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ABBREVIATIONS USED IN THE TEXT 

 

DMA – dento-maxillary apparatus 

DNA - deoxyribonucleic acid 

AFFM - The Alternative Five Factor Model 

AQLQ-M - Asthma Quality of Life Questionnaire 

AQoL-4D - Assessment of quality of life with 4 dimensions 

RMMA - Rhythmic Masticatory Muscle Activity  

TMJ – temporomandibular joint 

SB – sleep bruxism 

MB – mixed bruxism 

AB - awake bruxism 

CASP-16 - Control, Autonomy, Self-Actualization and Pleasure-16 

CBCT – cone beam computed tomography 

CDC HRQoL-4 - Health-Related Quality of Life-4 

CDC HRQoL–14 – Health-Related Quality of Life-14 

MVC – maximal voluntary contraction 

CP5F – The Five-Factor Personality Questionnaire  

CQoLC-K - Quality of Life Index for Caregiver-Cancer Korean version 

DLQI - Dermatology Life Quality Index 

EEG – electroencephalogram 

EKG/ECG – electrocardiogram 

EMG – electromyography 

EORTC-QLQ-C30 - European Organization for Research and Treatment of Cancer Quality 

of Life Questionnaire Core 30 

EQ-5D – EuroQol The 5-level EQ-5D version  

EQ-VAS - EuroQol visual analog scale 
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FLQA-d - Freiburg Life Quality Assessment-dermatitis 

IBDQ - Inflammatory Bowel Disease Questionnaire 

ICIDH - International Classification of Impairment, Disability and Handicap 

L-DOPA – levodopa 

LSD - lysergic acid diethylamide 

NMDA - N-methyl-D-aspartate 

OHIP-14 - Oral Health Impact Profile 

OIDP - Oral Impact on Daily Performance 

WHO - World Health Organization 

PROMIS - Patient-Reported Outcomes Measurement Information System - Global Health 

Scale 

PSG – Polysomnography 

QoL – Quality of life 

QOLI – Quality of Life Inventory 

REM – rapid eye movement 

RMMA - rhythmic movements of the masticatory muscles activity 

SIBDQ - Short Questionnaire for Inflammatory Bowel Diseases 

CNS – central nervous system 

STAB – The standardized system used to assess bruxism 

TWES - Tooth Wear Evaluation System 

ZKPQ - Zuckerman-Kuhlman Personality Questionnaire 
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CURRENT STATE OF KNOWLEDGE 

 

I. MORPHOLOGY AND PHYSIOLOGY OF DENTAL OCCLUSION 

The stomatognathic system is a functional unit of the body responsible for 

mastication, speech and swallowing. It is composed of bones, joints, ligaments, teeth, 

muscles and a detailed nervous control with a role in the regulation and coordination of all 

the component structures. 

Occlusion concepts vary with almost every specialty of dentistry. Common 

definitions are based on the static aspect of the dentition, where the description of the 

occlusion highlights the way in which certain individual parts of the maxillary teeth fit 

together with specific parts of the mandibular teeth. Until recently, only a few occlusion 

concepts included functional criteria. The idea of a functional relationship (versus the idea of 

a simple static relationship) of the occlusal surfaces has become increasingly important due to 

the recognition that functional disorders of the masticatory system can be related to 

malocclusion, occlusal dysfunction, and oral motor behavior disorders, including bruxism . 

[2] 

The anterior teeth are suited to guide the mandible in protrusive and lateral 

excursions. The anterior teeth (including the canines) usually have a vertical overlap, which 

allows the posterior teeth to disengage when the mandible moves from the position of 

maximum intercuspation. A second important element is represented by the fact that the 

heights of the cusps of the posterior teeth decrease towards the back, which also facilitates 

their disengagement when the mandible moves from the position of maximum intercuspation. 

The mandible is a type III lever (like a nutcracker), so the occlusal force on the anterior teeth 

will be lesser than the force on the posterior teeth. Threshold and reflex response of 

proprioceptors reduces the load on the anterior teeth, the anterior teeth being suited to protect 

the posterior teeth during excursion movements of the mandible. [4] 

The posterior determinant can be divided into vertical factors affecting the inclination 

of the cuspid angle and horizontal factors affecting the ridge and sulcus directions of the 

occlusal morphology. For example: condylar inclination denotes the angle at which the 

condyle descends along the articular eminences in the sagittal plane. The greater the angle of 

the articular eminence, the greater the cusp angle and the deeper the fossa. When the 
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mandibular protrusion movement is performed, the posterior part of the mandible descends at 

a greater angle than if the angle of the articular eminence is less steep. [10]  

The TMJ consists of: the glenoid fossa, the mandibular condyle and the articular disc. 

