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Abstract

Background: Previous studies have revealed a close relationship between a variety of psychopathologies and psychosocial
factors, and bruxism. However, psychosocial factors and psychiatric difficulties in children and adolescents with bruxism have
not been extensively studied. In the current study, we sought to examine the sociodemographic characteristics, psychosocial
factors, and comorbid psychopathologies of children and adolescents with sleep bruxism.

Materials and Methods: The study included 67 children and adolescents between the ages of 4-17 who were diagnosed with
sleep bruxism and followed up at two different Child and Adolescent Psychiatry outpatient clinics between 2018 and 2024.
Data on behavioral and emotional characteristics and comorbid psychiatric disorders of these patients, and treatment ap-
proaches to bruxism were retrospectively investigated.

Results: Our results indicated that 41.8 of the sample had at least one comorbid psychiatric disorder, and 10.4% had sub-
threshold psychiatric symptoms. The most common comorbid psychiatric disorders were anxiety disorders, attention deficit
hyperactivity disorder, nocturnal enuresis, and conduct disorders. In 41.8% of cases, bruxism was linked to psychosocial
factors. Comorbid psychiatric disorders were significantly more prevalent in the school and adolescent age groups than in
preschoolers. Similarly, the connection between bruxism and psychosocial factors became more evident with age. The fre-
quency of a positive family history of bruxism was 44.8%. As treatment options for bruxism, the behavioral approach and
pharmacotherapy were preferred in 88.1% of cases, and only the behavioral approach was applied to 11.9%. The most com-
mon drugs used in pharmacotherapy were hydroxyzine, tricyclic antidepressants, antipsychotics, atypical antidepressants,
and melatonin. In terms of response to treatment, 83.6% of the sample responded (completely or partially), while 16.4% did
not respond or were resistant to treatment.

Conclusions: This study yielded that psychiatric comorbidity is quite common in the pediatric population with sleep bruxism.
The outcomes suggest that bruxism is not only a dental problem but is also associated with a variety of psychopathologies
and psychosocial factors. Therefore, health professionals who may encounter bruxism should be aware of the relationship
between bruxism and psychopathologies and psychosocial factors. It is recommended that children with bruxism be investi-
gated carefully in a multidisciplinary and holistic approach from a bio-psycho-social perspective and screened for psychoso-
cial and psychiatric difficulties.
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Amag: Onceki arastirmalar gesitli psikopatolojiler ve psikososyal faktérler ile bruksizm arasinda yakin bir iligki oldugunu ortaya
koymustur. Bununla birlikte, bruksizmli cocuk ve ergenlerde psikososyal faktorler ve psikiyatrik zorluklar yeterince arastiril-
mamistir. Bu galismada uyku bruksizmli gocuk ve ergenlerin sosyodemografik 6zelliklerini, psikososyal faktérlerini ve komor-
bid psikopatolojilerini arastirmayi amagladik.

Materyal ve Metod: Calismaya 2018-2024 yillari arasinda iki farkli Cocuk ve Ergen Psikiyatrisi polikliniginde uyku bruksizmi
tanisi konulan ve takip edilen 4-17 yas arasi 67 ¢ocuk ve ergen dahil edildi. Bu hastalarin davranigsal ve duygusal 6zellikleri,
komorbid psikiyatrik bozukluklari ve bruksizme yonelik tedavi yaklasimlarina iliskin veriler retrospektif olarak incelendi.
Bulgular: Sonuglarimiz 6rneklemin %41.8'inde en az bir psikiyatrik bozukluk ve %10,4'Uniin esik alti psikiyatrik belirtiler oldu-
gunu gosterdi. En sik komorbid psikiyatrik bozukluklar anksiyete bozukluklari, dikkat eksikligi hiperaktivite bozuklugu, nok-
turnal enlrezisi ve davranim bozukluklariydi. Olgularin %41.8'inde bruksizm psikososyal faktorlerle baglantiliydi. Eslik eden
psikiyatrik bozukluklar okul ve ergen yas gruplarinda okul 6ncesi ¢ocuklara gére anlamli derecede daha yaygindi. Benzer se-
kilde, bruksizm ile psikososyal faktorler arasindaki baglanti yas ilerledikge daha da belirginlesti. Ailede pozitif bruksizm éykusi
%44.8 idi. Bruksizme tedavi segenegi olarak, olgularin %88.1'inde davranissal yaklasim ve farmakoterapi tercih edilirken,
%11.9'una yalnizca davranigsal yaklasim uygulandi. Farmakoterapide en sik kullanilan ilaglar hidroksizin, trisiklik antidepre-
sanlar, antipsikotikler, atipik antidepresanlar ve melatonindi. Tedaviye yanit agisindan 6rneklemin %83.6'si (tam veya kismi)
yanit verirken, %16.4'U yanit vermedi veya tedaviye direngliydi.

