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The clinical management of awake
bruxism
ABSTRACT
Ronald E. Goldstein, DDS; Wendy Auclair Clark, DDS, MS
Background. Awake bruxism is a common clinical
condition that often goes undetected, often leading to pain
or damaged teeth and restorations.
Methods. The authors searched electronic databases
regarding the treatment and effects of awake bruxism
compared with those of sleep bruxism. The authors used
the search terms diurnal bruxism and oral parafunction.
The authors combined information from relevant litera-
ture with clinical experience to establish a recommended
protocol for diagnosis and treatment.
Results. The authors found articles regarding the diag-
nosis and treatment of bruxism. The authors combined
information from the articles with a review of clinical cases
to establish a treatment protocol for awake bruxism.
Conclusions. Literature and clinical experience indicate a
lack of patient awareness and, thus, underreporting of awake
bruxism. As a result, myriad dental consequences can occur
from bruxism. The authors propose a need for increased
awareness, for both patients and professionals, particularly
of the number of conditions related to awake bruxism.
Practical Implications. Clinicians should look for
clinical signs and symptoms of awake bruxism and use
minimally invasive treatment modalities.
Key Words. Diurnal; bruxism; clenching; occlusal
guard; parafunction.
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M any oral habits exist that can cause damage to
the stomatognathic system. Several of these
are well documented or readily identified by
the patient. Many people, however, clench or

grind their teeth while they are awake without realizing
they are doing so. For brevity, throughout this article we
will refer to this activity as awake bruxism. This term is
consistent with the definition of bruxism in the 8th edition
of the Glossary of Prosthodontic Terms:

1: the parafunctional grinding of teeth 2: an oral habit
consisting of involuntary rhythmic or spasmodic
nonfunctional gnashing, grinding, or clenching of teeth,
in other than chewing movements of the mandible,
which may lead to occlusal trauma—called also tooth
grinding, occlusal neurosis.1

There are multiple kinds of diurnal oral parafunctions
that can affect the stomatognathic system, including but
not limited to nail-biting, chewing on cheeks or other
mucosa, and chewing on pens or other objects. Although
clinicians should be aware of these conditions and
educate patients about the effects, for brevity, in this
article we will focus specifically on awake bruxism—
tooth-to-tooth contact while the patient is awake. In our
clinical experience, this is a relatively common habit that
frequently results in the need for dental work (Figure 1).
Compounding the problem, there is a lack of awareness
specific to awake tooth clenching and grinding. In
addition, the personal awareness of these other habits is
not present with bruxism2; we will address the lack of
awareness and its sequelae.

We believe it is our responsibility as clinicians not
only to diagnose disease and treat patients but also to
educate patients about the possible causes and effects of
awake bruxism. However, the paucity of available liter-
ature on the subject and the low level of self-awareness of
patients who exhibit this behavior present a challenge.
Copyright ª 2017 American Dental Association. All rights reserved.
The purpose of this article is to help establish a protocol
to identify patients at high risk of having this behavior,
review treatment modalities, and develop a predictable
dialogue to educate patients about awake bruxism.

The prevalence of bruxism varies greatly across
studies, varying from as low as 5% to greater than 90%.3

However, there seems to be a consensus that public
awareness of bruxism is low and that it generally is
underreported.4 In addition, Gibbs and colleagues5

reported that bite strength in people exhibiting para-
functional activity can be up to 6 times greater than that
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Figure 1. A. Despite reported nightly compliance with a guard, this 46-year-old man showed continued wear on his
anterior teeth. B. On questioning, we determined that the patient had an awake bruxism habit—grinding his anterior
teeth in times of stress.

ABBREVIATION KEY. TMD: Temporomandibular
disorder.
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in those without parafunctional habits. Therefore, para-
functional activity (such as awake bruxism) can induce
detrimental effects on the stomatognathic system
quickly. Restoration failure, such as material chipping
and fractures, is an unfortunate and costly occurrence
that happens all too often.

IDENTIFICATION
For clinicians to treat awake bruxism, they first must
diagnose it. A simple first screening step is to ask patients
(on a medical history or examination form) whether
they clench or grind their teeth. Much parafunctional
activity is not accompanied by noise, however, which can
make self-awareness difficult. This likely results in
underreporting and, hence, the wide variation in fre-
quency of reported bruxism, both sleep and awake.6

There is encouraging evidence, however, that once a
person is made aware of waking oral habits, he or she is
more likely to give accurate feedback.7,8 This initial
screening can serve as an opening dialogue for clinicians
to educate and inform patients about awake bruxism.

