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ÖZ 

Giriş: Fistül, kapalı bir alandaki enfeksiyonun epitelyal bir yüzeye açılma yolu olarak tanımlanmaktadır. Apikal 
periodontitisli dişler intraoral veya ekstraoral bölgeye bir fistül ile drene olabilir. Yüz derisinde drene olan bir 
lezyon ile karşılaşıldığında ayırıcı tanıda odontojenik köken her zaman göz önünde bulundurulmalıdır. 
Günümüzde odontojenik kutanöz fistüle neden olan dişlerde kök kanal tedavisinin çok seansta yapılması tercih 
edilmekte olup, kök kanal tedavisinin tek seansta tamamlandığı yeterli çalışma bulunmamaktadır. 

Olgu: 31 yaşında kadın hasta submental bölgede 8 aydır iyileşmeyen ve pürülan drenajı olan yumuşak doku 
lezyonu nedeniyle kliniğimize sevk edildi. Yapılan oral muayene ve radyolojik değerlendirme sonucunda 
ekstraoral fistül sebebinin sol alt lateral diş kökündeki lezyon olduğu tespit edildi. Sol alt lateral dişe tek seansta 
kök kanal tedavisi uygulandı ve 6 aylık iyileşme takibi yapıldı. 

Sonuç: Endodontik tedavi sonrası 2 hafta içinde ekstraoral fistül spontan olarak kapandı. 6. ay kontrolünde 
radyolojik olarak apikal lezyonda küçülme olduğu görüldü. Diş, hasta ağzında fonkiyonel ve asemptomatiktir. 
Odontojenik kutanöz fistül saptanan olgularda kök kanal tedavisinin tek seansta yapılması düşünülebilir. 

 

SUMMARY 

Introduction: Fistula is defined as the opening way of infection in a closed area to an epithelial surface. Teeth 
with apical periodontitis can drain with a fistula to intraoral or extraoral area. When a draining lesion is 
encountered on the facial skin, odontogenic origin should always be considered in the differential diagnosis. 
Today, multi-session root canal treatment is preferred in teeth that cause odontogenic cutaneous fistula, and 
there are not enough studies in which root canal treatment is completed in a single visit. 

Case: A 31-year-old female patient was referred to our clinic because of a soft tissue lesion in the submental 
region that had not healed for 8 months and had purulent drainage. As a result of oral examination and 
radiological evaluation, it was determined that the cause of the extraoral fistula was a lesion in the left lower 
lateral tooth root. Root canal treatment was applied to the left lower lateral tooth in a single visit and a 6-month 
healing follow-up was performed. 

Result: Extraoral fistula closed spontaneously within 2 weeks after endodontic treatment. At the 6th month follow-
up, a reduction in the apical lesion was observed radiologically. The tooth is functional and asymptomatic in the 
patient's mouth. Root canal treatment in a single visit can be considered in cases with odontogenic cutaneous 
fistula. 

 
 

İzmir Eğitim ve Araştırma Hastanesi Tıp Dergisi (Medical Journal of İzmir Hospital) 26 (2): 213-217, 2022



214 İzmir Eğitim ve Araştırma Hastanesi Tıp Dergisi (Medical Journal of İzmir Hospital) 

 
 

INTRODUCTION 

Fistula is defined as the opening way of infection 
in a closed area to an epithelial surface (1). The 
terms odontogenic fistula and odontogenic sinus 
tract are often used in the medical literature to 
describe the same medical condition (2). The 
drainage of the odontogenic fistula into the 
intraoral or extraoral region depends on the 
location of the root of the effected tooth, the bone 
thickness of that region, and its relationship with 
the facial muscles. Odontogenic cutaneous 
fistulas (OCF), furuncles, traumatic injuries, 
bacterial infections, carcinomas, osteomyelitis, 
pyogenic granulomas, foreign body reactions and 
congenital fistulas can be confused with and 
cause misdiagnosis (3,4). When a nodular lesion 
draining on the facial skin is encountered, 
odontogenic origin should always be considered 
in the differential diagnosis (4). Root canal 
treatment is one of the treatment options that can 
be applied in OCF. Root canal treatment of teeth 
with apical periodontitis can be completed in a 
single or multiple sessions (2,5,6). The aim of this 
case report is; to show that the fistula and 
periapical lesion can heal even when root canal 
treatment is applied to teeth with extraoral fistula 
in a single session. 

CASE 

A 31-years-old female patient was referred to our 
clinic from dermatology clinic in March 2017 due 
to a soft tissue lesion with purulent drainage in 
the chin area that had not healed for 8 months. It 
was learned that the patient did not have any 
systemic disease in her anamnesis. On 
inspection, an erythematous, nodular lesion with 
a 5mm diameter, purulent drainage was 
observed in the submental region, on the skin, in 
the midline (Picture 1A). The vitality of the lower 
anterior teeth was checked with an electric pulp 
test. It was found that the left lower lateral tooth 
was devital. In the radiographic evaluation, the 

