
Surgical treatment of an extraoral fistula 
developing due to the left maxillary first 
molar tooth of which endodontic treatment 
was performed and infection could not be 
eliminated
Endodonti̇k tedavi̇si̇ yapılmış enfeksi̇yonun gi̇deri̇lemedi̇ği̇ 
sol maksi̇ller bi̇ri̇nci̇ molar di̇şe bağlı geli̇şen ekstraoral 
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ÖZ

Ekstraoral fistüller özellikle deri lezyonları, tüberküloz, osteomiyelit gibi birçok farklı oluşumla karıştırılmakta 
ve bunun sonucunda hastalara etkisiz tedaviler uygulanabilmektedir. Bu olgularda yanlış teşhis ve tedavinin 
önlenmesi amacıyla ayırıcı tanı çok dikkatli yapılmalıdır. Bu çalışmanın amacı, odontojenik enfeksiyon kaynaklı 
ağız dışı fistülizasyonun dental teşhis ve tedavi seçeneklerini özetlemektir. Sistemik hastalığı bulunmayan 22 
yaşındaki erkek hasta sol üst çene bölgesinde gelişen ekstraoral fistül nedeniyle Sivas Cumhuriyet Üniversitesi 
Diş Hekimliği Fakültesi’ne başvurmuştur. Kliniğimize başvuran hastadan alınan dental anamnezde 26 numaralı 
dişine 2 yıl önce başka bir kurumda kök kanal tedavisi yaptırdığı öğrenilmiştir.Hasta öncelikli olarak dermatoloji 
kliniğine başvurmuştur. Dermatoloji kliniğinde herhangi bir tedavi uygulanmayan hastanın plastik cerrahiye 
yönlendirildiği öğrenilmiştir. Plastik cerrahide ise yara bölgesinin temizlenerek dikiş atıldığı ancak 3 kere ope-
re edilmesine rağmen iyileşmenin sağlanamadığı görüldüğünde, hasta diş hekimine yönlendirilmiştir. Yüz ve 
boyun bölgesindeki deri lezyonlarının odontojenik enfeksiyonlardan kaynaklanabileceği mutlaka göz önünde 
bulundurulmalıdır. Ayırıcı tanıda klinik ve radyografik muayene dikkatlice yapılmalı ve uygun tanı konulmalıdır. 
Böylece lezyon kaynağı diş tespit edilip, uygun tedavi yapıldığında gereksiz ilaç kullanımı ve yanlış müdahale-
lerden kaçınılmış olunur.

Anahtar kelimeler: Ekstraoral, fistül, kronik, abse, periradiküler dokular.

ABSTRACT

Extraoral fistulas are confused with many different formations, especially skin lesions, tuberculosis, and os-
teomyelitis, and as a result, ineffective treatment can be applied to patients. Differential diagnosis should be 
made very carefully in these cases to prevent wrong diagnosis and treatment. This study's goal is to summa-
rize the dental diagnosis and treatment options of extraoral fistulization developing due to odontogenic in-
fection. A 22-year-old male patient with no systemic disease applied to Sivas Cumhuriyet University Faculty of 
Dentistry due to the extraoral fistula in the left maxillary region. According to the dental history of the patient, 
he had undergone a root canal treatment in tooth number 26 in another institution two years ago. The patient 
primarily applied to the dermatology clinic. The patient was not treated in the dermatology clinic and was re-
ferred to the plastic surgery department. But when it was observed that healing could not be achieved despite 
three operations, the patient was referred to the dentist. It should definitely be taken into consideration that 
skin lesions in the face and neck region may be caused by odontogenic infections. The clinical and radiographic 
examination should be performed carefully in the differential diagnosis, and the appropriate diagnosis should 
be made. Thus, when a tooth related to the lesion is detected, the use of unnecessary medications and wrong 
interventions may be avoided by performing the appropriate treatment.
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INTRODUCTION

