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ABSTRACT

Bruxism is recognised as the parafunctional masticatory muscle activity, that enflames all the stomatognathic
structures, being accountable for tooth wear, periodontal tissue damage, articular and/or muscular mutilation,
characterised by excessive compression and/or grinding of the teeth, which can occur sleeping or waking. Despite
the fact that a demonstration of a causal role for Temporo-mandibular Disorder has not yet been found and doubts
exist as to the etiology of both awake and sleep bruxism, Many treatment alternatives have been proposed in the
literature.[°! The treatments evaluated are as follows: sleep hygiene measures combined with relaxation methods,
splint therapy, Drug therapy, and reliant electrical stimulation. The efficacy of BTX-A to reduce myofascial pain
symptoms in bruxers, and effective in reducing the occlusal force, but psychological interference had an important

role in treatment part.
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INTRODUCTION

Botulism was originally called ‘sausage poisoning’
because it occurred after ingestion of poorly prepared
blood sausage.™™ Botulinum toxin (BTX) has been under
the clinical search since the late 1970s for the
management of several situations allied with extreme
muscle contraction or pain.”® Furthermore, it is the
first-choice treatment for wrinkles located on the upper
third of the face, BTX is also widely used in the
prevention and correction of changes caused by muscle
contraction in the middle and lower thirds of the face and
neck, including bruxism. Clostridium botulinum was first
identified in 1897, in Belgium, by Professor Emile van
Ermengem. In the same year, an antiserum for botulism
was made. Justinus Kerner (1786-1862) was the first to
describe the features of botulism.*

Despite the fact that a demonstration of a causal role for
Temporo-mandibular Disorder has not yet been found
and doubts exist as to the etiology of both awake and
sleep bruxism, Many treatment alternatives have been
proposed in the literature.*®! The treatments evaluated
are as follows: sleep hygiene measures combined with
relaxation methods, splint therapy, Drug therapy, and
reliant electrical stimulation. Patients often favour
conservative  treatments such as physiotherapy,
psychosocial intervention and splinting, which are non-
invasive, painless and economical, but they require good
acquiescence to be effective. Drug treatment is more
effective and necessitates less compliance than
conservative treatments and also well accepted by the
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patients. However, it requires an acceptable level of
health and is sometimes restricted because the drug is
contraindicated.!*®!

Bruxism is recognised as the parafunctional masticatory
muscle activity, that enflames all the stomatognathic
structures, being accountable for tooth wear, periodontal
tissue damage, articular and/or muscular mutilation,
characterised by excessive compression and/or grinding
of the teeth, which can occur sleeping or waking.
Approximately 85 to 90% of the general population
reports bruxism to some degree, during some period of
life. The prevalence of bruxism varies between 20 - 25%
in children, 5 - 8% in adults, and 3% in the elderly
people.[1°'15]

The occlusion analysis system is a computer-assisted
device partaking a pressure sensor. It was urbanised in
1984 to assess occlusal forces and contact times, and is
measured a prosthodontic adjunct specific to problems
that advance during the treatment of occlusal disorders
and Bruxism. The most commonly used treatment
modality for the management of bruxism is conservative
symptomatic therapeutic modalities such as behavioural
and physical treatments, sleep hygiene measures
combined with relaxation methods, occlusal splint
therapy, pharmacological management, reliant electrical
stimulation and physiotherapy. But the treatment
modalities such as occlusal splint is mainly aimed to
prevent wear of tooth surface and periodontal damage,
rather than achieve a therapeutic effect.l'?
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Chronic local muscular contracture has been known to
cause inflammation and localized muscular hypoxia
leading to chronic myofascial pain.[*4

Considering these premises, the study hypothesis was
that botulinum toxin may represent an alternate and
effective option to avoid prolonged treatment with
occlusal splints and/or drugs. BTX-A has been under the
clinical pursuit since the late 1970s for the managing of
several situations allied with extreme muscle contraction
or pain.

BTX-A hinder the exocytotic discharge of acetylcholine
in the motor nerve terminals leading to abridged muscle
contraction.® This property makes it useful both
clinically and therapeutically for a series of conditions
where there is an excess of muscle contraction.
Psychosomatic aspects are important in the aetiology of
bruxism and so psychological intercession is an intrinsic
part of the treatment of bruxism. The change in bite force
in the placebo and control groups shows that
psychological intervention has frolicked a part in the
treatment of bruxism. Kim et al. indicated clearly that
bruxism and Temporo-mandibular disorders are closely
related to psychological factors. In investigation into the
treatment of nerve disorders (such as TMD and bruxism),
investigator have pointed out that psychological
interference can perceptibly release the pain caused by
nerve dysfunction. All the present clinical treatments can
therefore be measured to be a combination of that
particular treatment and psychological intervention,
which marks patients during their treatment.™*#*7]

Recent advances show that bruxism is caused by high
levels of motor activity in the centrally situated mandible
musculature, indicating that the reduction in muscle
activity induced by the use of BTX-A could be beneficial
in these cases.

CONCLUSION

The present review enlights an employment of botulinum
toxin BTX-A was effective for treatment of bruxism to
reduce myofascial pain symptoms in bruxers. We also
achieve that the occlusal analysis system precisely
imitates the characteristics of occlusal force during
treatment of Bruxism. BTX-A has obvious advantages
for the treatment of Bruxism in terms of tumbling the
occlusal force, but psychological interference had an
important role in treatment part.
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