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ABSTRACT  

Background:  Bruxism in children is an alarming and a profound parafunctional behaviour. The causative 

factors can be multifactorial and overlapping in paediatric patients, which make it complex in treating, applying a 

comprehensive and an effective treatment plan for this masticatory destructive habit. This article reviews and 

summarizes the aetiology, pathophysiology and conservative treatment approaches to Bruxism in children. This 

review literature was written after obtaining adequate articles on the search engines, PubMed, PubMed Central, 

Google Scholar after entering the Keywords. 

Keywords: Bruxism, Teeth Grinding, Bruxism in Children. 

INTRODUCTION 

Bruxism is a catastrophic habit that is defined as the 

non-productive diurnal and nocturnal clenching or 

grinding of the teeth.1 It is an involuntary, excessive 

grinding, clenching or rubbing of teeth during non-

functional movements of the masticatory system. 

Usually patients gnash and clench their teeth during 

sleep involuntarily as well as they clench their teeth 

throughout the day.2 

Bruxism is derived from the Greek word “Brychein” 

meaning tooth grinding. The international 

classification for sleep disorders reclassified 

Bruxism as a sleep related disorder  in 2005 rather 

than it was before classified as Parasomnia, in 

which undesirable movements of the jaws  are 

noted during sleep. 

PREVALENCE OF BRUXISM: 

Prevalence reported in children is estimated to 

range from 14% to 44.6%. 3, 4 A few number of 

studies confirm an increased prevalence in females 

compared with males. 5, 6 Abreu et al 11 conducted 

studies in 2016 reported a prevalence of 40% in 

preschoolers aged 3-6 years, from 17% in the age 

range of 6-7 years and 24% in the age range of 8-9 

years. However, as Bruxism is a condition related to 

personality traits, aggression, mood swings, anxiety, 

irritability, attention deficit and hyperactivity can 

be triggered by life events. But a significant 

difference between genders is unlikely in response 

to these life events. In children, bruxism can be 

noticed as grinding their teeth throughout the 

entire day (AWAKE BRUXISM) and/or night (SLEEP 

BRUXISM). Although, a previously done study 

showed no significant differences in the comparison 
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of groups with sleep bruxism to those with awake 

bruxism. 19 

ETIOLOGY AND PATHOPHYSIOLOGY OF BRUXISM 

IN CHILDREN: LITERATURE REVIEW 

The causes of bruxism can be multifactorial and 

overlapping in paediatric patients making it 

complex in treating and applying comprehensive 

and an effective management plan for this 

masticatory parafunctional behaviour. Bruxism is 

considered as the most harmful functional disorder 

to the teeth. 

In adults, Bruxism is an expression of a combination 

of occlusal and psychic factors. But in children, 

Bruxism can be manifested as a result of several 

underlying factors and consequences of life events 

that can be preceded due to anxiety, attention 

deficit and certain psychological behaviors. In 

babies, Bruxism can be observed shortly after the 

eruption of deciduous incisors in around one year of 

age. 

According to Lobbezoo and Naeije et al8 levels of 

personality and stress type have been included in 

the etiology of bruxism since several years. But 

however, these general underlying factors are 

debatable. A controlled questionnaire study 

conducted by Olkinuoira et al9 revealed that 

bruxism generally presents an emotional imbalance 

in young children and this may lead to development 

of more psychosomatic disorders. 

There is also evidence that children with Bruxism 

may be subjected to the immaturity of the 

masticatory neuromuscular system. This was tested 

by Vanduas et al7 where they demonstrated anxiety 

and stress are directly related to bruxism as 

patients with Bruxism show increased 

catecholamine levels, generally ascribed to 

emotional stress. 

The factors contributing to tooth wear and chemical 

dissolution of enamel in children can be as a result 

of an acid diet, medical history of gastro-esophageal 

reflux younger individuals or certain medications10 

like Propranolol and catecholamines may influence 

as a cause of bruxism.12 

Intestinal parasites have also been pointed as 

etiological agents, causing bruxism in young 

children. But there have been varied opinions on 

this. In Brazil Rodriguez et al 13 enumerated no 

difference between patients with or without 

bruxism in relation to infestation of intestinal 

parasites in children aged 6-11 years. However, in 

India the researchers concluded that in children 

between 3-6 years of age these parasites may be the 

cause of onset of bruxism.  

