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Abstract

Odontogenic cutaneous sinus tract in
the face and neck region is a rare entity
and may present a diagnostic problem.
It is generally misdiagnosed as a local
skin lesion and maltreated by multiple
antibiotic regimens, surgical excision
and biopsies with eventual recurrence.
Here, we discuss the case history, diag-
nosis and management of four patients
with extra oral sinus as well as muscle
affecting the spread of infection in
odontogenic cutaneous sinus in various
areas of mandible.
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Introduction

Odontogenic cutaneous sinus tract in
the face and neck region is a rare entity
and may present a diagnostic prob-
lem1.2, A review of the medical and den-
tal literaturel.23.4 reveals that cuta-
neous sinus tract may be due to dental
problems. Correct diagnosis is the key to
treating this kind of lesion that lead to a
simple and effective treatment consist-
ing of removal of necrotic pulp tissue

FIG 1: Preoperative photograph showing cuta-

neous lesion at the chin

FIG 2: I0PA X-ray
showing endodontic
treatment in
mandibular central
incisor and periapi-
cal radiolucency
extending from
#23 #26

FIG 3: IOPA X-ray
showing endodontic

" treatment in # 23 &

#26

and filling of the root canal with bio-
compatible material with and without
periapical surgery or even extraction
resulting in minimal scarring of skin®.
Cutaneous sinus tract is generally misdi-
agnosed as a local skin lesion and the
patient often undergoes multiple antibi-
otic regimens, surgical excision and
biopsies that lead to a destructive inva-
sive treatmentl3. The odontogenic
cutaneous sinus tract is most commonly
a sequel of periradicular abscess that
arises from carious exposure, chemical
irritaion and trauma. On the other
hand, unusual dental malformations
such as dense in dente or dens invagi-
natus rnay also lead to periapical dental
infection resulting in sinus tract forma-
tion67:8. Spread of these odontogenic
infections primarily depends on the bal-
ance between the general factors of host
resistance and bacterial quantity and
virulence and local factors such as bone,
periosteum and adjacent muscles and
fascia®. The objective of this clinical
report is to give emphasis on the correct
diagnosis of the odontogenic cutaneous
sinus tract that can help in the preven-
tion of loss of teeth through proper
management.

Clinical Report
Four patients presented with variable
complains of pain and pus or blood
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FIG 4: Postoperative photograph after  FIG 5: Preoperative photograph FIG 6: Intraoral photograph sowing
severe generalized attrition

9 days showing healed lesion

FIG 8: I0PA X-ray showing
endodontic treatment in # 22

discharge from the different regions of
mandible to Faculty of Dental Sciences,
IMS, BHU, Varanasi, India.

Mandibular incisor region- A 25
years old female presented with chief
complain of pain and pus discharge
from the incisor region since 5 days. Past
dental history revealed that she had this
lesion for last 8 month. At that time she
had root canal treatment of mandibular
central incisor and the lesion healed
with in 20 days. But the lesion again
started to discharge the pus and blood.
On extra oral examination, the lesion
was 1 cm in diameter, erythematous
and discharging pus (Fig.1). Intra oral
examination showed no significant find-
ing. IOPA X-ray demonstrated periapical
radiolucency in the lower anterior teeth
extending from #23 to # 26 and obtu-
rated mandibular central incisor
(Fig.2). So the nonsurgical endodontic
therapy of #23 & #25 was done
(Fig.3) and the lesion healed with in 9
days (Fig.4). Recurrence of the lesion
may be due to the extension of infection
into pulp through apical region of # 23
& # 26 which was not treated initially.

