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ABSTRACT 9 

 10 

Introduction: Dental malocclusion is a common alteration in childhood, influenced by genetic and 11 

environmental factors, among which non-functional oral habits stand out. When a habit persists 12 

beyond three or four years and after the appearance of permanent teeth, it causes an alteration to the 13 

harmony of the dental structure, as well as to the oral musculature and occlusal function. Objective: 14 

To determine dentoalveolar alterations and habits in schoolchildren from the AMM. Material and 15 

methods: A cross-sectional study was conducted in 150 school-aged children. A validated 16 

questionnaire was applied to parents to identify oral habits and the molar class was clinically 17 

evaluated according to Angle. Results: Distribution of molar classes: Class I was the most prevalent 18 

(60–62%), followed by Class III (22–26%) and Class II (12–18%). Oral habits: Digital sucking: 19 

36% of cases. Atypical swallowing: More frequent in Class III (12% in Class II, p = 0.085). Lip 20 

sucking: Low prevalence (16%). Age and gender: male (52%), 9 years (32%). Conclusion: Molar 21 

Class I was the most common, with a statistically significant association between atypical 22 

swallowing and Class III. These findings reinforce the importance of early detection and 23 

interdisciplinary management in pediatric patients with persistent oral habits, especially those with 24 

Class III molar or altered facial patterns.   25 
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 37 

INTRODUCCIÓN  38 
 39 
Dental malocclusion, i.e., the incorrect relationship between the upper and lower teeth, is a common 40 

condition in childhood that can affect both aesthetics and important functions such as chewing, 41 

breathing, and speech. This disorder is usually influenced by various factors, including oral habits. 42 

Bad habits such as thumb sucking, lip sucking, atypical swallowing, mouth breathing, and early loss 43 

of deciduous teeth play an important role in the development of malocclusion (1). When a habit 44 

persists beyond the age of three or four and after the appearance of permanent teeth, it causes an 45 

alteration in the harmony of the dental structure, as well as in the oral musculature and occlusal 46 

function (2). 47 

 48 
OBJETIVO 49 
 50 
To determine dentoalveolar alterations and habits in schoolchildren in the Monterrey Metropolitan 51 

Area (MMA). 52 

 53 

MATERIALS AND METHODS 54 

 55 

Descriptive, observational, retrospective, and cross-sectional study. The population of our study was 56 

school-aged children aged 6 to 12 years. Sample: 150 patients. Data collection consisted of a 57 

questionnaire for parents about oral habits and their frequency, as well as a clinical examination of 58 

molar class (Angle). This study was conducted in accordance with the provisions of the general 59 

health law on health research in its second title, chapter l. The study was submitted for 60 

consideration by the bioethics committee of the Faculty of Dentistry, and the anonymity of the 61 

individuals and the reliability of their data were respected. To this end, written informed consent 62 

was obtained, and participants were given the option to refuse to participate and/or the freedom to 63 

withdraw the patient from the study. 64 
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 70 

RESULTS 71 

 72 

In our population, 48% were female. The most common age was 9 years old. The data shows that 73 

64% of patients do not have the habit, 20% do so occasionally (less than 3 times a week), and 16% 74 

only do so once a week. Molar class I has a higher prevalence on both sides (62% right, 60% left). 75 

In these patients, thumb sucking is more common (16% with the habit less than 3 times a week). 76 

Molar classes II and III are less frequent (12-26% right, 18-22% left).Molar class II (right) shows a 77 

total absence of sucking in the category of less than 3 times per week, and molar class III (left) only 78 

occurred in 1 case (2%) with sucking less than 3 times per week. Most patients have Class I 79 

occlusion, regardless of sucking habit. The habit of thumb sucking is not a determining factor. 80 

Although there are trends (e.g., greater sucking in Class I), they are not statistically significant (p > 81 

0.05). The results indicate that, although molar class I is the most common in patients with digital 82 

sucking (16-20%), there is no statistically significant association between molar occlusion and this 83 

habit (p > 0.15). 84 

 85 

84% of patients do not have the habit, 12% do it less than 3 times a week, and only 2% have the 86 

habit once a week or do it every day. Molar class I is the most prevalent on both sides (62% on the 87 

right, 60% on the left). In these patients, lip sucking is minimal, with 6% doing it less than three 88 

times a week. In molar class II (right), 4% suck less than three times a week and only 2% do it 89 

every day. In molar class III, lip sucking is almost non-existent (only 2% on the right less than 3 90 

times a week). Lip sucking was an infrequent habit in the sample (16% in total), with no statistically 91 

significant association with molar class (p > 0.05). However, a trend was observed in the left 92 

hemiarch (p = 0.08), where molar class II showed a higher prevalence of sucking (8% combined), 93 

suggesting the need for studies with greater statistical power to explore this relationship (Table 1). 94 