Mandibular movement during normal function and during parafunction involves 

complex neuromuscular patterns that originate in part from a pattern generator in the 

brainstem and are modified by influences from higher centers: the cerebral cortex and basal 

ganglia and from peripheral influences (eg, the periodontium, muscle). [17] 

 

II. THE SCIENTIFIC DIMENSION OF SLEEP BRUXISM 

With the participation of bruxism experts from around the world, a new meeting was 

held in San Francisco in March 2017, which mainly focused on the edification of bruxism 

classification. Thus, new definitions of bruxism according to circadian rhythm have been 

provided:  

✓ „Sleep bruxism is a masticatory muscle activity during sleep that is characterised as 

rhythmic (phasic) or non-rhythmic (tonic) and is not a movement disorder or a sleep 

disorder in otherwise healthy individuals”. [25] 

Central and autonomic nervous system roles in the origin of oromandibular activities 

occurring during sleep are supported by new hypotheses regarding the etiology of bruxism. 

The clinical and paraclinical approach to bruxism can be achieved through non-

instrumental assessments and instrumental assessments. [42] 

PSG for SB assessment is mainly used for research purposes. This method remains 

the gold standard for diagnosing SB and assessing comorbidity with other sleep disorders. 

Due to the high cost and complexity, polysomnography has not been introduced as a 

mandatory evaluation for sleep bruxism in current clinical practice, which is why the need for 

the clinical use of portable devices has arisen.  

Monitoring of masticatory muscle activity and heart rate and the possibility of 

overnight examination by the patient in their own home at a lower cost and with promising 

research results, portable EMG devices offer a useful solution for screening or possibly 

diagnosing patients with emerging sleep bruxism. [54] 

The cut-off point (selected to detect individuals with a self-reported history of teeth 

grinding plus positive clinical signs/symptoms) artificially increased the likelihood that a cut-

off point was intentionally set to best match a certain definition of SB. [57]  
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A new classification system has been suggested, as indicated in the international 

consensus on bruxism assessment: possible sleep/wake bruxism based on positive self-report 

only; probable sleep/wake bruxism based on a positive clinical inspection, with or without 

positive self-report; definite bruxism based on a positive instrumental assessment, with or 

without a positive self-report and/or a positive clinical inspection. [25] 

In 2024, the first version of STAB appears for field testing. The standardized system used 

to assess bruxism consists of two axes – axis A and axis B. [60] 

No method has yet been identified to cure bruxism. Treatment options are aimed at 

preventing damage to the stomatognathic system and are required when the existence of 

negative consequences on the oral structures are observed. [49]  

 

III. PERSONALITY TRAITS AND QUALITY OF LIFE 

The current requirement in healthcare delivery is to be person-centred, which means 

respecting the fact that the patient has personality, this influences commitment to preventive 

care, adherence to pharmacological products, willingness to undergo intervention, monitoring 

and achieving clinical outcomes. [68] 

Two theoretical concepts from biology emerge as central to trait psychology—

sociogenomics and response norms. Both provide a more fundamental understanding of traits 

as biological entities. [78, 79] 

Most personality inventories assess several different personality traits. Each trait is 

rated on its own "scale", which contains several "items". [84] 

The Center for Health Promotion at the University of Toronto defines quality of life as 

the degree to which a person enjoys the important possibilities of life [90]. The term "quality 

of life" is frequently used in contemporary dental literature, even though it was originally 

applied mostly to oncology. 

There are many different approaches to measuring quality of life. How this is measured 

clearly relates to how the term is defined and therefore what is that is being measured. [100] 
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PERSONAL CONTRIBUTION 

4. ARGUMENT 

Motivation 

It is now widely recognized that oral conditions can have different impacts on people 

and their well-being and quality of life. Dental conditions cause pain, discomfort, and affect 

proper physical functions such as chewing, speaking, and smiling, and can influence an 

individual's social roles. Results from various clinical and interventional researches show that 

dental treatments and public health interventions can improve quality of life related to oral 

health status. The medical community has recognized the growing importance of patient-

reported outcome assessments in clinical practice, public health, and research. 