showing cutaneous lesion

FIG 9: Postoperative photograph
after 21 days showing healed lesion

”~

premolar area

Mandibular canine region- A 32 years
old male with the chief complain of dis-
charging pus and bleeding intermittent-
ly for more than eight months from the
left side of the chin. His medical history
was non contributory. Extraoral exami-
nation revealed an erythematous lesion
of 0.5 cm in diameter and 1.5 cm below
the lower border of mandible (Fig.5).
On palpation, the lesion showed puru-
lent and bloody discharge and fixation
to the underlying bone. During intralo-
ral examination, severe generalized
attrition was present (Fig.6) and # 22
was tender on percussion. The tooth
was firm and did not reveal any peri-
odontal defects on probing. An IOPA X-
ray demonstrated periapical radiolucen-
cy in that tooth (Fig.7). The tooth was
nonresponsive to thermal pulp test.
Thus, a diagnosis of pulpal necrosis with
chronic supparative periapical peri-
odontitis was made. Treatment consist-
ed of non surgical endodontic therapy of
the tooth (Fig.8) and the cutaneous
lesion was healed with in the 21 days of
conventional endodontic therapy

(Fig.9).

FIG 10: Preoperative photograph
showing cutaneous lesion at the
right side of face in mandibular
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FIG 7: IOPA X-ray showing
periapical radiolucency in # 22

FIG 11: Intra oral photographs showing
grossly carious # 28 and Root Stumps
of # 29 & # 30

Mandibular premolar region- A 45
years old female with the chief com-
plain of pus and blood discharge inter-
mittently from the lower right posterior
region since 4 months. Extraoral exami-
nation revealed nevus like lesion, 0.5cm
in diameter that was depressed below
the skin surface (Fig.10). On palpation,
the lesion was fixed to the underlying
bone and elicited a purulent discharge.
On intraoral examination, #28 was
grossly carious and root stumps of #29
& #30 were also present (Fig.11). No
signs of periodontal pocket and mobility
were present in relation to tooth # 28.
IOPA X-ray showed periapical radiolu-
cency in the # 28 (Fig.12). The clinical
diagnosis established as chronic periapi-
cal abscess resulting from pulpal necro-
sis. Treatment consisted of cutaneous
drainage with non surgical endodontic
therapy of tooth #28 (Fig.13) and
extraction of root stumps. The lesion
healed within 10 days (Fig.14).

Mandibular molar region- A 40 years
old female with the chief complain of
pus discharge from the right side of the
lower back region for more than 3 years.
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FIG 13: IOPA X-ray
showing endodontic
treatment in # 28

FIG 12: 10PA X-ray
showing periapical
radiolucency in # # 28

Patient had the history of extraction of
# 30 one year back for the treatment of
the lesion. But the lesion did not heal
and kept on discharging the pus. On
extraoral examination, there was an
erythematous lesion of approximately 1
cm in diameter in the right side of face
in the mandibular molar area. The
lesion was crusted with minimal
swelling (Fig.15). Intraoral examina-
tion revealed no significant finding.
Radiographic examination showed that
# 32 had bulbous root with periapical
radiolucent area suggesting that there
was a invagination in that tooth which
extended nearly to the apex of the root
(Fig.16). A clinical diagnosis of dense
in dente was made that was confirmed
after stereomicroscopy. At that time, the
extraction of # 32 was planned and the
extra oral sinus healed with in one
month (Fig.17).

Discussion
The Extraoral sinus healed in all cases
by doing nonsurgical endodontic treat-
ment except in case report 4 in which
extraction was done due to develop-
mental anomaly and location of the
tooth. All patients were recalled for
evaluation and reexamination and they
had no recurrence of pain and swelling
or pus discharge. Although few cases
had depression and mild scarring at the
site of lesion after healing.

The most common cause of cuta-
neous sinus tract is chronic periradicular
abscess i.e. slow local inflammatory

FIG 14: Postoperative
photograph after 10 days

showing healed lesion area

FIG 17: Postoperative photograph after one
month showing healed lesion

process begins in the tissue contained
with in the periodontal ligament. This
local inflammatory process may slowly
progress through the cancellous bone
following the path of least resistance
and perforates the cortical bone to pres-
ent either intraorally or extraorally.
Once pus has entered the soft tissues, its
direction of spread is guided by muscle
attachment. If the apices of the teeth are
below the mandibular muscle attach-
ments, the spread of infection may be
Extraoral?. In the mandibular incisor
region, relationship of mentalis muscle
to the root apices determines the course
of infection. In mandibular canine
region, usually depressor labii inferioris,
depressor anguli oris and platysma mus-
cles are located well below the root apex
therefore, periapical infection from this
tooth will localize in the oral vestibule
after extending through the labial corti-
cal plate. But in case report 2, the infec-
ton presented extraorally which indicate
that root apex is located below the mus-