Sonug: Bu ¢alisma uyku bruksizmli pediatrik populasyonda psikiyatrik komorbiditenin olduk¢a yaygin oldugunu ortaya koy-
mustur. Sonuglar bruksizmin sadece dental bir problem olmadigini, ayni zamanda cesitli psikopatolojiler ve psikososyal fak-
torlerle de iliskili oldugunu gostermektedir. Bu nedenle bruksizmle karsilasabilecek saglik profesyonellerinin bruksizm ile psi-
kopatolojiler ve psikososyal faktorler arasindaki iliskinin farkinda olmasi gerekmektedir. Bruksizmli gocuklarin biyo-psiko-sos-
yal perspektiften multidisipliner ve bittinctl bir yaklasimla dikkatle incelenmesi ve psikososyal ve psikiyatrik zorluklar agisin-
dan taranmasi 6nerilmektedir.

Anahtar Kelimeler: Uyku bruksizmi, Cocuk ve ergen, Anksiyete, Psikopatoloji, Tedavi
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Introduction

Excessive teeth grinding or jaw clenching is called bruxism,
a parafunctional habit of the chewing muscles, and based on
the circadian cycle, bruxism is classified into two groups:
sleep (nocturnal) bruxism and awake (diurnal) bruxism (1,2).
Sleep bruxism is more common and is known to be associ-
ated with both physical and/or emotional stress (1-3). The
prevalence of bruxism in children ranges from 3.5% to
40.62% and its incidence decreases with age (3). The aver-
age age of onset in children is between 4 and 8 years old,
with bruxism most prevalent between the ages of 5-7 (3-5).
While some studies on bruxism do not report a gender dif-
ference, some studies show that girls are more prone to
bruxism, and others indicate that boys are more likely to ex-
perience bruxism (3-5).

The etiology of sleep bruxism, which is considered a sleep-
related movement disorder, is not fully known and it is sug-
gested that it is a multifactorial disease including morpho-
logical, pathophysiological, and psychosocial factors (3,6,7).
Bruxism has been linked to several causes, including genetic
factors (the family history of bruxism), male gender, sleep
disorders, gastroesophageal reflux, object biting,
secondhand smoke exposure, headaches, peer relationship
problems and peer pressure, and emotional stress and other
mental health issues (6-8). Psychological and personality
traits such as anxiety, stress, depression, disappointment,
aggression, or emotional suppression are thought to be as-
sociated with bruxism (7-10). In a study of the relationship
between social, emotional, and behavioral problems and
bruxism in school-aged children, it was determined that so-
cial, emotional, and behavioral difficulties and peer relation-
ship problems were all strongly associated with sleep brux-
ism (11). It has demonstrated that the most common emo-
tional factor in children with bruxism is stress from constant
restlessness and worry (6) and that those who experience
significant amounts of stress are more prone than healthy
people to develop bruxism (12). Similarly, other studies have
emphasized that high stress and responsibility levels are the
main causes of the occurrence of childhood sleep bruxism
(13). Again, it has been determined that in comparison to
controls, children with bruxism have a greater rate of psy-
chiatric comorbidities and higher severity levels of anxiety
and depression (14-16). Therefore, it is emphasized that
children with bruxism should be evaluated for medical dis-
eases such as sleep-related breathing problems and gas-
troesophageal reflux, as well as psychiatric conditions such
as anxiety and depression, insomnia, attention deficit hyper-
activity disorder (ADHD), and irritability (6,8-16). Further-
more, a relationship between the psychiatric symptoms of
parents and sleep bruxism in their children is also underlined
(14,16). A recent study looking at the relationship between
parents' psychiatric symptoms and their child's sleep brux-
ism revealed that the child's bruxism is related to the par-
ents' psychiatric issues, particularly anxiety and stress (14).