Another critical way for clinicians to identify a patient
with a parafunctional habit is by damage to tooth struc-
ture. This damage includes wear facets, fractured teeth
and restorations, craze lines, abfractive lesions, and ulti-
mately loss of teeth (Figure 2).4,9-12 Although many
times these are readily identifiable through a clinical
examination, clinicians should use mounted diagnostic
models to detect these defects more accurately and
thoroughly. Other intraoral signs include indentations
along the side of the tongue, as well as bony exostoses or
tori.9,10,13 Periodontal changes, including widening of
the periodontal ligament, tooth mobility, and recession,
also may occur.11,14 If clinicians note this kind of damage,
they should discuss the damage with the patients and
review their medical history to determine the cause.
When the clinician suspects a patient has a sleeping or
waking parafunctional habit, it is important to discern
what that habit specifically is. Although this article
focuses on awake bruxism, there are multiple types of
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waking oral habits that
that have been identi-
fied and that may
require a different
type of treatment.8,12,15

If a clinician (or pa-
tient) desires a more
definitive method
of diagnosis, they can
use various techniques.
To differentiate be-
tween sleep and awake
bruxism, for example,
the clinician can mea-
sure the electromyo-
graphic activity of the
masticatory muscles.16-18 The dentist can prescribe easy-
to-use electromyographic devices to use during sleep to
confirm muscle activity (for example, BiteStrip, Great
Lakes Orthodontics). After initial screening and suspicion
of a parafunctional habit, more in-depth patient ques-
tionnaires (with clear definitions) and at-home journaling
can help further identify what type of parafunctional ac-
tivities the patient engages in and how often.7,8

CORRELATIONS AND COMORBIDITIES
A strong correlation exists between temporomandibular
disorders (TMDs) and bruxism.9,19-21 Whether bruxism
causes TMDs is undetermined, but there is support to
show that diurnal bruxism exacerbates TMD symptoms,
including headache, muscle and joint pain, and jaw
locking.7,22-24 The activity of bruxism results in muscle
hyperactivity, particularly the masseteric sling muscles
(masseter and medial pterygoid) and the lateral ptery-
goids. Therefore, myalgia and muscle spasm can result, as
well as temporal headaches.9,11,25-27 Subsequently, it is not
uncommon to see hypertrophic masseters as a result of
long-term bruxing. Some TMDs can elicit symptoms,
including tinnitus, vertigo, and auditory changes, which
also can worsen with diurnal bruxism.28 Any patient who
self-reports TMD, morning masticatory muscle pain or
stiffness, or joint noises should be considered a possible
bruxer and then identified as a sleeping or awake bruxer.

Bruxing is also a common phenomenon in children,
particularly as deciduous and secondary dentition
erupts. Carlsson and colleagues19 found that most self-
identified adult bruxers were also bruxers as children.
Specifically, awake bruxers continued to exhibit awake
bruxism, and people with other parafunctional habits
carried those into adulthood.

In addition, there are also medical conditions related
to awake bruxism. These include dystonias and other
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Figure 3. Stabilization splint for sleep bruxism, with bilateral balance
and an anterior ramp.

Figure 2. The patient who had a history of awake and sleep bruxism
previously had received metal ceramic restorations. While clenching his
teeth during a strenuous situation, he fractured his right maxillary canine
through the fiber post and core.

Figure 4. Example of a waking appliance. The thin material allows for
normal function.
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muscle-related issues, as well as developmental disabilities
(including various types of autism)29,30 and neurologic
diseases (including environmental and traumatic
causes).20,31-34 Use of medications can cause bruxism,
particularly selective serotonin reuptake inhibitors and
other classes of drugs that affect dopamine and other
neurotransmitters.32,33,35-37

There is also a known correlation between both awake
and sleep bruxism and neurotransmitters (particularly
dopamine and serotonin).38 Therefore, there is an
emotional and psychological component that cannot be
ignored. There is a strong psychosocial component to
bruxism, particularly awake bruxism.39 Consequently,
awake bruxism seems to be related strongly to emotional
stress,9,10,40,41 perhaps even more than is sleep bruxism.42

This stress includes that in people with type A person-
alities and those in high-stress professions.43-45

TREATMENT MODALITIES
In addition to decreasing the risk of causing harm to teeth
and restorations, minimizing the frequency of awake
bruxism also can decrease pain. The damage and conse-
quences of nocturnal bruxism usually can be prevented by
the nightly use of an occlusal guard (Figure 3); the treat-
ment of awake bruxism, however, can be more of a chal-
lenge. Although patients can use a daytime occlusal guard,
compliance can be a major challenge. Consequently, the
clinician should consider behavior modification to help
curb waking behaviors.46 To customize an effective
treatment plan, it is critical to understand the reasons
behind each patient’s habit, as well as to assist patients in
recognizing that they do, in fact, have this behavior. At
first, many patients deny the habit, and some even get
angry or defensive at the suggestion. A follow-up statement
such as, “Do you ever find your teeth clenched together
when you are in heavy traffic, or at your desk reviewing a
difficult report or e-mail, or even during a difficult after-
noon with the kids?” can defuse the situation and allow the
realization that it is indeed possible. Once patients are open
to the possibility, the clinician can ask them to pay attention
to their daily behaviors to see whether they find themselves
holding their teeth together or grinding throughout the day.
Once patients are aware, their reports are likely to be amore
accurate indicator of their parafunctional behavior.8

Lobbezoo and colleagues47 conducted a thorough
systematic review of the treatment modalities for both
waking and sleeping bruxism. In their article, they
reinforced the lack of clinical trials to support treatment
recommendations. They summarized the best approach
as the “triple-P” approach: plates, pep talk, and pills.
Specifically, they referred to stabilization splints, coun-
seling, and short-term pharmacotherapy.

