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Abstract
There is a complex relationship between the stomatognathic system and the 
rest of the organism. One of the components of the temporomandibular joint, 
allows opening movements, closure, retrusion, and protrusion beyond the 
laterality of the mandible, being one of the complex joints of the human body 
and may suffer systemic or local changes. This study aims to verify the prevalence 
of some parafunctional habits in dentistry students at UNIFEB and demonstrate 
the need for early diagnosis, guidance and awareness to reduce possible damage 
to the stomatognathic system. This is an observational, transverse, descriptive 
and quantitative study to investigate a relation of some parafunctional habits in 
106 students of the dentistry course aged between 18 and 33 years. We used 
questionnaires filled out by the researcher himself and, after this filling, the 
students were submitted to clinical examination to identify signs and sequels 
caused by parafunctional habits. The data collected were recorded in a clinical 
file and compared with the questionnaire data. The results obtained in the 
questionnaire, after analysis, showed that the variable that presented the highest 
percentage was of the students who support the chin with hands 64.15% (n=68). 
In relation to the other habits investigated, 52.86% (n=56) had teeth clenching, 
nail-gnawing 33.96% (n=36), teeth grinding and chewing on the cheek or tongue 
29.25% n=31), the students who bite the lip 26,42% (n=28) and the one with the 
lowest index were those who bite some object 12,26% (n=13), besides that there 
was an association of habits in several students. In the clinical examination, it can 
be concluded that there was a high prevalence of parafunctional habits among 
these students, however, the most observed habit was bruxism, both in its centric 
and eccentric form. Due to the difference between the data of the questionnaire 
and those of the clinical examination, it was evident that the student does 
not have the perception of all the parafunctional habits that he presents, thus 
demonstrating the need for early diagnosis, orientation and awareness to reduce 
possible damages to the system stomatognathic.
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Introduction
There is a reciprocal and constant relationship between the 
various anatomical elements that constitute the stomatognathic 
system with the rest of the organism, both in the state of 
health (orthofunction) and in the disease (pato function) [1,2]. 
In general, parafunctional habits compromise compromised 
physiological components or comfort indexes and the ability to 
cause damage to bones, teeth and soft tissues [3-5].
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These deleterious habits can occur when you are awake, awake, or 
asleep. Forms called diurnal or waking include dental tightening, 
centric (daytime/waking) and eccentric (night/unconscious) 
bruxism, lip biting, cheek or other objects, digital sucking, nail- 
gnawing and inappropriate habits of posture, chewing gum, 
biting pencils, grinding or squeezing teeth that have diverse 
etiology, representing a way to release emotional tension [6-10].

The nocturnal or unconscious forms, also known as eccentric 
bruxism are multifactorial and the factors that contribute to 
this aetiology can be genetic, sleep structure, environment, 
stress, anxiety and psychological, elevation of catecholamines 
level, activation of the autonomic neural system with origin in 
the Central Nervous System (CNS) where the chewing muscles 
are activated [11], and the use of some drugs such as alcohol, 
tobacco, caffeine, etc. [6,10,12-14].

Central or waking bruxism is more often associated with occlusal 
instability, causing dental tightening with isometric muscular 
contraction, producing lactic acid production. Being more related 
to stress and parafunctional habits. In this type of bruxism, there 
is scalloped tongue and linea alba in the jugal mucosa [15].

These habits have been prominent within the dental context 
because they inhibit the normal blood flow of muscle tissues, 
causing accumulation of metabolic products in the cells of these 
tissues, triggering symptoms of fatigue, pain, spasm and apnea 
[2,8,13].

Given the importance of early diagnosis of temporomandibular 
disorders, and knowing that parafunctional habits trigger changes 
in TMJ, anticipation of the diagnosis provides an adequate and 
timely treatment avoiding intervention at a more advanced stage 
of the dysfunction, where irreversible lesions may be established 
[9,15].

Due to the complexity involved in the topic of parafunctional 
habits, from its aetiology, consequences for the stomatognathic 
system and therapeutic behaviors, the present work intends to 
evaluate the prevalence of some of these parafunctional habits 
in UNIFEB dental academics. And demonstrate the need for 
guidance and awareness of the risks of these habits, to reduce 
possible damage to the stomatognathic system.

Literature Review
The activities of the masticatory system are called functional 
and parafunctional, and the functional ones are chewing, 
swallowing and phonation, which enables the system to perform 
the necessary functions with minimal damage to the structures 
[8,10]. Any habit that escapes from functions considered normal 
to the stomatognathic system is considered parafunctional 10. 
These are important in the aetiology of orofacial pain, and this 
painful sensation can vary greatly from patient to patient, as there 
is a threshold of tolerance with different individual biochemical 
and physiological responses to these factors [9,16].