Awareness of the fact that bruxism causes negative effects on the quality of life 

related to oral health (and not only) will be able to impose measures taken by public oral 

health policies to combat/limit this phenomenon. Likewise, the identification and highlighting 

of personality traits as an important weight in the entire arsenal of causal factors could in the 

future lead to psychological support also promoted through policies aimed at community 

health. 

Although there is research on the elements mentioned above, in-depth studies are 

needed to better understand the complex interplay between SB, personality traits, and quality 

of life. The interdisciplinary potential of this topic highlights the need for collaboration 

between dentists and psychologists, thus favoring a deeper understanding of the phenomenon 

of sleep bruxism. Within this context, it emerges that the multidisciplinary approach to sleep 

bruxism creates a starting point for a comprehensive view of the implications of SB. 

5. WORK HYPOTHESIS AND GENERAL OBJECTIVES 

The work hypothesis for the present research was the assumption that there are 

significant relationships between sleep bruxism, personality traits, and quality of life. The 

following general objectives were outlined around this hypothesis: realization of the intraoral 

epidemiological and clinical profile in the case of a group of patients with self-reported sleep 

bruxism; highlighting the relationship between episodes of bruxism during sleep and 
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personality traits in a group of patients with definite sleep bruxism; highlighting the 

relationship between personality traits, quality of life related to oral health status and global 

quality of life in a group of patients diagnosed with definite sleep bruxism. 

6. Study 1: EPIDEMIOLOGICAL AND CLINICAL INTRAORAL 

CHARACTERISTICS ASSOCIATED WITH A GROUP OF PATIENTS WITH SELF-

REPORTED SLEEP BRUXISM 

6.1. Introduction 

With the emergence of the new definitions offered to bruxism according to the 

circadian rhythm on the occasion of the 2017 International Consensus in San Francisco [25], 

sleep bruxism takes on a new dimension, both in terms of the ways of manifestation and in 

terms of etiopathogenesis, diagnosis and the problematization raised by the consideration of 

this phenomenon as a risk factor/protective factor/harmless behavior. 

The aim of this research is to perform the intraoral epidemiological and clinical 

profile of a group of patients with self-reported sleep bruxism. 

6.2. Material and method 

This study was conducted on an initial number of 360 female and male patients, aged 

between 21 and 57 years. The study was carried out within the Faculty of Dentistry, Ovidius 

University of Constanța and within a dental practice during 2021-2024. 

In order to identify patients with episodes of self-reported SB, data were taken from 

the patient observation sheet. Demographic data and data on tobacco, alcohol and caffeinated 

beverage consumption were also extracted from patient records. For each patient identified 

with positive self-report for SB, the clinical examination was performed. From the clinical 

examination, the following were noted: determination of dental wear, identification of soft 

tissue changes. The periodontal community index was determined by using a periodontal 

probe (with a spherical active part with a diameter of 0.5 mm and marking from 3.5 mm to 

11.5 mm) at the mesio-vestibular level, the middle of the vestibular surface, disto-vestibular 

level for the following teeth: upper and lower second and first molars; right upper central 

incisor and left lower central incisor. 

The statistical analysis and processing of the obtained data was carried out using IBM 

SPSS Statistics 2023 and Microsoft Office Excel 2007. With the help of these programs, the 

following procedures were carried out: graphs and descriptive statistics in order to 

characterize the variables. 
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6.3. Results 

 360 patients were initially enrolled in the study, who benefited from a routine 

examination in the dental office. 59.4% of the participants presented a negative self-report 

(Non-B) regarding the perception of bruxism. Depending on the circadian type of 

manifestation, 12.5% of the participants presented a positive self-report for both forms of 

bruxism (MB), 12.5%  for awake bruxism (AB) and 26.7% for sleep bruxism (SB). 

According to the study inclusion criteria, the actual study was conducted on a number of 96 

patients who self-reported bruxism during sleep. Most of the participants in the study were 

men, with a percentage of 58.3%, and the percentage of 41.67% corresponds to the female 

gender. 

