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Table 1 summarises the main characteristics of wake and sleep

bruxism.

Causes of bruxism
What is the current best evidence?
The short answer to this question is that the pathogenesis of bruxism

is not yet certain,1 but is most likely associated with sleep arousals or

disturbances in the sleep pattern.2 These arousals happen normally in

most people but only lead to bruxism in some.3 This relatively new

understanding of the role of sleep in the aetiology of bruxism has led

most authorities to consider it a sleep-related movement disorder

rather than a dental condition.4

Can abnormal occlusion cause sleep bruxism?
While it is a commonly held view that there is a link between

bruxism and occlusion, the evidence behind this claim is actually

very weak.5,6

Logically, the fact that occlusal interferences occur in about 90% of

the population, but only 8-20% have bruxism, makes it highly unlikely

that there is a direct and strong cause and effect relationship (Figure
1). As a result, the practice of occlusal adjustment or equilibration as

a treatment for bruxism is not supported by evidence and has been

discredited by most experts in the field.

Does stress cause bruxism?
There does seem to be a link to stress, particularly for wake bruxism.

The link with sleep bruxism is not completely clear yet, but research is

ongoing in several centres.7 Treatment methods that have focused on

stress reduction or management have not shown consistent or

sustained improvements in bruxism severity, and the quality of this

evidence is generally low.8

Does the patient have active bruxism?
Table 2 lists the most reliable indicators of active bruxism.
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TABLE 1: Summary of characteristics of wake and sleep bruxism.
They are now thought to be different conditions with different

aetiologies and management approaches.

TYPES OF BRUXISM

TABLE 2: Reliability of history and clinical examination 
as indicators of current bruxism activity

More reliable indicators Less reliable indicators

Grinding witnessed by bed partner Tooth surface loss

Muscle pain and trismus in the morning Self report

Repeated fracture of sound Soft tissue indentations

teeth or restorations

Diagnosis in a sleep study or with home Bony exostoses on the buccal  

monitoring technology of some kind of the upper or lingual of 

lower alveolar ridges

Patient is aware of wakeful bruxism Loss of vertical dimension

WAKE/DAYTIME BRUXISM

20% of the population

Mostly vertical clenching

Strongly stress related

Managed by patient education

SLEEP/NOCTURNAL BRUXISM

8-20% of the population

Mostly lateral grinding

Related to sleep arousal

Managed by occlusal splints

Types of bruxism

There are two main types of bruxism – wake and sleep bruxism. DR PADRAIG McAULIFFE presents an

overview of their diagnosis and management.

FIGURE 1: Occlusal interferences like the one shown on the left
molars may be coincidentally found in bruxers but are not thought
to be the cause of bruxism.

FIGURE 2: This patient had a severe, observable daytime clenching
habit and reported wearing a splint almost every night for six years.



Why is tooth wear not always reliable for predicting active bruxism?
There are distinct patterns of tooth surface loss that are caused by

bruxism (Figures 2, 3 and 4). However, it can be difficult to know

whether bruxism is currently active or how severe it is in the early

stages before damage has been done. Also, lack of wear on the teeth

does not mean that bruxism is not occurring.9 The reasons that wear

is a poor predictor of bruxism severity or current activity are:

� wear resistance of the teeth differs between people;

� salivary consistency and intra-oral pH are important and hard to
measure; and,

� there are no reliable clinical ways of knowing whether the wear
happened recently or is historical.

Many clinicians wonder about the use of taking serial casts to monitor

the ongoing progress of bruxism and tooth wear. This has been

shown to be of limited practical use. Except in cases where the wear

progresses quickly or the models are taken at long intervals, the

increments in wear can be difficult to detect. Other indicators of

clenching during sleep have been cited, such as a scalloped tongue,

but the evidence is weak (Figure 5).

Does the absence of facial pain mean that a patient is not a bruxer?
Trismus in the morning, tenderness to palpation of the masticatory

muscles, and muscle discomfort on eating are all good indicators that

a patient may be grinding actively. However, the absence of pain does

not at all ensure the absence of bruxism. In fact, there is some

evidence to suggest that the muscles of the most intense or frequent

bruxers become physically ‘fit’, and they get less muscle pain than low

frequency bruxers as a result.10

Can bruxism be stopped?
It appears that there is no reliable way to actually stop a patient from

bruxing long term. Splints have been shown to reduce bruxism

activity by 50-70% initially. However, in most people it returns to pre-

treatment levels after only four to six weeks of splint use.11-13 Bruxism

activity is known to vary over time,14 but that variance cannot be

predicted at present.15 Experimental studies have been done on the

use of various medications (such as clonidine, clonazepam, L-dopa

and propranolol) to reduce bruxism activity. No suitable and safe

candidate has been identified for long-term use.

