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 INTRODUCTION

Odontogenic cutaneous fistula is an uncommon disease and may 

be easily misdiagnosed. It occurs because of chronic dental draining 

infections, especially apical periodontitis [1]. The most common 

cause is endodontic or periodontal infections, trauma, retained 

roots and residual chronic infection of the jaws [2]. The location for 

extra oral sinus tracts are mostly the mandibular angles, chin and 

cheeks [3]. The chronic infections around apex of a dental root can 

drain to the mouth or less commonly to the skin via a sinus tract. 

Moreover, the draining sinus tracts can be located at a distance from 

the origin of infection [4]. Dental symptom like toothache is the 

most common symptom of odontogenic cutaneous fistula. Howev-

er, only 50% of the patients experienced dental pain and the in-
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carcinoma. However, the connection between the fistula and skin cancer was not clear. 
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volved teeth are not always tender to percussion [5]. Therefore they 

could be easily initially misdiagnosed as skin lesions. The treatment 

of any odontogenic fistula lasting for more than three weeks should 

be surgically closed to avoid further medial problems and antibiotic 

helps to reduce infection in such a high risk situation [6]. Elimina-

tion of dental infection through endodontic treatments or tooth ex-

traction is vital for the management of cutaneous sinus tracts [6]. 

This case report presents a basal cell carcinoma (BCC) that was di-

agnosed odontogenic cutaneous sinus tract. 

CASE REPORT

A 64-year-old male patient had symptoms such as toothache and 

loose tooth #13 and #14 about one month ago. The dental pain 

was intermittent, and he did not go to the local hospital and took 

painkillers. Back then, there was no apparent skin problem at the 

right side of the patient’s right nasal area. His pain began 3 weeks 

before the visit to the hospital. At that time, the pus spontaneously 
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agnosed with odontogenic fistula and performed treatments like 

debridement, tooth extraction, and fistulectomy with biopsy at a 

dental department. The biopsy results revealed basal cell carcino-

ma and inflamed granulation tissue with fistula. There was no 

clear correlation between fistula and skin cancer of the pathologic 

findings (Fig. 3). However, there was a doubt as to basal cell carci-

noma which is close to fistula. The positron emission tomography-

computed tomography scan was checked to confirm the metasta-

sis of cancer. The hypermetabolic lesions (standardized uptake 

value max values 5.2) were observed in right paranasal skin and 

subcutaneous layer. There were no significant fluorodeoxyglucose 

uptake lesions including surrounding lymph nodes. For the 

wound in right nasal alar area, wide excision including 0.5 cm 

sized safety margin was performed. The frozen section biopsy 

confirmed that there was no remaining tumor tissue, and primary 

closure was performed. He took antibiotics for about a week after 

the surgery. At the 6- month follow-up, the wound site had healed 

without any other problem.

DISCUSSION

We introduced a case of the basal cell carcinoma of the skin near-

occurred in the right alar groove area and upper alveolar area (Fig. 1). 

After seeing the dentist, he scanned the computed tomography 

scan. Findings of abscess infiltration in the upper right alveolar re-

gion were observed on computed tomography (Fig. 2). He was di-

Fig. 1. A photograph taken a week after a dental surgery. The red 
arrow shows surrounding skin lesions with crusting and induration 
on the right alar groove area.

Fig. 2. Preoperative images (3D orbit enhanced computed tomography). On the left image, the red circle indicates the abscess infiltration around 
the root of right upper lateral incisor. On the right image, red arrow indicates the abscess infiltration under the indurated skin.
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by odontogenic fistula. Dental pathogen is the most common 

cause to form cutaneous sinus track [1,2]. Patients often to find 

dermatologist because of only skin lesions. About 50% of these pa-

tients will experience unnecessary surgery and antibiotic treat-

ment until a proper diagnosis is made [3-5]. Therefore, the impor-

tance of accurate diagnosis is emphasized with the physical 

examination and appropriate test. According to the literature for 

the odontogenic fistula treatment, one study reported that most 

patients can be healed within about 1–2 weeks without the partic-

ular treatment for the skin lesion caused by odontogenic fistula if a 

primary cause, especially infection is removed [6]. Studies using 

sections which can accurately detect basal cell carcinoma at any 

part of the surgical margin suggest that excision of small (<20 mm) 

well-defined lesions with a 3-mm peripheral surgical margin will 

clear the tumor in 85% of cases. A 4–5-mm peripheral margin will 

increase the peripheral clearance rate to approximately 95%, indi-

cating that approximately 5% of well-defined basal cell carcinomas 

extend over 4 mm beyond their apparent clinical margins. Surgi-

cal excision is a highly effective treatment for primary basal cell 

carcinoma, with a recurrence rate of <2% reported 5 years follow-

ing histologically complete excision [7]. However in most cases, the 

therapy such as dental and periodontal extraction, pus drainage, 

and fistulectomy etc. are needed because of the high possibilities of 

the recurrence with the common treatment of only skin lesion. 

Cohen and Eliezri [8] in 1990 have reported that cutaneous odon-

togenic sinus was diagnosed after being misdiagnosed with basal 

cell carcinoma on right nasolabial fold.

We report on the case with a review of literature. We have ex-

perienced a rare case that is hardly found in the literature, which 

was diagnosed as basal cell carcinoma and odontogenic fistula in 

the patient’s facial area clinically and pathophysiology. Although 

there was no clear evidence about the relation with basal cell car-

cinoma and odontogenic fistula, we believe that there is a possibil-

ity of a skin tumor caused by chronic inflammation from odon-

togenic fistula. Therefore, when odontogenic fistula was found, it 

would be advisable to check the skin cancer through the biopsy. If 

the skin cancer was confirmed, we should have a wide excision of 

it with safety margin. When there are skin lesions on the cheek 

and jaw area, the physical examination of skin lesion as well as 

oral cavity is also important. And also regular observation is re-

quired to check the local recurrence and distance metastasis of 

cancer after surgery. Although it is not common case, we have to 

keep in mind the possibility of skin cancer with odontogenic cu-

taneous fistula. Furthermore it is necessary to rule out the skin 

cancer through the biopsy for skin lesions.
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