 95 



 

 

76% of patients do not exhibit atypical swallowing, 10% only do so once a week, 6% do so less 96 

than 3 times a week, and 8% do so every day. In molar class I, it predominates in 62% on the right 97 

and 60% on the left. In molar class II, there is a total absence of atypical swallowing, and in molar 98 

class III, there is a higher prevalence of atypical swallowing (10% combined right/left). Atypical 99 

swallowing was infrequent, with only 24% of patients exhibiting some degree of the habit. Molar 100 

class III shows a greater tendency, especially on the left side (12% with some degree vs. 0% in class 101 

II) (Table 2). 102 

DISCUSION 103 

 104 

The findings of this study reveal a particular distribution of molar classes in the Mexican school 105 

population analyzed, with a predominance of molar Class I at 62%, followed by molar Class III at 106 

26% and finally Class II at 18%. The lower prevalence of molar Class II contrasts with European 107 

and North American data, where it is higher (3), but is consistent with studies that indicate that 108 

intensity and duration (>6 hours/day) are determinants of occlusal changes (4). From the age of 4 109 

onwards, their bad occlusion habits improve, reducing their impact, in contrast to other studies (5). 110 

 111 

The higher frequency of Class III could be explained by genetic and ethnic factors; mixed-race 112 

populations are more predisposed to Class III malocclusion due to greater anteroposterior 113 

mandibular growth, different craniofacial growth patterns, or the influence of genetic components 114 

(6). Marginal association (p = 0.085) with Class III in 12%. The tongue adopts low positions to 115 

facilitate lip sealing, perpetuating the habit (7). The absence in Class II could be due to the 116 

restrictive effect of deep overbite, as suggested by Aroucha (8). These data coincide with those 117 

reported in Latin American populations, where Class I ranges from 58 to 64%. However, the higher 118 

frequency of molar Class III in our sample compared to 15 to 20% in global studies could reflect 119 

ethnic factors, as suggested by mestizo populations having a greater predisposition to Class III 120 

skeletal patterns due to genetic influences on mandibular growth (9). 121 

 122 

There is a significant marginal difference in the left molar class, suggesting a possible relationship 123 

between molar class III and atypical swallowing that warrants further investigation. The results 124 

show that atypical swallowing is present in 24% of the sample, being more frequent in patients with 125 

molar class III (especially in the left hemiarch, p=0.085). 126 



 

 

 127 

The total absence of the habit in molar class II suggests that molar occlusion could influence 128 

swallowing patterns, although studies with larger sample sizes are needed to confirm this 129 

association. No significant association was found (p > 0.15), although molar class I showed a higher 130 

frequency of the habit at 16%. A low prevalence of 16% was found, coinciding with post-pandemic 131 

data(10). The use of masks reduced the need for lip sucking due to anxiety. There was a tendency in 132 

left Class II with 8%, a compensatory mechanism to seal the lips in cases of increased overjet. 133 

 134 

CONCLUSION 135 

 136 

Molar Class III presents a higher risk of atypical swallowing at 12% vs. 0% in Molar Class II, thus 137 

supporting the hypothesis that severe sagittal discrepancies favor abnormal functional adaptations, 138 

such as low tongue posture.  Thumb sucking and lip sucking, although found to be common at 36% 139 

and 16%, respectively, did not show a significant impact on occlusion in this sample, possibly due 140 

to their short duration or low intensity. These findings reinforce the importance of early detection 141 

and interdisciplinary management in pediatric patients with persistent oral habits, especially those 142 

with Class III molar or altered facial patterns.   143 
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 185 
Table 1. Molar class and presence of lip sucking in patients 

  Class No First time Less than 3 All  Total X
2 

p value 

% % % % % 

R
ig

th
 

I 54.00 2.00 6.00 0.00 62.00 11.53 0.973 

II 6.00 0.00 4.00 2.00 12.00 

III 24.00 0.00 2.00 0.00 26.00 

L
ef

t 

I 52.00 2.00 6.00 0.00 60.00 11.28 0.080 

II 10.00 0.00 6.00 2.00 18.00 

III 22.00 0.00 0.00 0.00 22.00 

Total   84.00 2.00 12.00 2.00 100     
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Table 2. Molar class and presence of atypical swallowing in patients      

  Class No First time Less than 3 All  Total X
2
  

p value % % % % % 

R
ig

h
t 

I 48.00 6.00 2.00 6.00 62.00 5.05 0.536 

II 12.00 0.00 0.00 0.00 12.00 

III 16.00 4.00 4.00 2.00 26.00 

L
ef

t 

I 48.00 4.00 2.00 6.00 60.00 11.13 0.085 

II 18.00 0.00 0.00 0.00 18.00 

III 10.00 6.00 4.00 2.00 22.00 

Total   76.00 10.00 6.00 8.00 100     
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