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HABIT DISORDERS

 Habits involve an action or pattern of behavior 

that is repeated often.

 Habits are common in childhood and range from: 

benign and transient behaviors:

 Thumb sucking

 Nail biting

 to more problematic:

 Tricotilomana

 Bruxism



PART 1

THUMB SUCKING



 Thumb sucking is a behavior that can be grouped 

under a list of habits known as non–nutritive 

sucking habits. 



 As a comforting behavior, within this group, we 

can also find the use of:

 pacifiers

 blankets

 sucking on other fingers









 Thumb-sucking has been considered an activity 

that serves as an adaptive function by providing 

stimulation or self-soothing.



 Non-nutritive sucking habits are common in 

young children, and as they grow older, they tend 

to stop them.

 In most cases, this habit ceases spontaneously 

between 2 and 4 years of age.



 Nevertheless, if thumb sucking continues, 

negative consequences can occur, such as:

 Deformity of the nail

 Paronychia

 If the habit persists while the permanent 

dentition is erupting, malocclusion can occur. 



 Clinicians must be aware of the non-nutritive 

sucking habits, including thumb-sucking and 

their negative impact on oral health, as well as 

the complications that can arise with them.

 Caregivers commonly introduce pacifiers to help 

the infants calm down when agitated. 



 Etiology

 The development of sucking by itself is a 

primitive reflex that appears early in infants. 

Sucking behavior in children is associated with 

self-comfort and security feeling.



 It seems that finger sucking is closely related to 

the psycho-emotional maturity of a child. Most of 

the children discontinue this habit spontaneously 

by the age of 4 years when more developed self-

management skills arise.



 Epidemiology

 Non–nutritive sucking habits such as thumb 

sucking and finger sucking are prevalent among 

children all over the world, including all 

socioeconomic classes.



 The incidence of thumb sucking can be very 
variable depending on the geographic area.

 82% incidence of non–nutritive sucking behaviors 
during the first five months of life

 73% incidence of non–nutritive sucking habits in 
children between 2 and 5 years.

 As children grow older, the behavior tends to 
stop.

 Studies have shown the presence of a digit or 
pacifier sucking habit in about 48% of children at 
4 years of age and 12.1% in children older than 7 
years. The habit persists in 1.9% of 12-year-old 
children



 Pathophysiology

 Thumb sucking can be characterized by:

 the frequency

 intensity

 and duration

 The duration of the force in thumb/digit is more 

critical than its magnitude, and the resting 

pressure has the greatest impact on the position 

of the tooth.

 Thumb sucking can lead to dento alveolar and 

skeletal malformations.



 History and Physical

 A thorough history is essential to characterize: 

the frequency, duration and intensity of the 

thumb sucking.



 Physical exam in these patients can be 

remarkable for blisters located in the affected 

thumb since vigorous sucking can induce this. 

Sucking pads or calluses can appear as well, 

being the result of hyperkeratosis. 





 Findings on the oral exam include:

 proclination in upper incisores

 retroclination of the lower incisors

 due to the placement of the thumb behind the 

upper incisors

 The thumb can also prevent the eruption of the 

upper and lower incisor leading to the 

development of anterior open bite and increased 

overjet.









 Evaluation

 An oral examination is crucial to evaluate for 

possible complications of thumb sucking. The 

first oral evaluation for all children is 

recommended when the first tooth erupts, no 

longer than 12 months of age.



 Examining of the:

 oral soft tissues

 palate

 alveolar ridges

 and any erupted/ erupting teeth is essential. 



 Treatment / Management

 Several treatment options have been proposed for 

thumb sucking. 



 Treatment options can range from:

 counseling to the patient and parent

 use of different mouth appliances

 implementation of behavior-modification 

techniques such as advice and incentives for 

changing behavior.











 applying a nasty tasting substance to the 

children's thumbs

 Myofunctional therapy or combinations of these 

treatments.





 The use of an orthodontic brace

 A psychological intervention (such as the use of 

positive or negative reinforcement)

 Or both



 In severe cases, there can be a need for 

orthognathic surgery.