Comorbid Psychopathologies in Childhood Sleep Bruxism

In another study, the anxiety levels of children with sleep
bruxism and their mothers were found to be high (16).
According to a review of the literature, most research is fo-
cused on adults, with very few examining psychiatric condi-
tions related to bruxism in children in Turkey (5,14-18).
However, bruxism is an important disorder that affects the
quality of life, although its consequences are not life-threat-
ening, and considering its high incidence in the child popu-
lation, it is thought that it is crucial to identify bruxism and
related factors. Thus, this study aimed to examine the soci-
odemographic characteristics, psychosocial factors, and ac-
companying psychopathologies of children and adolescents
diagnosed with sleep bruxism and referred to the child and
adolescent psychiatry clinic for psychosocial evaluation. The
main hypothesis of our study is that sleep bruxism would be
associated with some psychiatric symptoms and behavioral
and emotional difficulties in children.

Materials and Methods

Participants

Sixty-seven children and adolescents between the ages of 4-
17 who were referred to two different Child and Adolescent
Psychiatry outpatient clinics due to teeth grinding (bruxism)
between 2018 and 2024 participated in this study. The study
only included participants with idiopathic bruxism and sleep
bruxism. Sleep bruxism was explored using diagnostic crite-
ria developed by the American Academy of Sleep Medicine
(19) and parents' reports. Before psychiatric admission, all
participants had been examined by a dentist, general pedia-
trician, and otolaryngologist. Patients with iatrogenic brux-
ism or secondary bruxism (bruxism caused by neurological,
psychiatric, sleep disorders, and medication-related condi-
tions) were excluded from the study. Also, we did not in-
clude in the study those with intellectual disability, autism
spectrum disorder, psychotic disorder, medication for any
psychiatric condition, epilepsy, and a history of major head
trauma. Data on sociodemographic characteristics of partic-
ipants, psychiatric disorders, sleep-related movement disor-
ders and parasomnias of children and their families, and
treatment approaches to bruxism, and behavioral and emo-
tional characteristics of children were retrospectively inves-
tigated. Initially, 75 patients were included in the study, but
8 patients were not included in the study because their data
entry was incomplete. Comorbid psychiatric conditions
were diagnosed by a standard psychiatric interview using
The Diagnostic and Statistical Manual of Mental Disorders
Fifth Edition’s (DSM-5) criteria (American Psychiatric Associ-
ation 2013) (20). The approval for the study protocol was
obtained from the local institutional Ethics Committee
(Date/No: 2024/5687), and all procedures were conducted
according to the principles of the Declaration of Helsinki on
biomedical research involving human patients and Good
Clinical Practice procedures.
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Statistical Analysis

All statistical analyses were performed using SPSS 26.0 soft-
ware. The numerical and categorical data were given as
mean * standard deviation (SD), number (n), median (min-
max), and percentage (%) as appropriate. Descriptive statis-
tics were used to summarize variables. The chi-square (x2)
test for categorical variables was used to test group differ-
ences. For all analyses, p < 0.05 was considered statistically
significant.

Results

Sociodemographic characteristics of the sample

The study included 36 (53.7%) female participants and 31
(46.3%) male participants, with a mean age of 7.36+£2.96
years. Participants were divided into three age groups: pre-
school group (n=31, 46.3%), school-aged group (n=29,
44.3%), and adolescent group (n=7, 10.4%). The sociodemo-
graphic characteristics of the sample are displayed in Table
1.

Table 1. Sociodemographic characteristics of the sample
Number (%) or

Variables

meantSD

Age (mean-years1SD) 7.36+2.96
Age groups

Preschool group 31 (46.3)
School-age group 29 (44.3)
Adolescent group 7(10.4)
Sex

Male 31 (46.3)
Female 36 (53.7)
Level of education of the mother

Primary education and lower 7 (10.4)
Upper primary education 60 (89.6)
Regular job of the mother

Yes 28 (41.8)
No 39 (58.2)
Level of education of the father

Primary education and lower 4 (6.0)
Upper primary education 63 (94.0)
Regular job of the father

Yes 59 (88.1)
No 8(11.9)
Family income level

The minimum wage/less than minimum wage 26 (38.8)
Above the minimum wage 41 (61.2)
Family type

Nuclear 51(76.1)
Single-parent 10 (14.9)
Extended 6(9.0)

*
Descriptive statistics were used.