Most of the participants in the study were non-smokers (86.5%), a percentage of 5.2% 

stating a consumption of more than 10 cigarettes/day. Regarding alcohol consumption, most 

patients declared abstinence from alcoholic beverages (55.2%), followed by those who 

declared occasional consumption (43.8%). The consumption of drinks with caffeine content 

was found in a proportion of 61.5%. 56% of the study participants stated that they have 

relatives in the family (mother/father/son/daughter/grandfather/grandmother) known to have 

sleep bruxism. 

The clinical evaluation of tooth wear was performed on a number of 576 sextants. 

 

 

Table VI.8. Descriptive analysis of tooth wear scores recorded for each sextant 

Indices of central 

tendency 

Sextant 

I 

Sextant 

II 

Sextant 

III 

Sextant 

IV 

Sextant  

V 

Sextant 

VI 

Mean 1.427 1.646 1.313 1.406 1.740 1.438 

Median 1 2 1 1 2 1 

Standard Deviation 0.611 0.740 0.654 0.719 0.567 0.646 

Minimum  0 0 0 0 1 0 

Maximum 3 4 3 4 3 3 

Sum 137 158 126 135 167 138 

Cont 96 96 96 96 96 96 
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Table VI.9 Frequency, percentage distribution and total number of cases for clinical 

signs indicating the influence of mechanical factors identified at the level of posterior and 

anterior sextants 

 

Code 

clinical sign 

Posterior  

sextants  

Anterior 

sextants 

 

Total  

cases Upper jaw Mandible Upper jaw Mandible 

1 36 (33.33%) 16 (14.82%) 21 (19.44%) 35 (32.41%) 108  

2 73 (28.63%) 60 (23.53%) 50 (19.61%) 72 (28.23%) 255  

3 56 (53.34%) 48 (45.71%) 1 (0.95%) 0 (0%) 105  

4 24 (30.38%) 22 (27.85%) 24 (30.38%) 9 (11.39%) 79  

5 28 (21.54%) 84 (64.61%) 5 (3.85%) 13 (10.00%) 130 

6 2 (5.56%) 8 (22.22%) 7 (19.44%) 19 (52.78%) 36 

7 44 (28.38%) 57 (36.78%) 14 (9.03%) 40 (25.81%) 155 

8 65 (46.76%) 55 (39.57%) 9 (6.47%) 10 (7.20%) 139 

9 48 (20%) 67 (27.92%) 57 (23.75%) 68 (28.33%) 240 

Total clinical signs 376 417 188 266 1247 

 

 

 

Table VI.11. Frequency and distribution of severity of tooth wear according to 

sextants (only scores in the range 1-4 were considered) 

 

 

Degree of 

tooth 

wear 

SI SII SIII  SIV SV SVI  Total 

sextants 

by 

severity 

of tooth 

wear 

Frequency 

(Percentage) 

Frequency 

(Percentage) 

Frequency 

(Percentage) 

Frequency 

(Percentage) 

Frequency 

(Percentage) 

Frequency 

(Percentage) 

Mild 

49 (53.3%) 36 (39.1%) 55 (61.8%) 48 (53.9%) 31 (32.3%) 50 (54.3%) 269 

(48.91%) 

Moderate 

41 (44.6%) 47 (51.1%) 31 (34.8%) 37 (41.6%) 59 (61.5%) 38 (41.3%) 253 

(46.00%) 

Severe 

2  

(2.1%) 

8  

(8.7%) 

3  

(3.4%) 

3  

(3.4%) 

6  

(6.3%) 

4  

(4.3%) 

26 

(4.73%) 

Extreme 

0  

(0.0%) 

1  

(1.1%) 

0  

(0.0%) 

1  

(1.1%) 

0  

(0.0%) 

0  

(0.0%) 

2 

(0.36%) 
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Table VI.12. Distribution of soft tissue changes for the selected batch 
The clinical entity  Localization Frequency Percent 

 

Linea alba 

Right jugal mucosa 18 18.75% 

Left jugal mucosa 15 15.62% 

Bilateral jugal mucosa 24 25.00% 

Not detected 39 40.63% 

 