 Once treatment is completed, there is still the 

possibility of relapse and reestablishment of 

malocclusion.





 Prognosis

 Thumb sucking ceases spontaneously between 2 

and 4 years of age in most of the cases. 



 Overall the prognosis is benign.

 If dental malocclusion appears as a consequence 

of thumb sucking, it can correct by itself if the 

habit stops and if the skeletal deformity is mild

 If the habit persists beyond four years of age, 

management can be instituted. The risk for 

relapse of the habit after adequate treatment is 

always a possibility.



 The thumb can also be affected and develop 

complications such as deformities requiring, in 

some occasions, surgical correction.



 Consultations

 Dental and orofacial consultations are key parts 

of the team management of thumb sucking.



 Parent and caregiver education must include 

positive reinforcement techniques, 

including praising the child when he or she 

doesn't suck the thumb. 



 Parents can try to find alternative ways that are 

soothing and comforting for children, give 

reminders for thumb sucking, and involve 

older kids or family members in ways they can 

support the affected child to stop sucking their 

thumb.



 An interprofessional team constituted by 

pediatricians, dentists, and psychologists 

provides an integrated approach to persistent 

thumb sucking along with communication to 

achieve the best possible outcomes.



 Summary:

 Thumb sucking:

 A non-nutritive sucking and self soothing habit

 In most cases ceases spontaneously between 2-4 

yrs old

 If continues negative consequences like nail 

deformity and dental maloclusion will be 

presented.



 Treatment and management;

 Parents education:

 Position reinforcement techniques

 Find alternative ways that are soothing and 

comforting for children

 **dental and orofacial consultatation





PART2

 Nail biting



 Onychophagia or nail biting is an oral compulsive 

behavioural disorder particularly common in 

children and young adults.

 The crossing of any digit from an individual’s lips 

is called NB.

 Operational definition of NB is “putting one or 

more fingers in the mouth and biting on nail with 

teeth.”

 The habit of NB is often limited to fingernails, 

and most of individuals with the habit do not 

have any preference for biting any of the 

fingernails. 



 Nail biting is not a pathological condition in all 

times and all patients.

 However, it is not exactly clear where the border 

between the healthy and unhealthy behavior of 

NB is.

 Nail biting in healthy children is temporary, and 

does not last very long.

 The frequency, intensity and duration of 

pathological NB are higher than those in normal 

individuals.



 Epidemiological Factors

 Nail biting usually does not start until the age of 

three or four years.

 The prevalence of NB increases from childhood to 

adolescence, and then decreases in adulthood.

 The rates of NB in seven to 10-year-old children 

and during adolescent are suggested being 20–

33% and 45%, respectively.



 Etiological Factors

 Oral habits including NB have an environmental 

etiology, and are risk factors for malocclusion 

development, especially in children older than 

preschool years. Inadequate motor activity is 

supposed to be a cause of an increase in NB.



 Although, it was suggested that NB might reduce 

anxiety or tension, recent studies do not support 

the anxiety theory for NB. Nail biting usually 

occurs as a result of boredom or working on 

difficult problems rather than anxiety. Nail biter 

do not bite their nail when they are engaged in 

social interactions, or when they are 

reprimanded for the behavior.

 It is suspected that smoking and gum chewing in 

adults are substitutes for NB in childhood.



 Co-Morbidities or Underlying Conditions:

 attention deficit hyperactivity disorder

 oppositional defiant disorder

 and separation anxiety disorder

 Other less common co-morbid disorders include 

enuresis, tic disorder ,and obsessive compulsive 

disorder, major depressive disorder ,mental 

retardation, and pervasive developmental 

disorder.



 Outcomes

 Nail biting consequences are not limited to the 

afflicted individuals, and usually have impact on 

members of the family. Sometimes, the parents 

or other family members feel shame from the 

behavior of their children or siblings. The 

children or adults with NB might be laughed at 

or stigmatized by others.



