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Bruxism
Learning Outcomes: Describe evolution, epidemiology, risk factors, aetiology and pathophysiology, clinical features, diagnosis and
management of bruxism.
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Who is the Bruxer?

60 year old male

Dentist noted 
excessive tooth wear 
and tongue 
scalloping

No pain







26 year old male

Snoring and sleep 
disordered breathing





Who is the Bruxer?

No tooth wear

No sleep disordered breathing, 
snoring or OSA

Some daytime tiredness

Masseter and temporalis 
hypertrophy

No jaw clicking or deviation, 
locking or pain.

Occasional tenderness to 
palpation of muscles of 
mastication



Who is the Bruxer?

Patient presents 
with a toothache. 

Tonsillar 
hypertrophy 
noted on clinical 
examination



Who is the Bruxer?

60 year old male

Dentist noted 
excessive tooth wear 
and tongue 
scalloping

No pain

Is management required?

Are there any other possible 
diagnoses?



26 year old male

Snoring and sleep 
disordered breathing

Does bruxism affect our 
management or treatment 

plan?





Who is the Bruxer?

No tooth wear

No sleep disordered breathing, 
snoring or OSA

Some daytime tiredness

Masseter and temporalis 
hypertrophy

No jaw clicking or deviation, 
locking or pain.

Occasional tenderness to 
palpation of muscles of 
mastication

Is a splint always the right or 
best management?



Who is the Bruxer?

Patient presents 
with a toothache. 

Tonsillar 
hypertrophy 
noted on clinical 
examination

As holistic thinking dental professionals, 
what else should we consider?

Referred for sleep study
AHI- 84.8!



Definitions

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.

Awake bruxism is a masticatory 
muscle activity during wakefulness 
that is characterised by repetitive or 
sustained tooth contact and/or by 
bracing or thrusting of the mandible 
and is not a movement disorder in 
otherwise healthy individuals.

Lobbezoo F, Ahlberg J, Raphael KG, Wetselaar P, Glaros AG, Kato T, Santiago
V, Winocur E, De Laat A, De Leeuw R, Koyano K, Lavigne GJ, Svensson P,
Manfredini D. International consensus on the assessment of bruxism: Report
of a work in progress. J Oral Rehabil. 2018 Nov;45(11):837-844. doi:
10.1111/joor.12663. Epub 2018 Jun 21. PMID: 29926505; PMCID:
PMC6287494.





Signs of Bruxism

• Toothwear and Bruxofacets
• Not caused exclusively by bruxism
• Erosion is usually the main cause
• Not reliable as a single diagnostic indicator

-Remember spectrum of bruxism and definition

• Tongue Scalloping
• Causes of macroglossia
• More common in population than % of bruxers
• Not reliable as a single diagnostic indicator





Signs of Bruxism Contd

• Masseter hypertrophy- usually asymptomatic, may be unilateral or 
bilateral
• Masticatory muscle hyperactivity cannot be verified in all instances of 

masseter hypertrophy

• Linea alba
• Thought to be associated most with clenching. Common clinical finding, 

specificity not known

• Tooth fractures- common! Nocturnal bite force may exceed maximum 
amplitude in the day time.























































































• Referred from GP 
• Presenting problem as per GP letter 7/10/16
• “Fronto-temporal dementia with difficulty 

cooperating with dental procedure or treatment” 
• Can walk but cannot speak or follow instructions. 
• Verbal commands will be ok but patient cannot 

cooperate in any way

•“Chronic bruxism needing splint 
and dental exam”

55 year old female



Medical History

• Thyroidectomy (total, performed in 
India) Benign causes
• B12 deficiency anaemia (2007)
• T2DM (2013)
• Fronto temporal dementia (2014)
• Vitamin D deficiency (2016)

• Penicillin allergy. 
• Currently on Aspirin 100mg, Thyroxine 100mcg
• Other supplements- fish oil, magnesium, 

melatonin, Vitamin D, lecithin

• Was on escitalopram 20mcg
• Was on risperidone 1mg ½ a night



Timeline

1.Dentist

• Managed for 
bruxism

• Splint was made, 
unable to be worn 
as patient cannot 
tolerate.



Oromandibular dystonia

• Prevalence about 3 to 30 per 100,000
• Possibly F>M
• Mean age of symptom onset between 31 and 58 years.

• ODs are intermittent and present as short, sustained muscle
contractions resulting in abnormal muscle movements and posturing.
• Focal dystonias may be primary (idiopathic) or secondary e.g.

underlying central nervous system pathology, such as infarctions and
tumors .



Jaw-opening, jaw-closing, jaw-deflecting, or jaw-
retruding dystonia, or a combination of any of these. 

The uncontrolled or involuntary mandibular movements 
may be repetitive or sustained.  

Most ODs are idiopathic in etiology, accounting for 63% 
of cases reported. 

Oromandibular dystonia



Drug related?

Tardive or medication-induced extrapyramidal syndrome reactions

Cornett EM, Novitch M, Kaye AD, Kata V, Kaye AM. 
Medication-Induced Tardive Dyskinesia: A Review 
and Update. The Ochsner Journal. 2017;17(2):162-
174.









Risk Factor Notes

Alcohol Increases risk for SB Consuming more than 4 standard 
drinks

Cigarettes Increases risk for SB, stimulates 
central dopaminergic activity

Needs further study 

Caffeine Stimulant Some studies report:
More than 600mg/day 
(withdrawal) or 6 cups of coffee





Are OSA patients always sleepy?

