Case study

SYSTEMIC CONDITION ASSOCIATED WITH BRUXISM -A CASE
REPORT

ABSTRACT:

Bruxism is a condition characterized by grinding and involuntary clenching of teeth. It is risk
factor for development of dysfunction. The psychologist’s paediatrician need help in deciding whether
dysfunctional behavioural is in need of treatment or not. Many factors.associated in children’s who
brush are anxiety personality attention deficient, hyper activity disorder and,parafunctional activity
habits. The most important characteristics of bruxism is no functional contact of mandibular natural
teeth resulting of clenching of grinding of teeth. The present case report refers to the asthmatic patient
who reported to the department with complains of grinding of teeth which was managed with occlusal

splints.
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INTRODUCTION:

Unlike chewing movements of.the mandible, which may result in occlusal injuries, bruxism is
an oral habit that involves involuntary rhythmic or spasmodic non-functional grinding, or clenching of
the teeth’.. Maria Pietkiewicz first described this condition in the medical literature in 1907.°
According to the American Academy of Sleep Medicine (AASM), bruxism is a movement condition
that is connected to sleep. * There are two types of bruxism: sleep bruxism (SB) and awake bruxism
(AB). The risk factors for irregular tooth wear and the onset of temporomandibular dysfunction
(TMD) are unknown to someone with SB. According to recent research reports, SB may also
contribute to primary headaches®, which are thought to be primarily controlled by the central nervous
system® and may be related to abnormalities in the brain's Gabaergic and glutamatergic systems.® In
addition to body movements, breathing issues, increased muscle activity, and heart rate irregularities,

bruxism may also be accompanied by sleep disturbances.” Studies have reported a wide range of



prevalence rates for SB in children. Additionally, it has been found that children are more likely
affected than adults to develop SB®, with prevalence rates ranging from 13% to 49%.° This present
case report explains how child was treated with a night guard related to bruxism which was associated

with asthmatic condition.
CASE PRESENTATION:

A 7-year-old boy with his parents reported to department with chief complaint of grinding of
teeth during night time for 2 years and presented with history of muscle pain in cheek-region in day
time. On medical history, the patient is under medication for asthma. The child was suffering from
asthma since the age of 5 months and was admitted in the hospital. The patient underwent a treatment
for two years and didn’t report any asthmatic attack, so they.discontinued the medications. In Past
dental history, they revealed that it was their first visit. No:other oral habits present. In personal
history , the parents revealed that the child is isolated.and doesn’t interact with his peers in school .On
further questioning, patient gives history of-brushing once a day with medium bristle tooth brush
using fluoridated toothpaste. The child.is well built and nourished, normal gait with straight posture,
mesomorphic body type, convex facial profile.(Figure 1) On extra-oral examination, no facial
asymmetry was seen, the lips-were competent, the patient had pain in the cheek region during mouth
opening and no deviation, crepitus.and clicking was seen on examining the temparo-mandibular
joint. On intra-oral examination palpation of the muscles (masseter on both sides) (Hypertrophy of
masseter muscle) and pain with no indentation seen in the buccal vestibule. On hard tissue
examination, the patient identified as mixed dentition, Occlusal surfaces of all molar teeth were worn-
out , no sensitivity,-presented attrition with relation to 85 46 65 26 55 75 36. Class 2 dental caries 54
and class 3 dental caries 53.(Figure 2,3) Based on the history and clinical examination, we diagnosed
as nocturnal type bruxism. So, with available treatment options, night guard appliance was considered

along with restoration of caries teeth.

A soft night guard appliance, made up of ethylene-vinyl acetate was fabricated. For the
fabrication of appliance alginate impression was taken and working model was prepared with dental

stone. The night guard was fabricated on maxillary and mandibular arch. (Figure 4) The appliance



was delivered to the patient after finishing and polishing. (Figure 5) During the restoration of the
carious teeth, the patient had severe gag-reflux and was finding it difficult to keep his mouth open.
Instruction to wear the appliance at night and during day time whenever possible after school. Then
patient was also encouraged to maintain good oral hygiene and also was instructed to maintain the
appliance. The parents were also encouraged to seek a psychiatric evaluation. After this, the patient

was followed up after a month and it was revealed that the night grinding was stopped.
DISCUSSION:

The exact cause of bruxism is still unknown, but it has been shown to have a number of
factors, including central ones involving brain neurotransmitters or the basal ganglia, psychosocial
ones like stress and anxiety, and peripheral ones like problems with dental occlusion. While
previously thought to be a disorder or disease, bruxism is actually a parafunctional oral habit.? It has
been suggested that respiratory problem including asthma and upper airway infections are the cause of
bruxism.”® The results of earlier studies are supported by the fact that children with bruxism
experienced more respiratory issues than children without.***%** Grechi et al.'? conducted an analysis
of children with airway conditions and discovered a significant predominance of bruxism, which is

consistent with the results reported in a number of previous studies.

In order to improve airflow, children with obstructed airways frequently move their mandible
forward and downward, according to DiFrancesco et al** which may stimulate receptors in the upper
airways, intensifying tonus and causing bruxism. The reported change in the position of the mandible
in the present case may be connected to the fact that children with respiratory issues had a higher

prevalence of bruxism.**

The diagnosis and clinical evaluation of bruxism is typically a difficult process that calls for a
variety of tests, such as clinical examination, intraoral devices (the so-called mandibular advancement

devices) for assessment, recording muscle activity, electromyography (EMG), and PSG.?

AASM clinical diagnostic criteria for SB: ™ '



Recently patient, parent, or sibling reports of hearing teeth grinding during sleep at least three to five
evenings per week over the past three to six months. Abnormal tooth wear, hypertrophy of the
masseter muscles on voluntary forceful clenching, discomfort, fatigue, or pain in the jaw muscles

(transient, morning jaw-muscle pain and headache) helps in the diagnosis of bruxism.

Treatment of bruxism is recommended to be multidisciplinary, for both children and adults
which are aimed to protect wear and tear of teeth like intraoral devices, oro-myofunctional exercise,
cognitive-behavioral therapies, meditation, hypnosis, sleep hygiene, biofeedback-and.or use of

medications such as benzodiazepines, botulinum toxin etc.***>*’

CONCLUSION:

Bruxism is a sleep related disorder and most commonly affects the pediatric population. The
etiology, treatment of bruxism and ways to rehabilitate such patients should be well known by the
pediatric dentist. The most common cause of bruxismiis due to stress during the childhood for which
the parents should be taught to manage the stressful situations of their children. Also parents should

report with children as early as possible to preventiloss of tooth structure and muscle hypertrophy.
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LEGENDS:

Figure 1: Patient profile

Figure 2: occlusal view of maxilla

Figure 3: occlusal view of mandible.

Figure 4 : Night guard appliance

Figure 5 : Occlusal splints in.maxillary arch.

Figure 1: Patient profile



Figure 2: occlusal view of maxilla
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Figure 5 : Occlusal splints in maxillary arch