 Nail biting may cause restriction in social 

behaviors, or behaviors that should be done in 

the presence of others using hands such as 

writing, drawing, or playing. Children with NB 

are frequently attacked by others. 



 Children with NB are usually told that they are 

able to control or stop NB, but they do not like to 

stop it. Attacks not only do not improve NB 

behavior, but also can add more to the stress, 

frustration, helplessness, hopelessness and 

anxiety of the children.

 In addition, nail biting has effects on the oral 

carriage of Enterobacteriaceae. The rate of 

Enterobacteriaceae is more in the oral cavities of 

children with NB habit than those without it.



 The force of biting nails can be transferred to the 

root of teeth and lead to apical root resorption,

alveolar destruction malocclusions, 

temporomandibular disorders, and gum injuries. 

Moreover, nail biting may damage the tissue 

around the nail and lead to infection and teeth 

root damage.



 Management and Treatment

 Any treatment should be accompanied by 

educating the afflicted children as well as their 

parents, siblings and teachers.

 They should be taught about what to do and 

what not to do about it. For example, they should 

know that punishment, threat or laugh at the 

children with NB can increase this behavior, 

because they try to catch others' attention by NB



 Sometimes, the parents feel guilty for their 

children NB habits. These feelings should be 

detected and managed. Siblings may feel shame 

for to their brothers' or sisters' NB behavior. So, 

they need to be included and educated in the 

process of management as well. 



 Coating nails with unpleasant materials or 

covering them is tried by many parents, but it is 

usually ineffective. Others should not blame 

children with NB habit and increase their 

disappointments, instead they should encourage 

them, and give them support and confidence.



 The management and treatment of child with NB 

behavior will not happen in a few sessions, it is a 

long process.



 There are some methods suggested for controlling 

of NB such as chewing gum or wearing a rubber 

piece on the wrist. However, these approaches 

need to be studied in control trials for their 

efficacy. Also, the efficacy of engaging fingers 

with substitute activities such as writing, 

drawing, holding small balls, or musical 

instrument should be investigated. 



 Psychotherapy

 There are limited controlled clinical studies on 

behavioral or psychotherapeutic approaches to 

the treatment of NB. There are some cognitive 

behavioral techniques for the management of 

children’s behaviors. These techniques have 

many similarities, and are based on cognitive and 

behavioral principles such as learning principles. 

All of them teach some skills to the children to be 

able to control NB behaviors.



 Punishment

 Punishment is not effective in the treatment of 

NB. The effect of punishment is not more than 

placebo



 Pharmacotherapy

 Flouxtine has been reported to be effective for the 

treatment of chewing of digits.



 Summary;

 Nail biting:

 An oral compulsive behavioural disorder

 Is not a pathological condition in all times and all 

patients

 In healthy children is temporary

 Usually starts after age 2-4 yrs old



 Nail biting is risk factor for:

 Dental maloclusion

 Infection

 Impact on members of family like feeling 

shame…stigmatization of child..

 Restriction in social behaviors

 Management:

 Education of children parents, teacher and 

sibling for giving them support and confidence.



 Punishment and laughing the child can increase 

the behaviour

 If continued refer to ped. psychiatrist for the 

other treatments.
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PART3

 Tricotilomania



 Hair pulling in childhood:

 Is susually an acute reactional process related to 

emotional stress or it may be a habit in young 

children.

 It may also be seen in tricotilomania and as part 

of more sever psychiatric disorders usually in 

adolescents.



 Trichotilomania ethiology:

 Due to DSM-5 is an obssesive -compulsive 

disorders.

 Diagnostic criteria:

 Visible hair loss attributing to pulling

 Mounting tension preceding during hair pulling

 Release of tension after hair pulling

 Absence of hair pulling attributable to 

hallucination ,delusion or an inflamatory skin 

condition



 Clinical manifestation:

 Compulsive pulling

 Twisting

 Breaking the crown and in the occipital and 

parietal areas of the scalp.

