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Cutaneous Sinus Tract of Odontogenic Origin

SHUW-HWEI WANG
SUMMARY

The most common cause of the chronically draining cutaneous sinus tract in the face
is chronic apical abscess, which most commonly present at the chin or jaw region as inter-
mittent suppurative lesion. This phenomen is more common in children and aldolescents than
in adults, whose jaWs have not grown to the nature size. Although with oro-cutaneous fistula,
patients are usually unaware of any dental problem. It is frequently misdiagnosed and incor-
rectly treated. The differential diagnosis should include a traumatic lesion, foreign body reac-
tion, chronic tuberculous lesion, osteomyelitis, pyogenic granuloma, the gumma of tertiary
syphilis, deep fungal infection, actinomycosis, squamous cell carcinoma, and congenital fistula.

The main factors involved in the spread of infection are bacterial virulence, patient’s
resistance, and low resistance of connective tissue in the facial spaces. The opening for drainage
of sinus tract is decided by tooth position, alevolar process, root length, muscle attachment,
fasical 'spaces and gravity. Treatment of sinus tract consists of removal the focus of infection,
either by endodontic therapy or by extraction.

In the presented two cases, case | had a lesion occurred at left submandibular border,
and it had been treated by a dermatologist with surgery, systemic antibiotics, topical steroid
for two months, but recurred persistently. Then the patient was referred to our clinic for
conservative endodontic treatment. The lesion healed without incidence. Case Il with a lesion
at left cheek was referred by a general surgeon indicated persistent exudate which was improved
by endodontic therapy with Vitapex. After root canal filling, the sinus tract disappeared.
During one year follow-up, lesions of these two cases healed with extraoral scarring and with-
out recurrence of drainage.

Key words: oro-cutaneous fistula, endodontic therapy.
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