Psychiatric disorders, sleep-related movement disorders,
and parasomnias in children and their family members

In our sample, 32 patients (47.8%) had no co-occurring psy-
chiatric problems, 14 patients (20.9%) had one co-occurring
psychiatric disorder, and 14 patients (20.9%) had two or

Comorbid Psychopathologies in Childhood Sleep Bruxism

more co-occurring psychiatric disorders. Subthreshold psy-
chiatric symptoms were seen in 7 (10.4%) patients, and all
of them were subthreshold anxiety symptoms. Any anxiety
disorder (n=13, 19.4%), ADHD (n=12, 17.9%), nocturnal en-
uresis (n=10, 14.9%), oppositional defiant disorder
(ODD)/conduct disorder (CD) (n=8, 11.9%), post-traumatic
stress disorder (n=2, 3.0%), and major depressive disorder
(n=1, 1.5%), respectively were the most often occurring
comorbid psychiatric conditions. Also, 2 patients (3.0%) ex-
perienced other sleep-related movement disorders (both
were restless legs syndrome) and 13 patients (19.4%) suf-
fered from parasomnias.

Ten mothers (14.9%) had psychiatric disorders (except for
sleep disorders), 12 (17.9%) had any sleep-related move-
ment disorders (including bruxism), 8 (11.9%) had bruxism,
and 20 (29.9%) experienced any parasomnia. As for fathers,
8 (11.9%) had psychiatric disorders (except for sleep disor-
ders), 25 (37.3%) had sleep-related movement disorders (in-
cluding bruxism), 18 (26.9%) had bruxism, and 28 (41.8%)
had any parasomnia. When all first-degree family members
are taken into account, the frequency of sleep-related
movement disorders (including bruxism) was 52.2% (n=35),
the frequency of bruxism was 44.8% (n=30) and the fre-
quency of parasomnia was 56.7% (n=38).

Data on psychiatric disorders, sleep-related movement dis-
orders, and parasomnias in children and their family mem-
bers are given in Table 2.

Clinical features of bruxism and treatment approaches to
bruxism

The average age of onset of bruxism was 5.14+1.56 years.
Eighteen (26.9%) patients had substantial tooth wear or loss
due to bruxism. Cases with tooth wear or loss were identi-
fied through interviews with patients and their families by
an expert child and adolescent psychiatrist. The relationship
between bruxism and psychosocial factors (such as stress,
frustration, anxiety, social and family relationship problems
or duty-related anxiety) was reported in 28 patients (41.8%).
While the behavioral approach + pharmacotherapy was pre-
ferred as treatment in 59 (88.1%) patients, only the behav-
ioral strategy was applied to 8 (11.9%). In the following or-
der of frequency of usage, the agents utilized in psychophar-
macotherapy: hydroxyzine (alone or as an adjunct to other
medications) (n=27, %40.3), tricyclic antidepressants (TCAs)
(n=19, %28.4), antipsychotics (in addition to other medica-
tions) (n=10, 14.9), atypical antidepressants (mirtazapine,
only(n=8, %11.9), melatonin (in addition to other medica-
tions) (n=6, %9.0). In terms of how well patients responded
to treatment, 20 patients (29.9%) showed a complete re-
sponse, 36 patients (53.7%) showed a partial response to
treatment, and 11 patients (16.4%) were unresponsive/re-
sistant to treatment. The results are shown in Table 3.
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Table 2. Evaluation of children and their families in terms of psychiatric disorders, sleep-related movement disorders,

and parasomnias

Variables Number (%)
Current comorbid psychopathology in the children
No 32 (47.8)
Subthreshold psychiatric symptoms” 7 (10.4)
Only one comorbid psychiatric disorder 14 (20.9)
At least two comorbid psychiatric disorders 14 (20.9)
Concomitant psychiatric disorder(s) in the children (alone or together)
Any anxiety disorder 13 (19.4)
ADHD 12 (17.9)
Nocturnal Enuresis 10 (14.9)
CD/ODD 8(11.9)
PTSD 2(3.0)
MDD 1(1.5)
The presence of other sleep-related movement disorders in the children™ 2 (3.0)
The presence of parasomnia(s) in the children 13 (19.4)
The presence of psychiatric disorder in the mother (except for sleep disorders) 10 (14.9)
The presence of sleep-related movement disorders in the mother (including bruxism) 12 (17.9)
The presence of bruxism in the mother 8(11.9)
The presence of parasomnia(s) in the mother 20(29.9)
The presence of psychiatric disorder in the father (except for sleep disorders) 8(11.9)
The presence of sleep-related movement disorders in the father (including bruxism) 25 (37.3)
The presence of bruxism in the father 18 (26.9)
The presence of parasomnia(s) in the father 28 (41.8)
The presence of sleep-related movement disorders in all family members (including bruxism) 35(52.2)
The presence of bruxism in all family members 30 (44.8)
The presence of parasomnia(s) in all family members 38 (56.7)

Abbreviations: ADHD: Attention deficit hyperactivity disorder; CD: Conduct disorder, MDD: Major depressive disorder; ODD: Oppositional defiant
disorder; PTSD: Post-traumatic stress disorder. "All subthreshold psychiatric symptoms were symptoms of subthreshold anxiety. “*The other sleep-

hr

related movement disorders in children were both restless legs syndrome.

