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CASE REPORT / OLGU SUNUMU

Treatment of Extraoral Sinus Tract with Endodontic Intervention: A Case

Report

Ektraoral Fistiiliin Endodontik Miidahale ile Tedavisi: Olgu Sunumu

Giines KARAKAYA @, Emre IRIBOZ @, Hesna SAZAK OVECOGLU
Oz Abstract
Odontejenik  fistliller ¢ogunlukla pulpa enflamasyonuna Odontogenic sinus tracts, mostly caused by pulp inflammation are

bagli gelisen tedavisi i¢in genellikle kanal tedavisi nadiren
de cerrahi islem gereken patolojik olusumlardir. Pek c¢ogu
intraoral olarak olugmasina ragmen bazen ekstraoral olarak
da gozlemlenebilmektedir. Ekstraoral fistiil, agiz boslugu ve
cilt arasinda patolojik bir yoldur. Hastalarin genellikle dental
semptomlari olamamasi sebebiyle pek cok diger cilt lezyonu
ile karigabilmekte ve etkisiz tedaviler uygulanabilmektedir. Bu
sebeple bu vakalarin ayirici tanisinin yapilmasi olduk¢a 6nemlidir.
Bu vaka sunumu, alt ¢ene kesici dislerden olustugu tespit edilen ve
¢ene ucu bolgesinden drene ekstraoral fistiil vakasinin kok kanal
tedavisi uygulamasinin ardindan 3 aylik takibini icermektedir.
Anahtar Kelimeler: Deri lezyonlari, ekstraoral fistiil, kok kanal
tedavisi, odontojenik fistiil, periapikal lezyon
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pathologic formations which usually require root canal treatment
and rarely surgical procedures. Although most of them occur
intraorally, they may also occur extraorally. An extraoral sinus
tract is a pathologic pathway between the oral cavity and the skin
which can be confused with many other skin lesions and ineffective
treatments may be applied because the patients usually do not have
dental symptoms. Therefore, the differential diagnosis of these
cases is very important. This case report describes the treatment
and 3 month follow-up of an extraoral sinus tract which derives
from lower incisors.

Keywords: Extraoral sinus tract, odontogenic fistula, periapical
lesion, root canal treatment, skin lessions

Introduction

Odontogenic sinus tracts are pathological occurrences due
to pulp necrosis that requires conventional or rarely surgical
endodontic treatment to heal. They are mainly detected
intraorally and in uncommon cases, they may exist extraoral,
depending on the root location, bone thickness, muscle
inserts, and localization of the perforation in the cortical
bone.[1-5] Discharge of exudate which flows through
tissues along the least resistant pathways is commonly
associated with the periapical radiolucent lesion.[6]

Even if extraoral sinus tracts of dental origin are not rare,
misdiagnosis and inappropriate treatment frequently occur.
[7] Patients may not associate extraoral sinus tracts with teeth
and often may not have symptoms of endodontic origin, so
they frequently apply to the general practitioner rather than
the dentist.[8, 9] The physician should keep in mind that
the lesions seen in the face area may have an odontogenic
origin and differential diagnosis should be made. Extraoral
sinus tracts can often be confused with skin lesions, pyogenic
granuloma, traumatic injury, carcinoma, osteomyelitis,
congenital fistula, tuberculosis, and actinomycosis.[10-15]
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It is essential that interaction occurs between physicians
and dentists to avoid exposing patients to insufficient
treatment procedures.[5] It has been reported that half of the
patients with extraoral fistula were exposed to unnecessary
surgical interventions and long-term antibiotic treatments
before the correct diagnosis.[16] Not identifying the
endodontic origin commonly leads to unfavorable treatment
which will not be therapeutic, for example, skin biopsies
may lead to unnecessary scarring.[17, 18] Once the correct
diagnosis is made, definitive treatment, through either tooth
extraction or root canal therapy to eliminate the source of
infection, is simple and effective.[19]

In this case report, the diagnosis and treatment of an
odontogenic extraoral sinus tract are described.

Fig 3: Post-op 1 week

Fig 2: Initial Radiograph

Fig 5: Post-op 1 month
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Fig 6: Post-op 2 month radiograph

Fig 7: Post-op 3 month

Case Report

A 50-year-old female patient with a noncontributing
medical history was referred to our clinic with extraoral
swelling and pain associated with the mandibular incisors.
Extraoral examination showed an extraoral sinus tract 3
mm in width at the submental region which confirmed the
diagnosis of the chronic apical abscess. Dental anamnesis
showed that the patient had the sinus tract for 1 month.