The parafunctional habits such as bruxism, dental tightening, 
nail-biting, among others, are related to the main etiological 
factors of TMD17, since they promote muscular hyperactivity 
[17,18]. These are important indications for the prevention and 
even supplementation of TMD treatment [19].

It has been argued that a parafunctional habit often triggers 
another habit, worsening the former, becoming a vicious 
cycle, or replacing it with another, calling this compensation 
mechanism [20].

Bruxism is one of the most common parafunctional habits found 
today and occurs unconsciously, and it can also occur in a more 
conscious way. This causes dental wear and periods of dental 
tightening [2,21,22]. It is one of the most destructive habits of 
the oral cavity occurring in a dysfunctional and constant way, 
using excessive forces for the dental and periodontal tissues [23].

The aetiology of bruxism, both centric and eccentric, is attributed 
to local, systemic, psychological and hereditary factors. 
Occlusal interferences can be considered as the main triggers of 
bruxism and this is a local factor [23-25]. Directly or indirectly, 
parafunctional habits influence the dental morphology, abnormal 
bone growth, respiratory and formation problems, poor dental 
positioning, altered oral motility and psychological disorders [26].

Several muscles and joint pathologies with the presence of 
pain and/or muscle fatigue are triggered by bruxism, tooth 
clenching among other parafunctional habits, and may even 
lead to limitation of joint movements in addition to cracking and 
crackling [27].

Regarding nail-biting, this can be considered as a form of self-
mutilation and has been seen as a systematic behaviour, which 
reflects emotional distress or high anxiety. Some variations of 
this habit have been observed, such as biting the cuticles and the 
surrounding skin, lips and cheek, as well as chronic digital suction, 
which highlights multi- professional care for case resolution [28-30].

There is a high probability that parafunctional habits promote 
isometric muscle contraction which causes inhibition of blood 
flow to muscle tissues. Consequently, there is an increase of 
carbon dioxide in these tissues besides metabolic wastes which 
will cause fatigue, muscle spasms and pain, that is, collapse in 
the tissues, causing, over time, changes in the muscular system 
and the TMJ [31], which can cause symptoms such as headache, 
blurred vision, dizziness, ringing in the ear, and so on.

Mental parafunctional habits have long been believed to 
destabilize the stomatognathic system, and most patients 
exercise these habits in wakefulness, although they did not know 
the harm they caused [32,33].

Several studies have demonstrated the development of TMD in 
young individuals, culminating with the finding that university 
students develop and are potentially affected by parafunctional 
habits [14,15,31,34]. This is a phase of life in which young 
people undergo stress due to tensions and anxieties [11,35] and 
the discharge of these nervous tensions on the musculature 
associated with muscular hyperactivity creates a greater 
propensity of TMD of muscular origin than to articulate in this 
specific group.

These findings coincide with the age range indicated in research 
[36], where the author stated that the highest incidence of 
parafunctional habits and mandibular cranial dysfunctions is 
from 21 to 30 years because it is a period of higher productivity of 
the society and greater psychological tension, stressing the most 
likely etiological factor for the development of such habits.
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Methodology
The sample of the study was carried out randomly, among the 
1st to 8th Academicians of the Dental Course (UNIFEB). This study 
evaluated 106 students of both genders, aged between 18 and 
33 years old, independent of race and dentition with at least 20 
functional teeth, that is, they act effectively in the masticatory 
process.

The students were clarified regarding the research and only 
those who so decided participated, by signing the Term of Free 
and Informed Consent - TCLE, responding to a questionnaire 22.

There are innumerable methods to evaluate the presence 
of these habits in the patients' daily life, being the self-
administered questionnaire, that is, without the interference of 
the researcher/ examiner, is the most practical and consecrated 
in the national and international literature as valid 22, and most 
widely performed [12,37].

This questionnaire contained items related to demographic 
information, age group, gender, medical history related to the 
use of medications, such as tranquilizers, parafunctional habits 
(tooth clenching, bruxism, nail biting, chewing lip, cheeks or 
objects).

Completion of the questionnaire was carried out by the academic 
[37]. To minimize any doubts of the interviewee, the questions 
belonging to the questionnaire were re-read, as well as the 
exchange of terms not understood by synonyms, in order to 
avoid interferences in the research result.

After completing the questionnaire, the students underwent a 
clinical examination to identify the presence of parafunctional 
habits, which consisted in identifying the presence or absence of: 
facets of dental wear, scalloped tongue and linea alba in the oral 
mucosa, which characterize the habit parafunctional Bruxism in 
both forms; centric bruxism (linea alba of occlusion and scalloped 
tongue) and eccentric bruxism (facets of tooth wear) according 
to the work of Seraidarian et al. [25]. The degree of dental wear, 
nor the extent and densities of the line of occlusion and scalloped 
tongue were not measured.