Table 3. Clinical features of bruxism

Descriptive statistics were used.

Variables

Number (%) or mean+SD

Age of first occurrence of bruxism (mean-years+SD) 5.14+1.56
The presence of substantial tooth wear or loss 18 (26.9)
An association between bruxism and psychosocial factors 28 (41.8)
Current treatment approach for bruxism

Behavioral approach, only 8(11.9)
Behavioral approach + Pharmacotherapy 59 (88.1)
Currently prescribed medications for bruxism

Hydroxyzine (alone or as an adjunct to other medications) 27 (40.3)
Tricyclic antidepressants (TCAs) 19 (28.4)
Antipsychotics (in addition to other medications) 10 (14.9)
Atypical Antidepressants (Mirtazapine, only) 8(11.9)
Melatonin (in addition to other medications) 6(9.0)
Response to current treatment

Complete response 20(29.9)
Partial response 36 (53.7)
No response (resistance to treatment) 11 (16.4)

“Descriptive statistics were used.

Behavioral and emotional characteristics of children with
bruxism

Also, the behavioral and emotional characteristics of pa-
tients with bruxism were evaluated based on parent re-
ports, self-report, and clinical observation. Accordingly,
among children with bruxism, 14 (20.9%) of children exhib-
ited significant hyperactivity, 22 (32.8%) showed attention
deficits, 14 (20.9%) exhibited irritability, 14 (20.9%) dis-
played aggression and quarrelsomeness, and 14 (20.9%) ex-
hibited disobedience and defiance of rules.

Furthermore, among children with bruxism, marked rest-
lessness was found at a frequency of 38.8% (n=26), sadness
and unhappiness were at a frequency of 9% (n=6), worries,

anxiety, and fears were at a frequency of 28.4% (n=19), and
somatic complaints were at a frequency of 11.9% (n=8). The
behavioral and emotional characteristics of children with
bruxism are presented in Table 4.

Comparison of clinical features of bruxism and comorbid
conditions between age groups

When psychiatric disorder comorbidity frequencies were
compared across age groups, children with bruxism had
comorbid psychiatric conditions that increased with age.
Patients in the adolescent-age and school-age groups had
significantly higher psychiatric disorder comorbidity rates
than those in the preschool-age group (p<0.001). Again,
there was a significant increase in the frequency of a link
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between bruxism and psychosocial factors with age
(p<0.001). Accordingly, while the relationship between
bruxism and psychosocial factors was 100% in adolescents,
it was 55.2% in school-age children and 16.1% in preschool-
age children. However, there were no significant differ-

Comorbid Psychopathologies in Childhood Sleep Bruxism

ences in the frequency of sleep-related movement disor-
ders, bruxism, and parasomnia among first-degree family
members according to age groups (all p-values >0.05). The
results are seen in Table 5.

Table 4. Behavioral and emotional characteristics of children with bruxism

Variables Number (%) or mean+SD
Hyperactivity in the child
Rarely 29 (43.3)
Sometimes 24 (35.8)
Usually 14 (20.9)
Inattention in the children
Rarely 12 (17.9)
Sometimes 33 (49.3)
Usually 22 (32.8)
Irritability in the child
Rarely 29 (43.3)
Sometimes 24 (35.8)
Usually 14 (20.9)
Aggression and quarrelsomeness in the child
Rarely 49 (73.1)
Sometimes 4 (6.0)
Usually 14 (20.9)
Disobedience and defiance of rules in the child
Rarely 37 (55.2)
Sometimes 16 (23.9)
Usually 14 (20.9)
Restlessness in the child
Rarely 25 (37.3)
Sometimes 16 (23.9)
Usually 26 (38.8)
Sadness and unhappiness in the child
Rarely 39 (58.2)
Sometimes 22 (32.8)
Usually 6(9.0)
Worries, anxiety, and fears in the child
Rarely 35(52.2)
Sometimes 13 (19.4)
Usually 19 (28.4)
Somatic complaints in children
Rarely 42 (62.7)
Sometimes 17 (25.4)
Usually 8(11.9)
Descriptive statistics were used
Table 5. Comparison of clinical features of bruxism and comorbid conditions between age groups
Preschool School age Adolescent N
p-value
group (n=31) (n=29) group (n=7)
- - - P
Cytérsrent comorbid psychopathology in the child (n,%) 5(16.1) 18 (62.1) 5(71.4)
Subthreshold psychiatric symptoms 1(33) >(17.2) 1(14.3) <0.001
No 25 (80.6) 6(20.7) 1(14.3)
— - - P
ir;sassomatlon between bruxism and psychosocial factors (n,%) 5(16.1) 16 (55.2) 7 (100) <0001
No 26 (83.9) 13 (44.8) 0(0)
The presence of sleep-related movement disorders in all family members
(including bruxism) (n,%) 17 (54.8) 15 (51.7) 3(42.9)
0.846
Yes 14 (45.2) 14 (48.3) 4(57.1)
No
‘I;I;es presence of bruxism in all family members 13 (41.9) 14 (48.3) 3(42.9) 0850
No 18 (58.1) 15 (51.7) 4(57.1)
The presence of parasomnia(s) in all family members
Yes 16 (51.6) 17 (58.6) 5(71.4) 0.610
No 15 (48.4) 12 (41.4) 2(28.6)
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Discussion

