) | 54.5 9.0 50.1 5.4 40.3 9.2 42.3 8.0
Marital status
Married 52.6 6.7 52.1 4.9 35.6 8.0 41.5 6.6
Single 54.9 9.6 49.6 5.2 41.0 9.4 42.6 8.5
SD: Standard deviation, TAS-20: The Toronto Alexithymia scale, UCLA-LS: The University of California Los Angeles Loneliness scale, STAI-TX: State-Trait
Anxiety inventory

Table 4. Correlation analysis results for mean scores

UCLA-LS STAI-TX | STAI-TX I

TAS-20 r - 0.376** 0.362** 0.298**

p = 0.001 0.001 0.007
UCLA-LS r 0.376** = 0.027 0.177

p 0.001 = 0.814 0.114
STAI-TX | r 0.362** 0.027 = 0.463**

p 0.001 0.814 = 0.000
STAI-TX 11 r 0.298** 0.177 0.463** =

p 0.007 0.114 0.000 =
TAS-20: The Toronto Alexithymia scale, UCLA-LS: The University of California Los Angeles Loneliness scale, STAI-TX: State-Trait Anxiety inventory, **The
level of significance was set at p<0.01
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related to the associations among the alexithymia,
loneliness, S-Anxiety, and T-Anxiety levels in
individuals with bruxism was found to be present.
The results of our study indicated that there was
a statistically significant relationship between the
alexithymia, loneliness, S-Anxiety, and T-Anxiety levels
of the participants.

There are several ways to assess bruxism
activity such as using questionnaires, clinical
examination, intra-oral appliance, masticatory muscle
electromyographic recording, and polysomnography
(PSG). Using questionnaires has been the most
widely used method (32). Przystanska et al. (33) used
guestionnaires in a recently published study to assess
psychosocial predictors of bruxism. Detection of
tooth wear and performing clinical examination have
also been commonly utilized in both research and
clinical settings (32,33). Currently, the most definitive
and precise method for assessing bruxism activity is
considered PSG performed in a sleep laboratory (34-
37). But due to the high cost and limited availability,
the PSG technique is suitable only for small samples
(38). We preferred using questionnaires in our study
because data related to bruxism have been usually
gathered from interviews or questionnaires in
epidemiological studies in the literature.

It was stated in a recently published review
that awake clenching might be related to various
psychosocial  factors and  psychopathological
symptoms; however, reports from sleep laboratory
studies related to the etiology and characteristics
of bruxism did not support the association of
psychosocial disorders and bruxism diagnosed with
PSG (39). The study conducted by Fernandes et al.
(40) reported that patients suffering from a painful
TMD had an elevated risk for moderate to severe
depression; they added that this risk was even more
elevated when the painful TMD was accompanied
with sleep bruxism. The main limitation of this study
was the fact that PSG-the gold standard-method was
not used.

The study conducted by Przystanska et al. (33)
reported that most of the bruxers are not alexithymic
patients, but all of them revealed a high or average
level of stress. In our study, none of the participants
were classified as alexithymic, but high loneliness
score was detected in all of them. These results
may be related to the different distributions of the

demographic characteristics of the participants.

It was reported that patients with TMD have little
appreciation of their inner states and affections (41).
Additionally, patients who have chronic pain due
to disorders different than TMD generally present
with higher levels of alexithymia when compared
to controls (42,43). It was reported that alexithymia
and acute pain have a positive relationship (44,45);
however, this finding was not supported by many
other studies (42-46).

Within the limitations of this study, it was shown
that there was a statistically significant positive
relationship among the loneliness, state anxiety, and
trait anxiety scores in participants with bruxism. High
loneliness levels were observed in all demographic
characteristics, especially in participants aged over
51 years. Gender was a statistically significant factor
affecting the scale of trait anxiety. The highest rate
of state anxiety levels was observed in university
graduate and single men, aged between 18 and 28
years. According to the results of our study, it should
be noted that there are significant effects of age,
gender, educational level, and marital status.

Conclusion

As a conclusion, further studies are needed
to determine the potential correlations among
psychological conditions in bruxism patients.
Moreover, it is suggested that clinicians should
consider psychological conditions such as alexithymia,
loneliness, state anxiety, and trait anxiety in individuals
who are diagnosed with bruxism.
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