 Occasionally eyebrows ,eye  lashes and body hair

 Begin during period of inactivity

 (Tv watching ,going to bed…)



 Ddx:

 Acute reactional hair pulling

 Tinea capatis

 Alopecia areata



 Treatment:

 Pharmacotherapy:

 If tricotilomania is secondary to OCD:

 Clomipramin 50-150 mg/kg

 SSRI (fluoxetin )

 N-acetyle cystein may be helpful

 Behavioral therapy

 Refer to pasychologist
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 Bruxism(Teeth Grinding):

 Daytime B.

 Sleep B.







 Bruxism or teeth grinding is common(5-30% of 

children)

 Daytime B. can begin in the first 5 yrs of life and 

may be associated with daytime anxiety.



 Sleep  bruxism (SB) is “an oral parafunction

characterized by:

 Grinding or clenching of the teeth during sleep 

that is associated with an excessive or intense 

sleep arousal activity.



 SB is regarded as the most frequent parasomnias

encountered by children.

 The etiology of SB is complex and multifactorial

demanding

 systemic

 psychological

 occupational

 genetic factors.



 Recurrent provocation during sleep, which is 

associated with increased anxiety and stress, is 

regarded as the main cause of poor sleep quality.



 These variables influence the release of chemical 

mediators, which provoke catecholamine release, 

altering the initiation and maintenance of 

wakefulness and sleep.



 Bruxisam and parasites??

 Pinworm??



 Children with SB may have additional 

symptoms, such as temporomandibular

disorders, presence of tooth wear facets, 

headaches, earaches, and pain in the masticatory

muscles.



 SB in young children can also be associated with:

 fatigue of the masticatormusculature

 Headaches

 Noisy breathing during sleep.



 Bruxism is a result of:

 stress and anxiety in children. Hence, pediatric 

dentist needs to play an important role in 

providing effective primary care leading to 

cessation of the habit.



 Epidemiological studies showed that bruxism can 

be seen in all age groups but more common in the 

young population.

 prevalence rates of bruxism in children ranging 

between 14% and 20% while in adults ranging 

between 6% and 8% and it decreases with age.



 The diagnosis of SB is usually based on:

 an interview

 clinical examination

 objective polysomnography (sleep test)

 The most common method for diagnosing 

bruxism in children is:

 parental reports of grinding the teeth.



 Occlusal splint can be given to patients to wear it 

during the night for treatment.

 Some studies suggest that psychological support 

can help children with bruxism.



 Untreated bruxism can cause problems with 

dental acclusion.

 Helping the child find ways to reduce anxiety 

might relieve the problem.







 Bed time can be made relaxing by reading or 

talking with the child and allowing the child to 

discuss fears.

 Praise or other emotional support are usefull.

 Persistent bruxism requires referral to a dentist 

given the risk for dental occlusion.



 Dental approaches:

 Splints and mouth guards.

 Dental correction



 Other approaches

 Stress or anxiety management.

 Behavior change.

 Biofeedback.



 Medications

 Muscle relaxants.

 Botox injections

 Medication for anxiety or stress



 Treating associated disorders

 Medications. If you develop bruxism as a side 

effect of a drug, your doctor may change your 

medication or prescribe a different one.

 Sleep-related disorders. Addressing sleep-

related disorders such as sleep apnea may 

improve sleep bruxism.

 Medical conditions. If an underlying medical 

condition, such as GERD, is identified as the 

cause, treating this condition may improve 

bruxism.



 Summary:

 Bruxism or teeth grinding with multifactorial

cause is common in the first 5 years of life (14-20 

% in children)

 Sleep bruxism is the most frequent cause of 

parasomnia in children.

 Usually It related to day time anxiety



 History of parents is the best method for 

diagnosis of bruxism

 Symptoms:

 Tm disorder,headache,earache,noisy breathing 

during sleep,pain in masticatory muscles and 

presence of tooth wear facets.

 Managemnet:

 Helping the child to find the ways to reduce 

anxiety

 Refer to ped. dentist 



 Thanks

 Any question?


