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Diverse Effects of 3 Selective
Serotonin Reuptake

Inhibitors on Bruxism in a
Depressive Patient Treated

With Botox Therapy
A Case Report

To the Editors:

S leep bruxism (SB) is defined as a ste-
reotyped oromandibular activity during

sleep, which is characterized by involun-
tary grinding and/or clenching of the teeth.1,2

It may cause a variety of problems in the
orofacial region and affect the dental struc-
ture. Although the exact mechanism of
SB is not known, it is generally accepted
that it is a multifactorial condition, with
psychosocial, pathophysiological, mor-
phological, and peripheral factors playing
a role.1 In addition to these factors, re-
searchers have began to investiate the
role of selective serotonin reuptake inhibi-
tors (SSRIs) in SB.3–6 Some case reports
have suggested that SSRIs may be associ-
ated with SB and that they exacerbate
existing SB.3,4,7–9

A number of published case reports
have provided support for the role of
SSRIs in the initiation/aggravation of
bruxism.3,4,7–9 However, a recent study by
Hermesh et al5 asserted that SSRIs did not
induce sleep or awake bruxism. Based on
family physicians' reports, Lobbezzoo et al6

put forward the same suggestion. Thus,

there is disagreement in the literature on
the role of SSRIs in SB. According to
some reports,3,4,9 buspirone can be used
to treat SSRI-related SB. Although the ef-
fectiveness of buspirone in the treatment
of SSRI-related bruxism has not been
studied, there is precedence for its use
based on prior reports.

Although all SSRIs work by increas-
ing the levels of serotonin in the brain,
the pharmacological profiles of individ-
ual SSRIs differ. Therefore, different SSRIs
may possess various inclinations to trig-
ger undesirable side effects, such as
bruxism.10 Numerous case reports3,4,7–9

have described SSRI-related bruxism and/
or the effectiveness of buspirone in the
treatment of bruxism. However, no con-
trolled study has examined both of these is-
sues. Lastly, the injection of botulinum toxin
type A (BTX-A) to the masseteric muscle,
which lead to paralysis and atrophy of the
injected area, is considered to be a safe
and effective treatment modality for con-
trolling involuntary orofacial movements.11

In this case report, we describe a depressed
patient who used various types of SSRIs,
with different consequences. Botox therapy
was subsequently applied to the masseter
muscle to alleviate orofacial symptoms and
bruxism associated with sertraline that were
not alleviated using buspirone.

CASE REPORT
A 44-year-old woman presented to our
clinic in the department of oral and max-
illofacial surgery with a complaint of oro-
facial pain originating from severe bruxism.
Except for renal problems, the patient's med-
ical history was unremarkable. The patient
had taken antidepressants for 7 years due to
anxiety and depression. The patient men-
tioned that she had mild bruxism before she
started taking the SSRIs. Seven years ear-
lier, the patient was prescribed citalopram
(20 mg, 1 � 1). She took the drug for
5 years, with no effect on her bruxism. Then,
she took 50 mg fluoxetine for 1.5 years,
without any change in the bruxism symp-
toms. As fluoxetine did not relieve the pa-
tient's psychiatric problems, her psychiatrist
replaced fluoxetinewith another SSRI, sertra-
line (100mg, 2� 1). Although sertralinewas
effective in alleviating the patient's psychi-
atric symptoms, after 2 weeks, it severely
aggravated the patient's bruxism. The pa-
tient reported that her jaws were severely
clamped when she awoke in the mornings
and that this hindered her ability to speak
and eat breakfast. Severe bruxism associ-
ated with sertraline was diagnosed, and
buspirone (5 mg, 2 � 2) was added. Two
weeks later, the patient reported that
bruxism-related symptoms had worsened.

Then, the frequency of buspirone (5 mg,
4 � 2) was increased. One month later,
the patient's complaints were unresolved.

A muscle relaxant and anti-
inflammatory drugs, in addition to hot
pack therapy and a thermoplastic retainer,
failed to alleviate the patient's symptoms
after 3 weeks. Then, the botox was in-
jected into the masseter muscles. The ther-
moplastic retainer was left in place. For
botox therapy, 60 units of BTX-Awere ad-
ministered, with 30 units injected into each
masseter muscle. Before administering
the botox, the injected areas (n = 3) were
marked, with a 2-cm gap between each
point. In this procedure, a 27-gauge needle
was advanced into the mandibular bone,
the needle was then retracted, and the
BTX-A was injected. No complication
was encountered immediately after the in-
jection, except mild transient syncope symp-
toms, including dizziness and nausea. Botox
therapy effectively relieved the patient's com-
plaints, which originated from the masseter
muscle, for 6 months. Subsequently, with
the reduction in the effect of the toxins, the
complaints recurred, and the botox therapy
was repeated.