Lip impression 

Upper lip mucosa 4 4.2% 

Lower lip mucosa 14 14.6% 

Upper and lower lip mucosa 4 4.2% 

Not detected 74 77.1% 

 

 

Tongue scalloping 

Right surface of tongue 8 8.3% 

Left surface of tongue 16 16.7% 

Anterior surface of tongue 11 11.5% 

Bilateral 12 12.5% 

Not detected 49 51% 

 

Table VI.13. Statistical distribution of the community periodontal index (CPI) value 

according to sextants (S = sextant) 
 

CPI value 

SI SII SIII  SIV SV SVI  

Frequency 

(Percentage) 

Frequency 

(Percentage) 

Frequency 

(Percentage) 

Frequency 

(Percentage) 

Frequency 

(Percentage) 

Frequency 

(Percentage) 

0 11 (11.5%) 5 (5.2%) 11 (11.5%) 10 (10.4%) 4 (4.2%) 6 (6.3%) 

1 35 (36.5%) 41 (42.7%) 40 (41.7%) 31 (32.3%) 22 (22.9%) 41 (42.7%) 

2 37 (38.5%) 39 (40.6%) 35 (36.5%) 45 (46.9%) 49 (51.0%) 35 (36.5%) 

3 10 (10.4%) 9 (9.4%) 7 (7.3%) 8 (8.3%) 14 (14.6%) 9 (9.4%) 

4 3 (3.1%) 2 (2.1%) 3 (3.1%) 2 (2.1%) 7 (7.3%) 5 (5.2%) 

Total  96 (100%) 96 (100%) 96 (100%) 96 (100%) 96 (100%) 96 (100%) 

 

6.4. Discussions 

According to the specialized literature, the prevalence of bruxism is up to 30% of the 

population. [109]. There are older studies according to which the prevalence of sleep bruxism 

was 15.7% - 17.6% in the general population [110]. Other studies revealed a percentage of 

31.8% for sleep bruxism. [111] 

Lavigne et al. tested smoking as an exacerbation or risk factor for SB. The prevalence 

of SB was significantly higher for smokers with bruxism (12% - 82 of 682 participants) than 

for those with bruxism episodes that are nonsmokers (6.7% - 80 of 1192 participants; P < 

0.001). [118] It has been observed that when the amount of alcohol consumed increases, the 

risk of weekly bruxism episodes increases. [108] 

Coffee consumption is not related to sleep fragmentation in regular coffee drinkers. 

Habitual coffee and tea consumption does not influence C-reactive protein, serum uric acid, 

electrolyte and lipid concentrations in patients with sleep disorders. [119] 
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According to Khoury et al. a hazard ratio of 2.5 for having a first-degree family 

member with SB was identified in individuals with sleep bruxism. [115] 

Johansson et al. highlights that the maxillary and mandibular anterior teeth were more 

affected by the wear process compared to the lateral teeth, both incisors and canines 

presented an average score of 2, which corresponds to dentine wear, no significant 

differences being identified between incisors and canines. For the posterior teeth, an average 

score equal to 1 was recorded – facets marked by wear in the enamel, with no major 

differences between premolars and molars. [123] 

Multivariate analyzes showed that several variables were independently associated 

with the risk of developing non-carious cervical lesions, bruxism (without specifying the type 

of bruxism) being considered statistically significant (P = 0.018, P < 0 .05 being considered 

significant). [125] 

Daniele Manfredini et al. by analyzing some studies from the specialized literature 

suggests that bruxism cannot cause periodontal damage in itself. [130] 

 

7. Study 2: STUDY OF THE RELATIONSHIP BETWEEN EPISODES OF SLEEP 

BRUXISM AND PERSONALITY TRAITS IN A GROUP OF PATIENTS WITH 

DEFINITE BRUXISM 

7.1. Introduction 

 In STAB published in the Journal of Oral Rehabilitation in 2024, the authors indicate 

as part of the SB domain (A7) that instrumental assessment during sleep should be performed 

using electromyographic devices, whose measurements should be interpreted based on 

parameters regarding masseter muscle events and activity (number of events exceeding 10% 

of maximum voluntary contraction, bruxism index, bruxism time index, bruxism work index, 

if available). Regarding the polysomnography assessment, this appears as an optional item. 