FIG 15: Preoperative photograph
showing crusted cutaneous lesion
with pus discharge at the right
side of face in mandibular molar

FIG 16: OPG showing dense in
dente in # 32

cle attachment. In mandibular premolar
region, extension of periapical infection
is goverened by the same muscles that
confines infection from the canine
tooth. In the mandibular first molar, the
oblique line of buccinator attachment
on the mandible, however, generally
results in the root apices being above
the origin of this muscle, thereby caus-
ing localization of the infection with in
the oral vestibule. On the lingual aspect,
the apices of premolars and first molar
are almost always above the attachment
of mylohyoid muscle which runs paral-
lels to the buccinator muscle. In the
mandibular second molar, there is an
equal chance for extraoral and intraoral
sinus formation as well as buccal and
lingual perforation. In the mandibular
third molar, infections from the vertical-
ly positioned tooth will extend below
the mylohyoid muscle and localize in
the submandibular region because its
apex is much closer to the lingual than
to the buccal cortical plate and the
attachment of mylohyoid muscle is near
the alveolar margin®. According to sev-
eral studies, the odontogenic cutaneous
sinus tract found approximately 80% of
the reported cases in mandibular teeth
whereas 20% in maxillary teeth1C.
Correct diagnosis is the key to treat-
ing this kind of lesion. The diagnosis of
cutaneous sinus tract must begin with a
thorough history of patient and aware-
ness that any cutaneous lesion of face
and neck region could be of dental ori-
gin!,2.11, Extraorally, the sinus is charac-
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terized by erythematous, symmetrical
nodule, 1-20mm in  diameter.
Sometimes, there is crusting and period-
ic drainage of pus or bleeding. The
lesion is depressed below the normal
skin surfacel2. Cutaneous sinus tract
that is often distant from the site of
infection, generally presents with less
swelling and pain because chronic puru-
lent drainage through sinus tract pre-
vents pressure build up3.

Intraoral examination may reveal
carious or discolored teeth and tender-
ness of involved teeth and adjacent alve-
olar mucosa. Provisional diagnosis is
based on history and clinical examina-
tion which is further augmented by
investigations comprising of periapical
radiographs and pulp vitality test. The
lacrimal probe and gutta percha cone
can be introduced into the opening of
patent sinus tract. After that, intraoral
periapical radiograph should be
exposed with the probe in situ pointing
to the origin of lesion!2. After treatment
of cutaneous sinus of dental origin, it
usually resolved within 5 to 14 days. If
sinus does not close or heal after dental
treatment, further evaluation including
microbial sampling and biopsy, may be
required. The most common alternative
cause of a patent cutaneous fistula of
dental origin is actinomycosis!3. In
addition differential diagnosis of cuta-
neous sinus tract should include devel-
opmental lesions, salivary gland lesions,
and neoplasms i.e. dermoid, branchial,
thyroglossal and sebaceous cysts, basal
and squamous cell carcinoma,
melanoma, and infections such as pus-
tules, carbuncle, syphilis and tuberculo-
sis14,15,

The treatment of extra oral odonto-
genic sinus tract consists of the removal
of source of irritation. Non surgical
endodontic therapy has been advocated
as the treatment of choice. However,
occasionally this treatment has to be
complemented by surgery and very
rarely is extraction needed!6:17.
Systemic antibiotics are generally not

~

required as the lesion is a localized enti-
ty and it usually heals after removal of
source of irritation. Plastic surgical
repair may be needed at a later stage if
healing results in cutaneous retraction.
In conclusion, odontogenic cuta-
neous sinus tract is uncommon and easy
to treat if recognition of these cases is
done timely. Therefore, there is need of
communication among physicians, sur-
geons, and dentists. Early diagnosis of
these lesions helps in treatment that
reduces the esthetic problems, patient
discomfort and further complications.
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