In this study, psychiatric conditions and psychosocial factors
were investigated in children and adolescents with sleep
bruxism who were referred to the child psychiatry clinic for
psychosocial evaluation, and noteworthy findings were
achieved.

Firstly, our results revealed that a sizable portion of sample
had at least one comorbid psychiatric disorder, and a lesser
percentage had subthreshold psychiatric symptoms (all
were symptoms of subthreshold anxiety). The most com-
mon psychiatric disorders were any type of anxiety disor-
der, ADHD, nocturnal enuresis, and ODD/CD, respectively.
Also, around 20% of these children had additional sleep dis-
orders such as parasomnia and other sleep-related move-
ment disorders. Consistent with our findings, previous stud-
ies have demonstrated that children with sleep bruxism fre-
guently exhibit psychiatric symptoms and disorders, includ-
ing anxiety, stress, sleep disorders, ADHD, enuresis, and
conduct disorder (12-16). More specifically, it has been re-
ported that bruxism and separation anxiety disorder in chil-
dren are closely related (14). Another recent study found
that children with bruxism also had higher scores for sepa-
ration anxiety, social anxiety, and school fear in addition to
their overall anxiety score (16). Since this study did not cat-
egorize anxiety disorders, we could not produce any data
regarding which type of anxiety disorder would be more
common in children with bruxism. Numerous previous stud-
ies have also documented a connection between bruxism
and ADHD in children, and it was observed that the preva-
lence of sleep bruxism increased in children with ADHD
compared to controls (21,22). Another study revealed a
strong positive correlation between bruxism and ODD and
ADHD (23). It has also been reported that children with con-
duct disorder are more likely to experience bruxism and
sleep disturbances, and this condition is linked to stress
(24). As for the relationship between nocturnal enuresis and
sleep bruxism, it has been highlighted that nocturnal enure-
sis is more prevalent in children with sleep bruxism and that
nocturnal enuresis, which can cause emotional stress and
lack of self-confidence, is a factor that predicts sleep brux-
ism in children (25,26). In conclusion, the majority of studies
suggest that children with bruxism experience more psychi-
atric symptoms and disorders, and that especially stress and
anxiety trigger bruxism.

An important finding of this study was that the frequency of
comorbid psychiatric disorders was significantly higher in
the school and adolescent age groups than in the preschool-
age group. Also, we determined that the link between brux-
ism and psychosocial factors becomes more evident with
age. A reasonable explanation for the increase in the fre-
quency of comorbid psychiatric disorders accompanying
bruxism with age could be that children and adolescents ex-
perience physical and social change more rapidly as they
age, and young people, particularly as they enter adoles-
cence, face a variety of mental health issues. Among school-

Comorbid Psychopathologies in Childhood Sleep Bruxism

age children and in particular adolescents, the most com-
mon problems and concerns in the psychological field are
managing emotions, establishing relationships, strengthen-
ing social skills, and dealing with peer pressure (27). There-
fore, given the tendency of bruxism to coexist with many
psychiatric diseases such as anxiety disorder, ADHD, behav-
ioral problems, and depression, we can conclude that anin-
crease in the comorbidity of psychiatric disorders accompa-
nying bruxism in school-age and in particular adolescents is
an expected situation. Nevertheless, more studies are
needed to examine the clinical features of bruxism and
comorbid psychiatric disorders according to age.