The data collected were recorded in the clinical file. The 
examination was performed by the same examiner. The intra-
examiner reliability was evaluated by randomly selecting more 
than 10% of the sample for examination at different times, with 
an interval of one hour between the exams. The presence/ 
absence of scalloped tongue, linea alba and wear facets were 
considered, and in all three cases, 100% of the results of the first 
exam were coincident with the second. Due to the absence of 
non-coincident data, it was not possible to perform the Kappa 
39 test.

Results and Discussion
The 106 undergraduate students of the UNIFEB Dentistry course 
from 1st to 8th terms who were examined comprised 70 women 
and 36 men aged 18 to 33 years. Age group confirmed as having 
a higher incidence of parafunctional habits and TMD [36].

The identification of parafunctional habits is proving to be 

important for the prevention and/or early treatment of TMD 
[3,6,8,15,28-30].

The prevalence of parafunctional habits was assessed through 
[12,22,37] and clinical examination. Some data, obtained in 
the questionnaire, were not used in the present study, such as 
the following questions: 1-Has any health problem; 2-makes 
use of medication; 8- did orthodontic treatment; 9-has dentin 
sensitivity.

The answers to the questions considered for the present study 
are presented in Table 1.

The questions on the questionnaire were based on a study of 
[12,22,37,38]. It can be observed in the questionnaire responses 
that the most prevalent habit was to place the hand on the chin 
(64.15%), followed by the habit of grinding teeth (52.86%); toenail 
33.96%; grinding teeth and biting tongue and cheek 29.25%; bite 
the lip 26.42% and bite some object 12.26%.

The habit of putting his hand on chin had the frequency of 
occurrence of 64.15%, approaching the result obtained by 
Lavigne et al. [39] found that 73.5%. However, this percentage 
was reduced to less than half, that is, 33.3% in the work of Miyake 
et al. [40].

The act of nail-biting performed in 33.96% of the students 
interviewed, according to [41-43] the most aggravating the act of 
nail biting would stress, leading the individual to self- mutilation 9.

According to Wells 28, nail-biting can be considered serious due 
to high frequency and intensity, causing physical damage and 
adverse social consequences. The dental surgeon plays a key role 
in identifying dental complications and the potential risk of this 
habit. For, in a study conducted by Feteih [44] and Ballinger, [45] 
a group of 0 to 70 years was found to have a nail-biting habit after 
a 40-year decline.

The sample was standardized for the psycho-emotional 
characteristics of the teaching institution, since they are all 
students of Dentistry, occupied the same facilities, received the 
same practical and theoretical content, by the same faculty, in 
each year of the Dentistry course. The hormonal, gender-related, 
and psychosocial variations of each individual are considered to 
be factors of great influence in the development of parafunctional 
activities, since each individual has his private life which is a 
factor that denotes a great difference between the results found.

The clinical examination carried out in all the participating 
students of the sample allowed us to observe that 97.17% of the 

Questions N° %
Tighten your teeth? 56 52,86%
Range the teeth? 31 29,25%

Bite the lip 28 26,42%
Bites cheek or tongue 31 29,25%

Bite some object 13 12,26%
Put your hand on your chin 68 64,15%

Roe nail 36 33,96%

Table 1 Frequency and percentage of positive responses to the 
questionnaire.



2018
Vol.4 No.3:13

4

ARCHIVOS DE MEDICINA
ISSN 1698-9465

Journal of Orthodontics & Endodontics                          
ISSN 2469-2980

This article is available in: http://orthodontics-endodontics.imedpub.com

sample has facets of tooth wear; 87.74% alba occlusion line and 
83.01% scalloped tongue, as shown in Figure 1.

Dental wear represents the main sign associated with bruxism 
[46-51] providing percentages varying from 6% to 20% of adults 
who, at some point, experience episodes of bruxism.

According to several studies [21,47,51-53], it has been 
demonstrated that bruxism is one of the parafunctional habits 
of higher prevalence and complexity. However, there is a marked 
difficulty in determining the prevalence of bruxism due to 
variation in the frequency and intensity of the episodes [54-56].

Centric bruxism is related to maxillo-mandibular clenching, 
which usually occurs during the day (on watch), in an isometric 
movement, in relation to centric occlusion or maximal 
intercuspation, without slipping. Eccentric bruxism characterizes 
the grinding of the teeth, where there is tightening and sliding 
mandibular in the protrusive and lateral- protrusive positions. 
There is an isotonic pattern of muscle contraction, presenting, 
as a function of slippage, wear in both anterior and posterior 
teeth [57].