An observation has been made in several studies 

with an association between presence of bruxism 

and oral respirators. This interrelation is very 

strong in children with respiratory disorders. 

Mouth breathing is a parafunctional habit where the 

child breathes predominantly through the mouth 

due to anatomic constraints or pathological causes 

like enlarged tonsils. 14 

Mouth breathing is an aggravation of pre-existing 

sleep bruxism. 15, 16 The relationship between these 

conditions may be positive because children with 

respiratory disorders, in order to improve air 

passage, they tend to throw the lower jaw bone 

ahead, which can stimulate superior airways 

receptors for intensifying the airways tonus which 

may cause bruxism. The presence of bruxism and 

mouth breathing can lead to craniofacial and 

postural changes, as well as problems with facial 

muscles, occlusion, chewing, swallowing, sleep 

concentration and attention. Thus, studying and 

observing these variables is of great importance in 

early diagnosis. 

It has been suggested that Bruxism appears to be 

common in children with Autism, Down’s 

syndrome, cerebral palsy and developmental 

disabilities specifically in severe mental retardation 

than in other populations.17 

CONSEQUENCES OF BRUXISM: 

It is well established that Sleep Bruxism has a 

central and non-peripheral origin and that its 

pathophysiology involves the dopaminergic system, 

altering its physiological parameters causing a great 

concern to the stomatognathic system.18 Thus 

Bruxism can not only entail changes on the teeth 

that are getting worn out but also on the other 

elements of the stomatognathic system, causing an 

imbalance. Thus, the knowledge and awareness of 

these causative factors and clinical characteristics of 

Bruxism in childhood is essential to the possibility 
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of an early diagnosis and prompt multidisciplinary 

approach. 

TREATMENT OF BRUXISM IN CHILDREN: 

Various theories regarding the etiology of bruxism 

have been reported and they fall into the categories 

of: psychological, occlusion related and originating 

within the central nervous system. Before 

instituting any therapeutic measures, the 

practitioner must look at all the medical and dental 

data particularly because the etiology of bruxism is 

multifactorial and deep rooted. 2 

Therapeutic approaches can include occlusal 

adjustments or use of inter-occlusal appliances. But, 

however the construction of bite plates is difficult 

due to the complex molding stages and the 

establishment of centric occlusion in these patients. 

Moreover, the use of plate itself poses problems, as 

the craniofacial growth pattern follows a 

chronological pattern and growth of dental arches is 

not yet complete in children. This may cause the 

fabricated plate to break or even be swallowed if it 

is too thin. 19 

A soft material can be chosen to protect and cover 

the primary teeth to prevent its continuous 

abrasion as suggested by Casamassino. 

Furthermore, the thickness of 3mm is sufficient to 

prevent perforation and increase resistance to 

impact. 20 

Rapid palatal expansion to treat children in cases of 

Bruxism associated with sleep pattern disturbances 

and apnea syndrome, the aim is to increase the size 

of the airway, improving breathing and reducing 

parafunction.21 

The treatment of bruxism with behavioral 

management such as for anxiety control or sleep 

pattern improvement has to be diligently done. As 

many parents are not cognizant of the 

parafunctional behavior of their young children, 

these causative factors of bruxism are usually 

misconceived. Hence, parental counseling and 

awareness can benefit multifold in the treatment of 

this parafunctional behavior. 

As for the use of pharmaceuticals for the treatment 

of bruxism in children, it can be selectively done 

with calculated usage of Benzodiazepines, beta 

blockers, antidepressants and Muscle relaxants. No 

drug is considered as a first choice and should be 

used for a short notice.22 

Thus, understanding the factors associated with this 

parafunctional condition in a group that poses 

particular challenges to dental care becomes 

important to establish the best treatment approach. 

CONCLUSION 

Bruxism poses a huge risk for the complete 

stomatognathic and emotional development in 

young children. Etiology of bruxism in pediatric 

patients is multifactorial and deep-rooted. Thus, 

identifying and making the accurate diagnosis is 

essential for a prompt multidisciplinary treatment 

approach. 
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