presence of a periapical lesion in the left lower 
lateral tooth was observed (Picture 1B). In the 
intraoral examination, the tooth were not 
sensitive to percussion and palpation. The lesion 
in the jaw area, which the patient complained 
about and described as a non-healing wound, 
was thought to be an odontogenic cutaneous 
fistula originating from the left lower lateral tooth. 
Root canal treatment was planned for the tooth 
with the lesion, with the informed consent of the 
patient. Root canal treatment of the left lower 
lateral tooth was started. After the access cavity 
was opened, firstly, isolation was ensured with a 
rubber-dam, the inside of the canal was washed 
with saline, and the length of the canal was 
determined with an electronic apex finder using a 
#10 K-file. Then, using H-type #15 to #40 hand 
files, canal enlargement was completed with the 
step-back technique. After each file change, the 
canals were irrigated with 2 ml of 2.5% sodium 
hypochlorite (NaOCl) by placing them 2 mm back 
from the determined canal length using 30 gauge 
irrigation needles. After the expansion is 
completed, the inside of the canal is washed with 
10 ml of 17% EDTA, 10 ml of 2.5% NaOCl, and 
10 ml of distilled water, and the final irrigation 
protocol is completed by irrigating with 
approximately 6 ml of 2% chlorhexidine (CHX) for 
5 minutes. The inside of the canal was dried with 
paper cones and filled with gutta-percha and 
canal paste using the lateral compaction method. 
Coronal restoration was completed using 
composite resin. In the follow-up of the patient 2 
weeks later, it was observed that the fistula tract 
was closed spontaneously (Picture 2A), no 
additional complication was observed in the 
periapical radiograph (Picture 2B), and the 
patient did not have any symptoms. At the 6th 
month follow-up, it was observed that the skin 
lesion was completely healed (Picture 3A), the 
tooth was functional and asymptomatic in the 
mouth, and the periapical lesion was reduced 
radiologically (Picture 3B). 
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Picture 1. Submental extraoral fistula (A), periapical lesion (B) at the time of admission 
 

 

Picture 2. In the 2nd week follow-up after the treatment, it was observed that the fistula tract closed spontaneously (A), and no 
additional complications were observed in the periapical radiograph (B). 

 

 

Picture 3. At the 6th month follow-up, it was observed that the skin lesion was completely healed (A), and radiologically, there 
was a reduction in the periapical lesion (B). 
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DISCUSSION 

Odontogenic fistulas are generally located in the 
intraoral region. When odontogenic cutaneous 
fistula is detected, 80% of them originate from the 
mandibular tooth with purulent drainage to the 
jaw tip or submental region (2,7). In the 
differential diagnosis, besides odontogenic origin, 
epidermal cyst, furuncle, subcutaneous myosis, 
neoplasia, granulomatous lesions should be 
considered (2). These patients frequently apply to 
dermatology and surgical clinics because their 
symptoms are nonspecific and there is a skin 
lesion. In our case, the skin lesion in the patient 
had been present for 8 months, and the patient 
could be diagnosed as a result of a 
dermatologist's referral to us. In the diagnosis, 
periapical radiography, panoramic radiography or 
computed tomography can be used after oral 
examination (2,8). Since the patient's left lower 
lateral tooth was devital in the oral examination 
and a lesion was observed in the apical part of 
the tooth in the periapical radiograph, the patient 
was considered OCF and treatment was planned 
for this.  

In the treatment of OCF, the root canal treatment 
or extraction of the root can be performed (2,3,9). 
In the first studies, it was thought that the inner 
surface of the fistula was surrounded by epithelial 
tissue, and it was emphasized that surgical 
treatment was necessary in addition to 
endodontic treatment. In later studies, it was 
stated that the fistula tract was surrounded by 
granulation tissue, not epithelial tissue, and it was 
shown that only root canal treatment could be 
sufficient for healing (10). Systemic antibiotic 
treatment is not considered necessary, except for 
findings suggesting the presence of 
immunosuppression, diabetes, and systemic 
infection in the patient (10). Since our patient did 
not have any systemic disease and no signs of 
systemic infection, root canal treatment was 
planned and performed first. Among root canal 
irrigants, CHX and NaOCl have shown to reduce 
bacterial counts most effectively (11). Therefore, 

in this case, 2.5% NaOCl and 2% CHX were 
used in combination as irrigation solution during 
root canal treatment. Spontaneous closure of the 
fistula tract occurs 5 to 14 days after endodontic 
treatment or tooth extraction (2). In this case with 
OCF, no clinical signs were observed after the 
treatment, and in the follow-up 2 weeks later, it 
was observed that the fistula tract closed 
spontaneously and the patient did not have any 
symptoms. At the 6-month follow-up, it was 
observed that the skin lesion was completely 
healed, the tooth was functional and 
asymptomatic in the mouth, and there was a 
reduction in the periapical lesion radiologically. It 
was shown in a Cochrane study that there was 
no significant difference in terms of healing rates 
after single or multiple-session root canal 
treatments in teeth with apical periodontitis(5). In 
a study, it was shown that there was no 
significant difference in the bacterial load in the 
root after single and multiple sessions of root 
canal treatment (6). Multiple-session root canal 
treatments are time-consuming for the patient 
and the physician, additional costs are required, 
and the tooth root can become infected again 
between sessions. Traditional root canal 
treatment is applied in multiple sessions, and in 
recent years, it has become common to complete 
root canal treatment in a single session. 
However, multi-session root canal treatment is 
still preferred in patients with OCF, and there is 
only one case report in the literature in which root 
canal treatment was completed in a single 
session in patients with OCF (10). In this case, it 
was shown that OCF could be cured with a 
single-session root canal treatment. 

 

CONCLUSION 

In cases with extraoral fistula, consultation 
with a dentist is important in terms of 
differential diagnosis and clinical treatment. 
Root canal treatment can be considered in a 
single session in patients with OCF.  
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