This study also looked into the behavioral and emotional
characteristics of children with bruxism. At least 20% of the
sample reported psychiatric symptoms such as restlessness,
attention deficit hyperactivity, worries, anxiety, and fears,
irritability, aggression, quarrelsomeness, and rule-breaking.
Existing research on this topic supports our findings that
anxiety, stress, restlessness and worry, aggression, atten-
tion and behavioral problems, and oppositional behavior
predict bruxism; that children's behaviors influence the de-
velopment of bruxism; and that children with aggressive,
anxious, shy, and nervous personality traits are more likely
to develop bruxism (6, 11-16, 21-24, 28-30). For example, in
a study of the relationship between stress, personality
traits, and sleep bruxism in children, it was discovered that
children with high stress levels and a sense of responsibility
are twice as likely to develop sleep bruxism (13). Also, in a
study of the relationship between social, emotional, and be-
havioral problems and bruxism in school-aged children, it
was determined that social, emotional, and behavioral dif-
ficulties, emotional symptoms, and peer relationship prob-
lems were all significantly associated with sleep bruxism
(11). However, it has been demonstrated that sleep bruxism
has no relationship with psychosocial factors in children un-
der the age of five, but only with psychological factors in
children over the age of six (28). In our study, the relation-
ship between bruxism and psychosocial factors (such as
stress, frustration, anxiety, social and family relationship
problems or duty-related anxiety) was reported in 41.8% of
the cases, and as in previous studies, the relationship be-
tween bruxism and psychosocial factors became signifi-
cantly more pronounced with age. As a result, when the ex-
isting literature and our findings are combined, we can con-
clude that restlessness, worry, anxiety, stress, and psycho-
social factors play a role in the development of sleep brux-
ism in children.

In addition, it is well known that children with sleep bruxism
while sleeping frequently experience sleep disorders, and
parasomnias and restless legs syndrome are particularly
common (25,29,31-33). In this study, it was discovered that
parasomnias and other sleep-related movement disorders
were co-occurring in 19.4% and 3% of the sample, respec-
tively, and other sleep-related movement disorders con-
sisted only of restless legs syndrome. Similar to our finding,
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in their research of 500 children with sleep bruxism be-
tween the ages of 6-12, Us et al. found that a sizable per-
centage of children with bruxism also had parasomnias (32).
While our results seem in line with previous research, more
long-term investigations into the connection between brux-
ism and other sleep problems are obviously required to bet-
ter understand our findings.

In this study, the frequency of a positive family history of
bruxism was 44.8%. Additionally, the frequency of a positive
family history of sleep-related movement disorders was
52.2% and the frequency of a positive family history of par-
asomnia was 56.7%. Previous studies have revealed that the
frequency of teeth clenching or grinding habits in any family
member of children with bruxism is higher than in children
without bruxism, and the presence of sleep bruxism in other
members of the family is the most important genetic risk
factor for bruxism (14,32,33). Researchers have claimed
that the presence of bruxism in parents and the parent's
psychiatric symptoms may be potentially related factors to
the emergence of sleep bruxism in their children (14). A re-
cent study reported that 47.8% of family members of chil-
dren with sleep bruxism had a history of bruxism, compared
to 16.7% in the control group (32). Another study docu-
mented that 71% of parents of children with sleep bruxism
suffer from the condition themselves (33). The different re-
sults associated with the presence of a positive history of
sleep bruxism in family members of children with bruxism
could be attributed to heterogeneity in study settings and
methodological differences.

Furthermore, numerous studies have demonstrated that
parents' anxiety, depression levels, and psychiatric symp-
tom profiles affect the occurrence of sleep bruxism in their
children (14,16,34). The majority of studies investigating the
relationship between parental psychopathology and brux-
ism in children discovered a link between depression, anxi-
ety symptoms, and stressful events in parents and bruxism
in children (14,16,34). Our study yielded that 14.9% of
mothers and 11.9% of fathers had a psychiatric disorder.
However, because we did not categorize the psychopathol-
ogies in the parents, we were unable to draw any conclu-
sions about which types of psychiatric conditions are more
common in the parents of children with bruxism. Existing
evidence and our findings suggest that in clinical ap-
proaches and therapy practices for children with bruxism,
the psychopathology of the parents of these children should
also be considered.