How should I manage patients with bruxism?
Wake bruxism is generally controlled by patient education or, in rare

cases, with lower occlusal splints worn during the day. Because sleep

bruxism apparently cannot be stopped, we need to approach sleep

bruxism patients with a risk management frame of mind. A full

description of the restorative management of bruxers is beyond the

scope of this fact file but some important aspects include:

Managing expectations
It is important to ensure that bruxism patients understand in advance

that their restorations may not last quite as long as otherwise

expected, and that they have a major role to play in preventing

premature failure of restorations by using a splint.

Splints – for how long, which type and how to make a good one
Where the presenting complaint relates to damage to the teeth, it is
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FIGURE 3: The upper and lower wear facets match closely,
indicating sleep bruxism.

FIGURE 4: The anterior teeth are affected more than the posterior
teeth.

FIGURE 5: A scalloped tongue can be an indicator of clenching
during sleep but the evidence is weak.



logically more likely that the bruxism has been longstanding and

intense, so the splint should be used indefinitely. If the presenting

complaint is of recent morning facial pain only and there is no

damage to the teeth, then the splint use can usually be stopped once

the symptoms have resolved. Where the pain persists for longer than

a few weeks, referral to a facial pain specialist is important to avoid the

risk of a chronic pain problem. Soft splints are rarely recommended for

either case, as they have been shown to increase bruxism activity in

approximately 50% of patients and will be quickly perforated by

heavy bruxism activity.16 Hard acrylic splints or thermoformed hard-

soft splints are a better choice.

Hard acrylic splints can be very frustrating and time consuming to fit.

There are, however, some things that can be done to make this a more

predictable procedure. As splints are essentially hard prostheses

supported by hard tooth tissue, a silicone impression with medium

body or putty and wash is more appropriate, as it makes a more

dimensionally accurate cast. This is particularly the case where there is

no facility in the practice to immediately pour an alginate impression.

To avoid excessive occlusal adjustments in the second molar region, a

hard wax record in centric relation should also be taken. The splint

should be at least 1.5-2mm thick in the molar region to avoid

perforation or fracture in heavy bruxists. It is almost always better to ask

for a flat plane splint instead of one with occlusal indentations. Anterior

ramps are added by some practitioners to exclude the posterior teeth,

but these have not been proven to be necessary or superior. Table 3
shows options for restoration materials in cases of bruxism.

Timing of intervention
Obviously, the earlier the intervention the less complex the eventual

solution has to be. There are a few warning signs to indicate that a

patient is a bruxer:

� wear facets on the upper and lower teeth match in excursive
movements;

� maxillary incisors are all the same length with flat broad incisal edges;

� there are flat shiny areas on the cusps of posterior teeth; and,

� there is a significant number of fracture lines around small posterior
fillings.

Where the wear is diagnosed early and is limited to the anterior teeth

only, a Dahl approach can sometimes be appropriate, as shown in

Figures 6a, b, c and d.

Once the posterior teeth have lost cuspal anatomy to the point where

there is no longer a clear maximal intercuspal position and dentine is

exposed, restoration can become much more complex. At this point,

protection of the teeth from further destruction and the re-
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TABLE 3: Material selection

� Material/substance of opposing teeth should have similar

wear rates and be highly polished. Hard, wear-resistant

materials, particularly if rough, greatly accelerate the wear

of opposing softer materials.

� The order of hardness of common materials is as follows:

cobalt chrome > porcelain > gold (similar to enamel) >

amalgam > composite.

� Caution with multiple units in severe bruxers.

� Use high strength ceramics, e.g., Procera alumina, in

preference to feldspathic porcelain.

� Very important to highly polish or reglaze adjusted areas.

� Do not over-rely on cements for retention on short preps.

Consider elective endodontics, post and core, or crown

lengthening to improve preparation resistance form first.

� Resin cements are best on short preparations that cannot

be improved.

� Polycarboxylate cements for provisional crowns.

� Choose materials based on the duration of time you

expect they will be needed, e.g., bis-acryl materials will

not last six months in heavy bruxers.

� Consider preformed polycarbonates for anterior teeth,

e.g., Directa crown forms.

� Do not rely on composites holding cracked teeth together.

� Avoid having occlusal contacts at the tooth restoration

margins.

� Try to avoid using composite for the long term on teeth

involved in excursive guidance.

Opposing

materials

All ceramics

Cements

Temporary

crown

materials

Composites

FIGURES 6a-d: This patient had wear on the anterior teeth only and had limited resources. A Dahl approach was used to create space for
anterior crowns. The posterior teeth did not require restoration.

6a 6b



establishment of a stable occlusion commonly involve a complex

prosthodontic reconstruction, as shown in Figures 7a and b.
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FIGURES 7a and b: This patient had wear of anterior and posterior teeth with significant occlusal issues. A full mouth reconstruction was required.

6c 6d

7a 7b