Clarithromycin was prescribed for the patient in emergency
services by a physician before applying to our clinic. In the
radiologic examination, there was a well defined periapical
radiolucent region associated with mandibular incisors.
Teeth were slightly sensitive to percussion and palpation.
The involved incisors did not respond to electrical pulp
tests. The diagnosis was established as chronic periapical
abscess resulting from pulp necrosis due to prosthetic
procedures. Lower right canine vitality test was positive
so it was decided not do perform root canal treatment for
this teeth After placing a rubber-dam, root canal treatment
was initiated with gaining a proper access cavity and
chemomechanical preparation of the root canals. Working
length was measured with an electronic apex locator and
confirmed with a periapical radiograph, in the root canals of
all teeth. The root canals were prepared using the Protaper
Next NiTi instrumentation system and irrigated with 5.25%
NaOCl and %17 EDTA solutions. Excessive exudate in the
root canals and also mild serous exudate from the sinus
tract were detected during preparation. Calcium hydroxide
paste was used as intracanal medication. Visits and calcium
hydroxide replacements were replied until the drainage
ceased. When the teeth became asymptomatic and there was
no exudate, root canals were obturated with gutta-percha
and AH Plus using the lateral condensation technique.
After 1 week the sinus tract area started to shrink and in
the following 3 months, it was even smaller. There were
no symptoms observed at the control sessions except for
a minimal palpation sensitivity. Follow-up was considered
to be more appropriate than root canal retreatment because
more time was required for complete recovery of the case.

Discussion

Intraoral or extraoral sinus tract drainage depends on the
path that is less resistant to the progression of the exudate
produced, the proximity of the apex to the external bone
cortex, the length, and slope of the root involved, bacterial
virulence, the patient’s defense mechanism, low resistance
of the tissues in the facial region and the relationship
between the muscle attachment and the infected tooth and
on the morphology of the affected jaw. If the apical section
of the teeth is above the maxillary muscle connections or
below the mandibular muscle connections, the infection
may spread to the extraoral region.[20-25]

Gupta & Hasselgren reported the rate of sinus tract
formation in teeth with periapical inflammation as 18%.
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[2] Mortensen et al. also investigated teeth with periapical
lesions; 9.0% teeth had sinus tracts. Teeth with periapical
lesions smaller than 5 mm had sinus tracts in 5% of cases,
whereas teeth with periapical lesions greater than or equal
to 5 mm had sinus tracts in 19%.[26] Extraoral sinus tracts
are occasionally seen.[27] Almost 80% of reported cases are
associated with mandibular teeth and 20% with maxillary
teeth.[28] The most frequent regions of involvement are the
chin and submental regions.[24, 28] It should be considered
that the lesions seen in the face area may have an endodontic
origin and the differential diagnosis must be made.[14]
After careful
teeth associated with the lesion can be identified. Thus,

clinical and radiographic examination,
appropriate treatment is performed and unnecessary drug
use and surgical interventions are avoided.[29] The clinical
and radiological examination should be performed carefully
in order to make the correct diagnosis. Vitalometric
examination should be performed. If necessary, the gutta-
percha or lacrimal probe can be placed outside the mouth
to detect the source.[6, 16, 30-32] An essential diagnostic
method is the determination of the nature of fluid draining
(if any) from the cutaneous sinus tract, an attempt should be
made during palpation to milk the sinus tract. Any discharge
obtained should be examined to determine its nature (saliva,
pus, or cystic fluid).[10, 33]

Treatment choice is nonsurgical endodontic therapy
if the tooth is restorable. Extraction is indicated for
nonrestorable teeth.[24, 28, 34] After 5 to 14 days following
root canal treatment, the sinus tract is expected to close
spontaneously.[8, 30, 35] This area usually heals with a
slight pit and hyperpigmentation, decreasing over time.[35]
Nonsurgical endodontic therapy, sometimes complemented
by surgery, for extraoral sinus tracts of endodontic origin.
[6] Hyperbaric oxygen therapy may also be used in cases
that are massive and require surgery.[36, 37] The complete
recovery of the extraoral sinus tracts reported as 5 months to
1 year in the literature.[29, 37-39] Therefore, it was decided
to follow this case to fully recover the extraoral sinus tract.

Differential diagnosis should be made considering that
skin lesions seen in the face and neck area may originate
from endodontic infections. The accurate diagnosis based
on the communication between the physician and the
dentist ensures that the treatment should be made as soon as
possible, protecting the patient from unnecessary waste of

time, antibiotic use, and further infection.
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