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CASE REPORT
A 32-year-old male was referred to the Department of Oral and 
Maxillofacial Surgery with a chief complain of swelling, pain in the 
right middle third of the face and inability to open his mouth since 
one week. Patient gave a history of root canal treatment followed 
by extraction of the offending tooth one week back. Patient was 
given antibiotics and analgesic along with serratiopeptidase. 
However, there was no relief with this treatment rather the swelling 
gradually increased in size, thus, he was referred to our institute 
for further consultation.

The pain was throbbing in nature, continuous, radiating towards 
the ear and lower jaw, aggravated on taking food, on lying down 
and during night and relieved for sometime after taking analgesics. 
There was a positive history of fever for the last three days.

On examination, patient was moderately built and well nourished. 
Extraorally, a diffuse swelling measuring about 5x5cm was 
present, extending superioinferiorly from right infraorbital region 
to the upper lip and anterioposteriorly from right alar region to 
the anterior border of right masseter muscle. It was tender on 
palpation, hard in consistency and there was no local rise in 
temperature. There was obliteration of right nasolabial fold [Table/
Fig-1]. On intraoral examination, there was trismus [Table/Fig-2], 
a dome shaped swelling was seen in the right buccal vestibule 
extending from vestibule with relation to tooth 17 into the buccal 
mucosa, measuring about 1x1cm, firm in consistency and tender 
on palpation [Table/Fig-3].

Patient was asked to stop serratiopeptidase and was adviced to 
take a combination of amoxicillin 500mg and potassium clavulanic 



acid 125mg two times daily, metronidazole  400mg three times 
daily, combination of chlorazoxazone, diclofenac sodium and 
paracetamol two times daily. Orthophantomogram was taken, but 
it did not reveal any significant finding [Table/Fig-4]. Ultrasound of 
the right infraorbital region revealed it to be a possible buccal space 
abscess which has extended into deeper tissue planes [Table/
Fig-5]. The routine blood investigation revealed all parameters to 
be within normal range. Patient was reviewed the next day.  There 
was no improvement in the mouth opening; swelling was still the 
same, so an incision and drainage was planned after taking a 
written consent.

A 1cm vestibular incision was given in the right upper buccal 
vestibule in the region of tooth 17 and pus was drained by Hilton’s 
method. The pus was sent for culture sensitivity test. The incision 
was left open and the patient was adviced to return if any further 
drainage occurs.
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ABSTRACT
Serratiopeptidase is a proteolytic enzyme that has been used for reducing inflammation, it has antiedemic, analgesic, fibrinolytic 
and caesinolytic properties. Serratiopeptidase is often used in oral surgery for its anti-inflammatory purpose after impaction surgery, 
maxillofacial trauma and infections but its use should be limited in cases of abscess due to its fibrinolytic activity. Here, we report a 
case of a buccal space abscess which had spread into deeper muscular layers after serratiopeptidase administration in a 32-year-old 
male without any systemic condition. Patient presented with a painful swelling on the right mid region of the face since seven days. 
Serratiopeptidase was discontinued. After routine blood investigation and ultrasonography, incision and drainage was done and the 
patient recovered after seven days of treatment.

[Table/Fig-1]: Pre-treatment frontal view of patient with buccal space abscess with 
obliteration of nasolabial fold on the right side. [Table/Fig-2]: Pre-treatment reduced 
mouth opening (1.6 cm).

On the first post operative day, the swelling reduced and the mouth 
opening improved. The antibiotic was continued for four more days 
and mouth opening exercises were adviced. The culture sensitivity 
report revealed the organism to be group A streptococci. A week 
postoperatively the swelling resolved completely and mouth 
opening improved further. Patient was followed up for a month 
and he was symptom free [Table/Fig-6].

DISCUSSION
Serratiopeptidase (serratiapeptase/serralysin/serrapeptase) is a 
pro-teolytic enzyme isolated from the non pathogenic enterobacteria 
serratio E15 found in silk worm. It has been successfully used 
since many years in Japan and Europe for pain and inflammation 
due to arthritis, trauma, surgery, sinusitis, bronchitis, carpel tunnel 
syndrome and painful swelling of the breast [1].

[Table/Fig-3]: Intraoral image showing dome shaped swelling with respect to tooth 
17 from where the pus was drained. [Table/Fig-4]: OPG after extraction of tooth 
17.
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This enzyme has been used in maxillofacial surgery, in cases 
of trauma, impaction surgery, abscess. As in this case, 
serratiopeptidase was used for the patient who had a buccal 
space abscess.

Buccal space is the most commonly involved fascial space by 
a dental abscess [2]. Infections originating in either maxillary 
or mandibular teeth can spread into the buccal space, usually 
maxillary molars and premolars or mandibular premolar [3]. Many 
a times buccal space infection spreads in both direction i.e., in 
the buccal vestibule and drains intraorally or into buccal space, 
as buccintor is a partial barrier after odontogenic infection, and 
erodes the buccal cortical plate of the maxilla or mandible [4]. 

Serratiopeptidase is been used for management of such cases. 
Serratiopeptidase is a single chain protein with a molecular mass of 
about 55 KDa and a pI between 4.5 and 5.5. The primary structure 
of serralysin is also been determined [5]. The enzyme is absorbed 
through the intestine and transported directly into the blood stream 
[6]. Serratiopeptidase should be enterically coated or else it may get 
destroyed by acid in the stomach before it gets into small intestine 
[7,8].  This enzyme is believed to induce degradation of insoluble 
protein products like fibrin and inflammatory mediators. It reduces 
the viscosity of exudates facilitating drainage and alleviates pain 
by inhibiting the release of bradykinin [6,9].

An abscess is surrounded by haemorrhage, fibrin and inflammatory 
cells [10].  Around the necrosed part fibrin gets deposited in the 
form of membrane and thus, it also separates the dead part from 
the living. The wall of the abscess is formed by the effused and 
organised fibrin. Sometimes the fibrin wall is not strong enough; in 
those cases the pus finds its way into surrounding cellular texture 
and results into a diffuse abscess [11].

One of the important aspects of serratiopeptidase is its fibrinolytic 
activity [12]. In the indexed case a periapical abscess may have 
been present which on administration of serratiopeptidase caused 
the spread of abscess into deeper planes.

Other alternatives to serratiopeptidase could be bromelain 
obtained from pineapple, papain from papaya, rituside, trypsin, 
chymotrypsin etc., [13].

Conclusion
Serratiopeptidase is a systemic enzyme which has a wide range of 
functions but still its use can sometimes cause unwanted results, 
so its use should be limited in cases of abscess.
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[Table/Fig-5a,b]: Ultrasonography images showing lesion in the region of buccal space suggesting of buccal space abscess.  (a) - Ultrasonographic picture showing Buccinators 
Muscle (BM), Buccal Space (BS) containing the abscess and Alveolar Bone (AB).  (b) – D1 depicts measurement in horizontal plane, D2 - depicts measurement in vertical plane, 
D3 - depicts measurement in oblique plane, total volume of the abscess was 11.20cm3. [Table/Fig-6]: 15th day post operative mouth opening (3 cm).