Regarding the sociodemographic characteristics of children
with bruxism in this study, it was observed that the majority
of bruxism patients were preschoolers and the average age
was 7.36£2.96 years, with a mean age of onset of 5.14+1.56
years. Consistent with our findings, previous studies have
shown that bruxism emergences most frequently in chil-
dren aged 4 to 8, is most frequently seen between the ages
of 5-7 and its incidence decreases with advancing age (3-5).
Again, in this study, although the difference was not very
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evident, the female gender was more prevalent in our sam-
ple, and the majority of parents had relatively high educa-
tion levels and family income levels. On the other hand, pre-
vious studies have produced findings that male gender, low
parental education level, and low family income are risk fac-
tors for bruxism (8,32). Conflicting results may be due to fac-
tors related to the methodology of the studies, such as the
source of cases, sample size, criteria used for bruxism,
highly variable exclusionary criteria, and age group in-
cluded, and factors that influence the actual risk of bruxism,
such as gender or sociodemographic status.

Finally, as a treatment approach for bruxism, this study
found that both the behavioral approach and pharma-
cotherapy were preferred in 88.1% of cases, and only the
behavioral approach was applied in 11.9%. The most com-
mon drugs used in pharmacotherapy were hydroxyzine, tri-
cyclic antidepressants, antipsychotics, atypical antidepres-
sants, and melatonin. In terms of response to treatment,
83.6% of the sample responded (completely or partially),
while 16.4% did not respond or were resistant to treatment.
Since bruxism has a multifactorial etiology and is associated
with a wide range of psychosocial and medical variables, dif-
ferent treatment options are available, and treatment prac-
tices differ depending on detectable etiological factors and
accompanying medical and psychological conditions. The
treatment includes drugs such as hydroxyzine and trazo-
done, medicinal extracts of Melissa officinalis-L, occlusal ap-
pliances, orthodontic treatments, psychiatric approaches,
and physical therapy (6,17,35-37). In psychiatric ap-
proaches, personalized cognitive and behavioral therapies
and drug treatments are applied to improve sleep hygiene
and quality, manage stress, anxiety, and other psychiatric
symptoms, change unwanted habits, and raise awareness
(6,17,35-37). Several studies have indicated that the use of
drugs in various groups is increasing in the pharmacological
treatment of bruxism, and among psychiatric and other
medical drugs, hydroxyzine, tricyclic antidepressants, other
antidepressants, benzodiazepines, anticonvulsants, beta-
blockers, and dopamine agents are commonly used and ef-
fective (6,17,35-37). However, it is underlined that evi-
dence-based data on the treatment of bruxism in children is
quite sparse and that appropriately designed drug studies
with large sample sizes are required (36).

This study is one of the few studies to look at the psychoso-
cial characteristics and psychiatric comorbidities of child-
hood sleep bruxism. Using strict exclusion criteria, the clini-
cal characteristics, familial characteristics, and treatment
approaches of preschool, school-age, and adolescent sleep
bruxism cases were also thoroughly examined in the study,
and notable results that expanded the literature data were
obtained. Despite the significant findings, this study also has
some limitations. Our study's limitations include a small
sample size, wide age range (4-17 years), no control group,
clinic-recruited sample, no scale to assess children's behav-
ioral and emotional characteristics, and a retrospective de-
sign. These weaknesses make it difficult to generalize our
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findings. Therefore, future prospective studies with large
samples and a control group will be extremely valuable in
the future.

Conclusion

In conclusion, this study provides comprehensive infor-
mation about the clinical features of bruxism and treatment
approaches for bruxism, the behavioral and emotional char-
acteristics and psychopathologies of children with bruxism,
and the psychosocial and familial factors in bruxism. The
findings of the present study add evidence to the existing
literature by revealing that psychosocial and emotional fac-
tors and psychopathology, including sleep disorders, are
quite common in children and adolescents with sleep brux-
ism, and support the argument that behavioral and emo-
tional problems may be risk factors for bruxism in child-
hood. Our finding that there is a very high rate of positive
family history of sleep-related movement disorders (includ-
ing bruxism) also strengthens the results of studies empha-
sizing the genetic aspect of bruxism. These outcomes sug-
gest that bruxism is not only a dental problem but is also
associated with a variety of psychopathologies and psycho-
social factors. Therefore, dentists, pediatricians, family phy-
sicians, child psychiatrists, and other health professionals
who may encounter bruxism should be aware of the link be-
tween bruxism and psychopathologies and psychosocial
factors. This awareness would help in the early detection
and intervention of mental health issues that may accom-
pany and thus improve the quality of life and potentially
prevent or attenuate long-term damage. From this point of
view, it is recommended that children with bruxism be in-
vestigated carefully in a multidisciplinary and holistic ap-
proach from a bio-psycho-social perspective and screened
for psychosocial and psychiatric difficulties.
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