OCCLUSAL APPLIANCES AND CONSIDERATIONS
As mentioned, compliance can be a challenge with a
daytime splint. Patients have reported that it affects
speech and increases salivary flow.48 Nevertheless, this
treatment is noninvasive and is a popular first treatment
option. The splints usually are made of hard acrylic
because soft splints are more difficult to adjust and actu-
ally may encourage parafunctional activity (Figure 4).10,49
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Historically, there was some belief that occlusal in-
terferences could promote bruxism, with occlusal equil-
ibration as a recommended solution. Clinicians should
be aware that there is no clinical evidence or literature
support to indicate that occlusion plays a causal role
in bruxism.47,50,51 Therefore, occlusal equilibration is
not a recommended treatment for bruxism. Likewise, if
occlusal equilibration or restorative treatment is to be
completed for other reasons, the patient should be
made aware that it likely will not improve his or her
bruxism habit.

PSYCHOSOCIAL APPROACHES
Investigators in the literature have presented multiple
treatment approaches to address the psychosocial
component of awake bruxism. These modalities include
stress reduction, counseling, lifestyle changes, and hyp-
notherapy.10,41 Bringing a therapist to the team can be
helpful in achieving success.

Investigators in the literature have reported cue condi-
tioning or cuing as another treatment option, particularly
with children and people who are mentally challenged.
With this treatment, vocal or physical cues are repeated
when a patient bruxes. This cue could be anything from
saying a phrase such as “say ‘ah’” or “open” to a gentle
touch on the chin or using ice on the chin or cheeks.30,52-54

Another alternative (albeit more experimental) treat-
ment option involves biofeedback to curb the behavior.
A small electric impulse is emitted during the muscle
activity, ultimately stopping the action of bruxism.55

MEDICAL TREATMENTS
Investigators have proposed medications, including
muscle relaxers, to treat bruxism.47 Clinicians should
prescribe these medications for only short periods, and
patients need to be aware that they can cause drowsiness.

Another pharmacologic approach involves the use of
botulinum toxins in the treatment of bruxism.10,20 The
clinician injects botulinum toxins into the masticatory
muscles that are triggered with bruxism, including the
temporalis and masseter. Study results indicate that the
use of this treatment can cause some bruxism-related
muscle pain to subside and may reduce bruxism events.31

Lobbezoo and colleagues47 advocate that because this
treatment does not have as much literature support,
clinicians should advocate it only after attempting more
minimally invasive approaches.

In our practice, we begin with the psychosocial
component. Our team educates patients, letting them
know that teeth should touch only during eating or
swallowing and that bracing the teeth throughout the day
can cause extensive damage. We teach patients the
phrase “lips together, teeth apart” for them to repeat
when they find themselves bruxing. We also provide 6
reminder stickers with the phrase for the patient to
place in areas to help remember to relax the jaw. These
390 JADA 148(6) http://jada.ada.org June 2017
stickers have been helpful when patients place them
in their cars, at their desks or computers, as well as in
other potential areas of daily stress—thus, the plan to
solve the problem of awake bruxism begins. Beyond this,
we refer patients with more complex issues to local
psychiatrists, psychologists, and other therapists—
including one who practices hypnosis. We fabricate hard
acrylic occlusal appliances, most commonly for the lower
arch. If there is a compliance issue, we make a vacuform
retainer that covers all the lower teeth. If the patient is
having substantial pain, we prescribe a short-term
regimen of muscle relaxers and partner with oral and
plastic surgeons to administer botulinum toxins.

CONCLUSIONS
Identification and treatment of awake bruxism can pre-
sent a challenge for the clinician. He or she may not
know or be told what stresses the patient has been under
since the last prophylaxis or clinical examination.
Therefore, it is incumbent on the entire dental team to be
alert to patient conversation about what has been and is
going on in the patient’s everyday life that could be
contributing to awake bruxism, which often is associated
with clenching rather than grinding. Unfortunately, it
often goes unnoticed until a dental emergency (pain
or fracture) occurs. Because awake bruxism is linked
more closely to emotional stress than is nocturnal
bruxism, psychological treatment may be indicated in
conjunction with dental treatment.

In addition, we recommend lifestyle changes. A con-
crete plan of patient education is a first step to solving the
problem of awake bruxism. Once aware of the bruxism
events, the patient can begin to make the necessary change
in behavior. If behavioral change is not successful, we
recommend a daytime appliance not only to prevent
damage but also to promote awareness. A person tends to
be more aware of clenching or grinding when he or she
bites on an appliance rather than the opposing teeth.

When possible, it is best to prevent the need for
extensive dental treatment. Inhibiting bruxism, both
awake and sleeping, is in the patient’s best interest. Thus,
it is imperative for the dentist, hygienist, and dental as-
sistant to educate and reeducate the patient during and
after any restorative treatment. n
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