Odontogenic infections are pathological formations that develop due to pulp necrosis. The opening 
of the fistula into the intraoral or extraoral region depends on the region of the tooth and the localiza-
tion of the perforation caused by inflammation in the cortical bone.1 Bacterial virulence, the patient’s 
defense mechanism, the low resistance of connective tissues in the facial region, the relationship of 
muscle attachments and the infected tooth affect the progression of the fistula.2 When an infected 
or necrotic pulp tissue is not treated, the infection in the canal can spread to the periradicular tissues 
through the apical opening and then to the bone. The location of the opening area of abscesses to the 
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extraoral area differs depending on the region where inflamma-
tion progresses in the bone and the location of the region where it 
perforates the cortical layer.3 Extraoral fistulas are often confused 
with many formations such as skin lesions, traumatic injury, car-
cinoma, osteomyelitis, tuberculosis, and actinomycosis, and as a 
result, ineffective treatment can be applied to patients.4 Defining 
this lesion as a fistula tract caused by an odontogenic infection 
plays a crucial role in making an accurate diagnosis. Faults in di-
agnosis result in unnecessary surgical treatments and biopsies, 
long-term antibiotic therapy, and even radiation therapy.5 In this 
case report, the diagnosis and treatment of odontogenic infec-
tion, in which the infection could not be eliminated and healing 
could not be achieved as a result of the wrong diagnosis and 
treatment plan applied by the dermatology and plastic surgery 
departments to the patient with an extraoral fistula, were dis-
cussed. 

CASE PRESENTATION

A 22-year-old male patient with no systemic disease applied to 
Sivas Cumhuriyet University Faculty of Dentistry due to the ex-
traoral fistula in the left maxillary region. According to the dental 
history of the patient, he had undergone a root canal treatment 
in tooth number 26 in another institution two years ago. After 
the root canal treatment, the patient did not have any pain com-
plaints, but swelling developed on the face 3 months ago, and 
then fistulization occurred. The patient primarily applied to the 
dermatology clinic. The patient was not treated in the derma-

tology clinic but was referred to the plastic surgery department. 
In the plastic surgery department, the wound site was cleaned 
and sutured, but when it was observed that healing could not be 
achieved despite three operations, the patient was referred to the 
dentist (Figure 1). 

When the extraoral examination of the patient who applied to 
our clinic was performed, an erythematous and edematous fis-
tula opening, approximately 5 mm in diameter, was detected in 
the upper left buccal region (Figure 2). During palpation to the 
center of the fistula tract, exudate outflow from the opening was 
observed. The radiological examination of the patient was per-
formed primarily with a panoramic film, and it was observed that 
a lesion developed in the apical region of teeth number 25 and 
26 (Figure 3). The perforation area was determined by a more 
detailed radiological examination of the patient, and cone-beam 
computed tomography (CBCT) was obtained from the patient to 
make the correct diagnosis (Figure 4). It was observed that the 
continuity of the cortical bone was impaired, and the perforation 
area developed in the region of tooth 26 of the patient whose 
CBCT was evaluated. It was observed that restoration could not 
be performed in the patient, whose intraoral examination was 
performed, due to the loss of material in the relevant tooth, and 
its extraction was decided to eliminate the focus of infection 
and provide healing. After the extraction of the tooth, the region 
was curetted and cleaned and primarily closed with Vicryl suture 
(Sterilized non-absorbable surgical suture usp, JINHUAN MED-
ICAL PRODUCTS LTD/P.C.R ), and the dressing was made with 
Batticon in the fistula region. The patient was prescribed amox-
icillin/clavulanic (AMX/CLV) acid 875/125 mg, twice a day (BID) 

Figure 1. The first Figure of the patient operated in the plastic surgery 
clinic.