[131] 

Jorgić-Srdjak et al. highlighted the fact that patients presenting episodes of bruxism 

may present the following personality traits: exploratory, impulsive, extravagant and irritable, 

pessimistic, fearful, shy and prone to fatigue, critical, aloof, detached and independent, lazy, 

pampered, underachieving and pragmatic. [67] 

The purpose of this study is to highlight the relationship between episodes of bruxism 

during sleep and personality traits in a group of patients with defined sleep bruxism. 
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7.2. Material and method 

This study took place in the period 2022-2024 and continues the study previously 

presented in this paper. The study group was formed by identifying those patients who were 

included in the "probable sleep bruxism" category (positive clinical evaluation+positive self-

report) from the group of patients presented in the previous study. After filtering patients 

according to the inclusion and exclusion criteria, 78 patients were further integrated into the 

study. The instrumental method of assessing SB was performed using the portable device - 

Bruxoff, Bioelettronica, Turin, Italy. The CP5F Questionnaire (5-Factor Personality 

Questionnaire) was used to assess personality traits. 

 

7.3. Results 

Table VII.2. Descriptive statistical indices for study group according to parameters 

recorded using the Bruxoff device 

 

 

 

 

Bruxism 

index 

Masseter 

contraction  

Examination 

duration 

Average 

heart rate 

Phasic 

contractions 

Tonic 

contractions 

Mixed 

contractions 

N Valid 78 78 78 78 78 78 78 

Missing 0 0 0 0 0 0 0 

Mean 6.2641 87.6667 409.4487 60.5128 13.0000 44.8077 6.7564 

Median 6.1000 74.0000 420.0000 61.5000 10.0000 32.0000 6.0000 

Std. Deviation 2.28450 84.93491 58.51776 7.93602 9.41262 43.09731 4.30097 

Skewness .272 2.580 -.209 -.336 1.983 1.851 .164 

Std. Error of Skewness .272 .272 .272 .272 .272 .272 .272 

Kurtosis -.653 6.330 -1.219 -.956 3.399 3.219 -.965 

Std. Error of 

Kurtosis 
.538 .538 .538 .538 .538 .538 .538 

Minimum 2.10 17.00 300.00 45.00 3.00 3.00 .00 

Maximum 11.40 401.00 500.00 77.00 43.00 203.00 16.00 
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Table VII.9. Descriptive analysis of the variables represented by the Rated Score (T) 

corresponding to desirability and personality traits 

 

Rated Score (T) 

 

Desirability 

 

Extraversion 

 

Amiability 

 

Conscientiousness 

Emotional 

stability 

 

Autonomy 

N Valid 78 78 78 78 78 78 

Missin

g 
0 0 0 0 0 0 

Mean 54.1026 43.0256 53.6026 43.7564 44.3333 52.5897 

Median 54.5000 42.0000 52.0000 45.0000 43.0000 52.0000 

Std. Deviation 7.14886 11.68635 8.09736 9.57294 11.04144 9.47373 

Skewness .179 .312 .391 .326 .802 -.268 

Std. Error of 

Skewness 
.272 .272 .272 .272 .272 .272 

Kurtosis -.400 -1.101 -.249 -.382 .410 .716 

Std. Error of 

Kurtosis 
.538 .538 .538 .538 .538 .538 

Minimum 39.00 26.00 36.00 25.00 25.00 28.00 

Maximum 68.00 67.00 69.00 65.00 71.00 76.00 

 

 

Table VII.12. The values of the Pearson correlation coefficient (r) between the variables 

represented by the type of muscle contractions (mm.) masseters and the rated scores (T) for 

each personality factor (ρ = value of Sig. (2-tailed), * Correlation is significant at the level of 

0 .05 (2-tailed). **Correlation is significant at the 0.01 level (2-tailed). 

Variable - 

type of 

contractions 

mm. masseter 

Variable - rated score (T) for each personality factor 

 

Extraversion 

 

Amiability 

 

Conscientiousness 

 

Emotional 

stability 

 

Autonomy 

r ρ r ρ r ρ r ρ r ρ 

Masseter 

contractions 
-.176 .124 -.012 .914 .059 .608 -.089 .436 -.125 .276 

Phasic 

contractions 
.261* .021 .021 .852 .022 .846 .345** .002 -.268* .018 

Tonic 

contractions 
.189 .097 -.054 .639 .057 .621 .277* .014 -.173 .129 

Mixed 

contractions 
.114 .322 -.120 .294 .278* .014 .257* .023 -.199 .080 
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7.4. Discussions 

Ohlmann et al. did not confirm a consistent correlation between the SB index and 

masseter contractions, including between the index and phasic, tonic, and mixed contractions. 