A 3-dimensional surface imaging sys-
tem (3dMDFace System) was used to ob-
jectively evaluate the hypertrophic masseter
muscles before the injection (T0) and
changes in themuscles 1week (T1), 1month
(T2), and 3 months (T3) after the injection.
Total local superimposition volume was cal-
culated 336,696 mL. Registration of the
average 3-D optical surface scans showed
that volume of (T0) was bigger than (T1),
(T2),(T3). Comparison of volume differ-
ences between the period of pretreatment
(T0), 1 week after (T1),1 month after (T2),
and 3 months after (T3) botox therapy were
indicated (Fig. 1).

One month later, the patient's symp-
toms, especially the orofacial pain, had
dramatically decreased, and they were com-
pletely resolved 3months later. The effect of
botox therapy is transitory, and the patient's
symptoms returned 6 months later. Botox
therapy was then administered again.

DISCUSSION
This case report describes a patient with
SB who received different types of SSRIs
and other treatment modalities for anxiety
and depression. This case demonstrated as
the pharmokinetic profiles of SSRIs differ,
they may exert different effects on SB.
Buspirone does not seem to be effective
in treating SSRI-related SB, whereas botox
treatment was successfully used.

Although numerous case reports have
demonstrated that SSRIs can provoke and
exacerbate SB, 2 recent reports provided
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conflicting findings.5,6 Hermesh et al5 eval-
uated SB in 17 SSRI users and 33 healthy
controls using a clinical examination and
questionnaire data. They demonstrated that
the SSRI treatment did not cause bruxism.
However, Hermesh et al4 used only subjec-
tive data to evaluate SB. Lobbezzoo et al6

based their findings on the reports of fam-
ily physicians. However, in the study by
Lobbezzoo et al,6 bruxism was not the
primary complaint of the patients who
attended their family physicians. Thus,
the results of the study may not reflect
the effect of SSRIs on bruxism. Given the
nonobjective measures used to evaluate
bruxism, the result of these 2 studies5,6 may
not be conclusive. The results of the other
case reports,3,4,7–9 which suggested that
different types of SSRIs are associated
with or aggravated SB, can also be con-
sidered inconclusive because the findings
were not verified in well-designed re-
search, such as placebo-controlled or poly-
somnographic studies. Thus, the relation
between SSRIs and SB remains controver-
sial. Previous case reports suggested that
chronic use of citalopram was associated
with severe bruxism symptoms.7,12 In the
present case, long-term use of citalopram
(approximately 5 years) did not aggravate
bruxism-related symptoms. The current
case also showed that chronic use of fluox-
etine (approximately 1.5 years) did not ag-
gravate these symptoms. This finding is
in contrast to that of other case reports,
which suggested that fluoxetine was as-
sociated with SB.4,8 However, the present
case provided support for the literature,9

finding that sertraline severely aggravated
bruxism symptoms. The findings of the
current case, which suggested that buspirone
alleviated or eliminated bruxism symptoms,
are in contrast with those of other published
case reports.3,4,9Although buspironewas pre-
scribed to our patient, in addition to sertraline,
it failed to alleviate the severity of the patient's
bruxism symptoms.

In the present case, the effect of the
botox treatment on hypertrophic masseter
muscles was investigated using a 3dMDFace
system. This system is increasingly used be-
cause it is quick, easy, and noninvasive, and
the 3D data can be stored for future analysis.
3-D optical surface scans offer accurate data
for volume analysis. It also highlights the
changes that can be detected with surface
shape analysis.13

The main limitation of this report is
the absence of sleep data related to jaw
movement activity in this patient with
sleep-related bruxism. In addition, the
assessments were not blinded and in the
process may have led to biased measure-
ments. Further studies are needed to shed
light on the role of SSRI-related SB.

This case report demonstrated that
sertraline may aggravate SB, which sup-
ports the literature, and buspirone may
not be effective in the treatment of SSRI-
aggravated SB. Repeated botox therapy
may be useful in the treatment of SSRI-
related aggravation of SB symptoms.
Further studies are highly needed to clar-
ify the role of SSRIs in bruxism and the
best treatment modalities for SB.
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FIGURE 1. Comparison of volume differences between the period of pretreatment (T0),
1 week after (T1), 1 month after (T2), and 3 months after (T3) botox therapy.
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