Figure 2. Erythematous extraoral fistula Figure of the patient, 5 mm 
in diameter, referred to our clinic.
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(Augmentin 1 g 14 tablets, GlaxoSmithKline, Istanbul, Turkey), 
and analgesic (Arveles 25 mg film tablets, (Menarini, L’Aquila, It-
aly)) and mouthwash, and postoperative information and recom-
mendations were given to him. An appointment was scheduled 
one week later to make the control and remove the sutures. One 
week later, the extraction site healed in the intraoral control of 
the region, and the sutures were removed. During the extraoral 
examination, exudate outflow was not observed in the fistula re-
gion. In this session, the dressing was made to the region with 
Batticon (Poviodeks Batikon, Kimpa), and the patient was given 
a control appointment again two weeks later. When the patient 
came to the hospital two weeks later, it was observed in the ex-
traoral examination that the fistula closed. There was no pain and 
swelling in the patient between the control sessions. The patient 
was given a new control appointment three months later, and 
during this session, it was observed that the fistula region healed 
with scar formation and closed completely (Figure 5). After these 
controls, the patient was referred to the plastic surgery clinic for 
an aesthetic evaluation of the skin region that healed with scar 
formation. The plastic surgeon started treatment with Dermatix 
silicone gel for the patient and aimed to treat the immature ap-
parent scar with this gel.

DISCUSSION

The causes of the failure of root canal treatment are now shown 
as necrotic pulp tissue, broken instruments, flooded root canal 
filling, mechanical perforations, root fractures, periradicular lesion 
and periodontal disease, while the most significant reason for the 
failure is microorganisms in the root canal system. While an apical 
inflammation caused by bacteria becomes chronic in one individ-

ual, it can continue with bacteremia, septicemia, and suppuration, 
which may spread in another individual and pose life threats.6 
Periapical inflammation can remain silent for years, degenerate, 
heal as a result of root canal treatment, or may become abscessed 
and spread to various tissues by neighborhood relations. In chron-
ic periapical abscess cases, the patient does not complain of pain 
because the pressure created by the suppuration resulting from 
the drainage formed by the fistula tract is eliminated. It is char-
acterized by the presence of a fistula, which is clinically drained to 
the oral mucosa or, rarely, to the facial skin.7 Facial areas may be af-
fected when the dental infection spreads to the soft tissue rather 
than advancing through the oral or cutaneous routes to the sur-
face. Infection may spread to areas far from the dental source by 
following the path of least resistance across the connective tissue 
and facial areas.8-10 Non-surgical approaches should be considered 
before attempting to surgery.11 In the case reported in this study, 
as a result of the unsuccessful root canal treatment of the left 
maxillary first molar tooth, the infection spread from the periapical 
region, disrupted the continuity of the cortical bone and resulted 
in the formation of an extraoral fistula. Medical (antibiotics), sur-
gical or dental treatment (incision and drainage, tooth extraction, 
or root canal treatment) included in the treatment of odontogenic 
infections or a combination of these are applied in the treatment 
of facial area infections.12 Antibiotic treatment should not be con-
sidered as the first treatment option alone but should be used 
as an adjunct to dental treatment.13 Antibiotics are indicated to 
prevent secondary infections and bacteremia in systemically un-
healthy cases with fever, malaise, lymphadenopathy, progressive 
diffuse swelling, and trismus.14, 15 Therefore, in complicated cases, 
it is recommended to start empirical treatment with antibiotics, 
in addition to rapid and aggressive surgical drainage.16, 17 It is re-

Figure 3. In the panoramic film obtained from the patient, it was 
determined that a lesion developed after the unsuccessful root canal 
treatment in the left maxillary first molar.

Figure 4. CBCT section obtained from the patient.

Figure 5. The patient's fistula region healed with scar formation and 
closed.
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ported that dental fistula openings to the skin may heal sponta-
neously, and the opening may close within a few weeks when the 
primary factor is eliminated. This site usually heals by forming a 
small pit and hyperpigmentation, which decrease over.18, 19 In this 
case report, as a result of a detailed dental anamnesis, radio-
graphic examination, and examination of clinical symptoms, the 
differential diagnosis of the fistula was made, and it was found to 
be of dental origin. The fact that these cases are asymptomatic or 
prone to misdiagnosis in some situations necessitates multidis-
ciplinary communication in diagnosis.

CONCLUSION
It is necessary to always keep in mind that lesions in the extraoral 
region may be of dental origin. Furthermore, in the case of early 
diagnosis, the difficulty of the treatment process and the dura-
tion of treatment decrease. In this sense, physicians working in 
endodontics, oral, dental and maxillofacial surgery and dermatol-
ogy, which are the disciplines associated with the lesion, should 
cooperate from diagnosis to long-term follow-up in the manage-
ment of these cases.4
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