[140] 

We did not identify studies using the same type of data collection methods (Bruxoff 

device and CP5F questionnaire) to be subjected to statistical analysis in our chosen research 

context. This is the reason why there were not many data to compare with the results obtained 

in the present study. Most studies in specialized literature are focused on the links between 

bruxism and the perception of stress, anxiety, depression. [133] 

8. Study 3: STUDY OF THE RELATIONSHIP BETWEEN QUALITY OF LIFE AND 

PERSONALITY TRAITS IN PATIENTS DIAGNOSED WITH DEFINITE SLEEP 

BRUXISM 

8.1. Introduction 

Oral health-related quality of life is a multidimensional construct that includes a 

subjective assessment of an individual's oral health, functional well-being, emotional well-

being, expectations and satisfaction with care, and sense of self. [98] 

Tay et al. reported that “possible bruxism” is significantly associated with poorer oral 

health-related quality of life in Asian adults. [145] 

The aim of this study is to highlight the relationship between personality traits, quality 

of life related to oral health status and global quality of life in a group of patients diagnosed 

with definite sleep bruxism. 

8.2. Material and method 

The study sample consisted of 78 patients taken from the previous study. Due to the 

withdrawal of 10 patients during the study, the final group included 68 patients. In order to 

identify the level of quality of life related to oral health status and global quality of life, the 

following were used: the OHIP-14 questionnaire and the QOLI form. The research consists of 

two parts. The first part of the study aimed to collect data regarding the identification of the 

level of quality of life (global quality of life and quality of life related to oral health status). 

The second part of the study consisted of carrying out the initial treatment specific to bruxism 

and identifying after a period of 6 months since the initiation of this treatment phase for the 

level of quality of life, for both forms. The initial bruxism-specific therapy was carried out as 

follows: patient awareness, patient counseling, making occlusal guards and applying them 

during sleep. 
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8.3. Results  

 

Table VIII.5. The Pearson correlation test for the variables initial OHIP-14 score and 

bruxism index (**Correlation is significant at the 0.01 level (2-tailed)) 

 Bruxism Index Initial OHIP-14 score 

Bruxism Index Pearson 

Correlation 
1 .837** 

Sig. (2-tailed)  .000 

N 68 68 

Initial OHIP-14 

score 

Pearson 

Correlation 
.837** 1 

Sig. (2-tailed) .000  

N 68 68 

 

 

 

Table VIII.6. Pearson correlation test for bruxism index variables and standardized T 

QOLI score at baseline (**Correlation is significant at the 0.01 level (2-tailed)) 

 

Bruxism 

index 

Initial standardized 

T QOLI score 

Bruxism Index Pearson Correlation 1 -.435** 

Sig. (2-tailed)  .002 

N 68 68 

Initial standardized T QOLI 

score 

Pearson Correlation -.435** 1 

Sig. (2-tailed) .002  

N 68 68 
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Table VIII.14. Multivariate regression analysis for the dependent variable final 

OHIP-14 score and the independent variables: T-scores corresponding to the extraversion, 

emotional stability, conscientiousness scales 

Model 

Unstandardized 

Coefficients 

Standardized 

coefficients 

t Sig. B Standard error Beta 

1 (Constant) 18.217 4.765  3.823 .000 

Quotas T Conscientiousness -5.317 1.550 -.350 -3.431 .001 

Quotas T Emotional Stability -5.935 1.874 -.419 -3.167 .002 

Quotas T Extraversion -.956 1.721 -.070 -.555 .581 

 

Table VIII.16. Regressive multivariate analysis for the dependent variable final QOLI 

standardized T score and the independent variables: T-scores corresponding to the 

extraversion, emotional stability, conscientiousness scales 

Model 

Unstandardized 

Coefficients 

Standardized 

coefficients 

t Sig. B Standard error Beta 

1 (Constant) 50.560 3.309  15.279 .000 

Quotas T Extraversion 2.386 1.076 .247 2.217 .030 

Quotas T Emotional Stability 1.135 1.301 .126 .873 .386 

Quotas T Conscientiousness 3.426 1.195 .394 2.866 .006 

 