In Sleep Clinics In the general  
population

Sleepy 45% 30%
Disturbed sleep 20-30% 14%
Minimal-no 
symptoms

20-25% 56%



Why do we care about OSA?

• Accidents
• Depression
• Hypertension 
• Diabetes
• Cardiovascular disease



Head nodding = Microsleep 

Difficulty keeping eyes open / 
blurred vision =

Earlier warning signs 



Accidents
Factor Risk

Alcohol 0.05%-0.08% ↑2-3 

Sleep apnoea ↑2-7 

<5 hours sleep ↑3 

Driving 2-5am ↑5 
Connor 2002



5/10



STOP BANG
• Snoring ?

Do you Snore Loudly (loud enough to be heard through closed doors or your bed-
partner elbows you for snoring at night)?

• Tired ?
Do you often feel Tired, Fatigued, or Sleepy during the daytime (such as falling 
asleep during driving or talking to someone)?

• Observed ?
Has anyone Observed you Stop Breathing or Choking/Gasping during your sleep 

• Pressure ?
Do you have or are being treated for High Blood Pressure ?

• Body Mass Index more than 35 kg/m2?
• Age older than 50 ?
• Neck size large ? (Measured around Adams apple)

For male, is your shirt collar 17 inches / 43cm or larger?
For female, is your shirt collar 16 inches / 41cm or larger?

• Gender = Male ?

http://stopbang.ca/osa/screening.php



STOP BANG ctd

• OSA - Low Risk : Yes to 0 - 2 questions
OSA - Intermediate Risk : Yes to 3 - 4 questions
OSA - High Risk : Yes to 5 - 8 questions

or Yes to 2 or more of 4 STOP questions + male gender
or Yes to 2 or more of 4 STOP questions + BMI > 35kg/m2

or Yes to 2 or more of 4 STOP questions + neck circumference 17 inches 
/ 43cm in male or 16 inches / 41cm in female

• Different cut-off scores can be used to trade off sensitivity and 
specificity.



Berlin



Hamilton and Chai-Coetzer 2019



Epworth Sleepiness Scale

• Feeling sleepy?

How likely are you to doze off or fall asleep 
in the following situations, in contrast to 

feeling just tired?



0 Would NEVER dose
1 Slight chance of 

dozing
2 Moderate chance of 

dozing
3 High chance of 

dozing



Epworth Sleepiness Scale

• Sitting and reading
• Watching TV
• Sitting, inactive in a public place (e.g. a theatre or a meeting) 
• As a passenger in a car for an hour without a break 
• Lying down to rest in the afternoon when circumstances permit
• Sitting and talking to someone 
• Sitting quietly after a lunch without alcohol In a car, while stopped for 

a few minutes in the traffic 



• 0-5 Lower Normal Daytime
Sleepiness

• 6-10 Higher Normal
Daytime Sleepiness

• 11-12 Mild Excessive
Daytime Sleepiness

• 13-15 Moderate Excessive
Daytime Sleepiness

• 16-24 Severe Excessive
Daytime Sleepiness

http://epworthsleepinessscale.com/8 or more 
Medicare



Epworth Sleepiness Scale

• ESS is not correlated with SDB at mild to moderate
levels in women and has a smaller association than
in men with severe SDB

• Poor marker of OSA but does predict response to
treatment when elevated

Lipford et al. 2019



Facets of Bruxism

• Clinical Signs and Symptoms
• Is it Bruxism?
• Is it Awake or Sleep Bruxism?
• Is it harmless, risk or protective behaviour?
• Is it primary or secondary?
• How bad is it?
• Are there modificable factors? Stress?
• Am I going to manage this?
• How?







Management

• Education/reassurance
• Psychosocial Management
• Habit reversal
• Ecological momentary assessment
• Physiotherapy
• Occlusal splint?

Bruxism
• Flat plane
• Hard 
• Light even contacts
• Not together with retainers!



Don’t just “Splint and Split”!





BruxApp



Others to consider?

• Botox injections
• Pharmacotherapy



Double blinded, randomised, placebo-controlled, cross-over study. 
N=35

Reviewed Bruxism Index (average bruxism events per hour of sleep using surface EMG) 
of 3 groups injected with BTX-A compared to a placebo group:
i) bilateral masseter muscles (60U),
ii) bilateral masseter and temporalis muscles (90U), 
iii) bilateral masseter, temporalis, and medial pterygoid muscles (120U). 

DOI: 10.1136/bmjno-2022-000328

https://doi.org/10.1136/bmjno-2022-000328?fbclid=IwAR0rm_BFxAzZbKDjU-XJm12rgkheqphBVXYbEVYNv3-cuoc5cRlbjJQg1ms


Bruxism Index was significantly lower at 4 weeks after active treatment 
(compared with placebo) in all groups, but not sustained at 12 weeks. 

Improvement was greater with higher doses of BTX-A injected. 

In summary, BTX-A administered into more muscles (i.e masseter, temporalis, and 
medial pterygoid muscles) and at a higher dose in subject with higher Bruxism 
Index at baseline showed the greatest benefit.

What happens at 3 months?



Further Reading





Is there a genetic link?

• Yes. 

•Not well studied, but appears to have an 
association with parental grinding
•Postulated as an autosomal dominant 

inheritance



Take Home Summary 

Tooth wear or other 
single clinical indicators 
are not pathognomonic 

for bruxism

Bruxism is common; 
think bigger picture

Bruxism is not a single 
entity

Bruxism is not a 
movement disorder or a 

sleep disorder in 
otherwise healthy 

individuals.

Don’t have all the 
answers. Divergences in 

data collection and 
methods underscore the 
need for further research