According to studies carried out by 25 bruxism in its initial phase, 
its diagnosis would be difficult because it had to be reported by 
observation of the relatives, who could report on audible noise 
and discomfort produced by the patient during sleep, but at a 
later stage facets of wear [58]. Classify wear on incisal edges, 
especially on anterior teeth, such as eccentric bruxism.

The line of occlusion, tongue edges (scalloped) and presence of 
facets of wear on the incisal edges and occlusal surfaces of the 
teeth are clinical signs of parafunctional habits, signs observed in 
the present study [59,60].

Centric bruxism would be diagnosed by means of clinical 
examination for the presence of an albumin line in the jugal 
mucosa and scalloped tongue [60,61]. This was confirmed in 
the clinical examination of this study in 87.74% and 83.02% 
respectively, which contradict with [44,62] that obtained a 
percentage of 8.3%.

The data of the present study corroborate with 6 that affirms 
that the parafunctional activities happens unconsciously, being 
bruxism one of them.

The results found in this study indicate a higher occurrence of 
wear facets, observed in 97.17% for both genders. Individuals 
who have the habit of bruxism present rhythmic dental wear 
and period of tightening of the teeth [21]. As reported by 
[6,63] the present work confirms the unconscious way in 
which parafunctional habits occur, especially bruxism. When 
comparing the answers obtained by the questionnaire and the 
results obtained by the clinical examination, different results can 
be observed, as shown in Table 2.

The discrepancies between the data obtained by the questionnaire 
and the data of the clinical examination show the need for the 
professional to inform the patient about the problem, that their 
awareness is necessary to avoid harmful consequences to the 
stomatognathic system, since the parafunctional habits is still 

a polemic subject in dentistry, both regarding etiology and the 
form of treatment [14,25].

This can be read in research of Bianchini [33], where the author 
states that parafunctional oral habits may have a conscious form, 
although patients do not know their harms, thus demonstrating 
that the patient's awareness is also an important factor to avoid 
destabilization of the stomatognathic system.

Thus, the researched academics who answered the questionnaire 
about what habits they had, that is, were aware that they did, the 
data obtained were: teeth grinding - 52.83%; 29.25% reported 
grinding teeth; 26,42% bite their lips; 29.25% reported biting 
cheek and tongue; 12.26% bite some object; 61.32% underwent 
orthodontic treatment; 30.19% reported tooth sensitivity; 
64.15% have a habit of putting their hand on the chin and 33.96% 
reported gnawing nails.

The results found in this study; teeth were 48% and dental 
tightening was 56% that contradict studies published by Kampel64 
where 80% to 90% of the population developed bruxism, so it 
would be difficult to establish the prevalence of bruxism in the 
population due to the fact that some people creak and clench 
their teeth unconsciously.

Considering the high prevalence of bruxism and the irreversible 
consequences to the stomatognathic system, the dentist should 
seek the early diagnosis of parafunctional habits, since the 
complex and still obscure aetiology makes standard treatment 
impossible for all patients. to be concerned with the orientation 

Percentage resulting from clinical examination.Figure 1

Table 2   Discrepancy between signs found in the clinical examination 
(Line alba and scalloped tongue) and reported by the academicians in the 
questionnaire applied (habit of squeezing the teeth).

Questionnaire Clinical Examination
Range the teeth (Eccentric Bruxism)

29,25% Facets of wear 97,17%

Clench the teeth (Central Bruxism)
52,86%

Alaba Occlusion Line- 87,74%
Scalloped tongue – 83,01%
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of the patient with regard to the problem found, opting for a 
conservative control therapy and periodic reassessment to avoid 
greater damages [64].

What is confirmed in Dawson's [65] research, 2008, and still 
remains to the present day, that there is no specific treatment, 
the first function of the dentist in the choice of therapy is to treat 
the pain that is originated and irradiated from the masticatory 
structures identification of the prevailing etiological factors for 
the success of the treatment.

Conclusion
It is valid to conclude that:

There was a high prevalence of parafunctional habits among the 
academics of the UNIFEB dentistry course.

The most observed parafunctional habit was bruxism, both in its 
centric and eccentric form.

The habit of supporting the hand in the chin had a high prevalence.

The habits of chewing nail, biting cheek or tongue presented 
similar and lower prevalence than those cited above.

There is a need for early diagnosis, guidance and awareness to 
reduce possible damage to the stomatognathic system, because 
people are not always aware of the presence of parafunctional 
habits, which are quite deleterious.
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