8.4. Discussions 

We did not identify any studies in the literature that assessed the quality of life for 

adult patients with definite sleep bruxism using the QOLI inventory, but it was possible to 

locate one study [155] that analyzed this aspect and that used the Quality Of Life Scale of the 

World Health Organization (WHOQOL-BREF) and highlighted that SB was not associated 

with poorer overall quality of life. In the study carried out by us, most of the patients 

(80.88%) registered an average level of quality of life, and 17.65% a high level. Regarding 
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the low level, a percentage of 1.47% was identified. No cases were detected that obtained 

integrable scores for a very low level of quality of life. 

No studies were identified in the specialized literature that carried out this type of 

analysis for the quality of life related to oral health and the parameters recorded for the 

activity of the masseter muscles during sleep in patients with sleep bruxism. 

In a study conducted by Gabriella et al. a significant relationship between 

"conscientiousness" and "extraversion" and a perceived improvement in oral lichen planus 

could be observed. According to the study, the higher the degree of "conscientiousness", the 

better the perceived quality of life related to oral health. In addition, "extraversion" had a 

significant influence on the improvement of the clinical severity index. The authors 

concluded that personality traits, especially conscientiousness and extraversion, have a 

significant impact on the perception of therapeutic intervention in oral lichen planus. [164] 
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CONCLUSIONS 

➢ Regarding the classification of tooth wear according to severity, moderate and severe 

tooth wear showed the highest frequency in anterior sextants, posterior sextants 

presented the mild form of tooth wear, and extreme tooth wear was present in a small 

number of cases.  

➢ The sextants most affected by occlusal/incisal tooth wear were the anterior sextants, at 

this level the highest mean scores were recorded, with the dominance of the 

mandibular anterior sextants compared to the maxillary ones.  

➢ The main soft tissue changes were represented by the linea alba with bilateral 

localization and the indentations on the left lateral surface of the tongue.  

➢ We found a strongly positive and statistically significant relationship between the 

number of phasic contractions and the number of tonic and mixed contractions. 

➢ The bruxism index showed a strongly negative, highly significant correlation with 

extraversion and emotional stability and a highly significant positive correlation with 

conscientiousness. 

➢ We found a strong negative, highly significant relationship between oral health-

related quality of life scores and global quality of life scores. In this context, it should 

be taken into account that with an increased OHIP-14 score, it means a poorer oral 

health-related quality of life.  

➢ The increase in the quality of life score related to oral health can be predicted 

according to the increase in the sleep bruxism index and the number of phasic and 

mixed contractions of the masseter muscles, and the decrease in this score can be 

predicted according to the increase in the number of tonic contractions.  

➢ Although the level of global quality of life did not change after the initial SB-specific 

treatment, changes in weighted satisfaction for the health and self-esteem domains of 

the QOLI were observed with the increase in the minimum scores and the change in 

the mean of the weighted scores for the mentioned domains.  

➢ The increase in both forms of quality of life after the start of the initial SB-specific 

therapy can be predicted according to the increase in T-rated scores (T-quota) on the 

administration of the CP5F questionnaire for conscientiousness, emotional stability 

and extraversion.  
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ORIGINALITY AND INNOVATIVE ASPECT 

 

The elements of originality and innovation are also represented by the creation and 

use of a modern, complex and multidisciplinary research framework in a current direction of 

interest, combining the dental field with the psychological field.  

The diagnosis of nocturnal bruxism and the evaluation of the changes produced by it 

in the context of the descriptive parameters of the oral health state represent the needs of 

many patients who face this phenomenon. Also, assessing the impact that sleep bruxism has 

on quality of life is particularly important. The connection between sleep bruxism and the 

personality traits suggested by the results obtained in this research, to which the information 

found in the specialized literature is added, responds to the challenges arising from the 

etiological context of sleep bruxism and increases the range of diagnostic and therapeutic 

approaches to this phenomenon in the area of a multidisciplinary approach , given the neuro-

psycho-physiological nature of bruxism, on the one hand, and its effects on oral health as an 

important component of quality of life, on the other.  
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