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Odontogenic cutaneous fistula mimicking skin 
neoplasia: case report
Fístula cutânea odontogênica mimetizando neoplasia cutânea: 
relato de caso

ABSTRACT
Odontogenic cutaneous fistulas represent a tract between the oral cavity and the skin. They are ma-

nifestations of pulpal necrosis and chronic apical periodontitis, caused by caries, infections, or trauma. 

Cutaneous manifestations include nodules and cysts and may present with perilesional retraction. They 

pose a diagnostic challenge, as most patients do not report toothache. We report a case with delayed 

diagnosis due to lack of clinical suspicion where the patient underwent multiple treatments, including 

surgery, because of clinical resemblance to cutaneous neoplasia. The lesion resolved completely after 

dental treatment.
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RESUMO
As fístulas cutâneas odontogênicas representam um trajeto entre a cavidade oral e a pele e constituem manifestações de 

necrose pulpar e periodontite apical crônica, causadas por cárie, infecções ou traumas. As manifestações cutâneas incluem 

lesões como nódulos e cistos e podem apresentar retração perilesional. São um desafio diagnóstico, pois, na maioria dos 

casos, os pacientes não referem odontalgia. Neste estudo, relatamos o caso de uma paciente cujo diagnóstico foi retardado 

pela ausência de suspeita clínica, tendo sido submetida a diversos tratamentos, inclusive cirúrgicos, devido à semelhança 

clínica da lesão com uma neoplasia cutânea. Após o tratamento odontológico, houve resolução completa da lesão.
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INTRODUCTION
Odontogenic cutaneous fistulas (OCFs) represent a 

communication between the oral cavity and the skin and cons-

titute cutaneous manifestations secondary to pulp necrosis and 

chronic apical periodontitis.
1
 The causes include dental caries, 

pulpal or periapical infection, periodontal diseases, root fractures, 

and mechanical problems resulting from trauma, with no predilec-

tion for sex or age group.
2,3

Cutaneous manifestations include lesions such as nodules, 

cysts, and areas of solution of continuity and may be associated 

with retraction of the perilesional region. The fistulous tracts most 

commonly reported are related to involvement of the mandibular 

dental arch, with drainage to the mandible and chin.
4,5

Although well documented, OCFs remain a diagnostic 

challenge because, in most cases, patients do not report tootha-

che. Definitive diagnosis is usually established through imaging 

studies, such as panoramic radiography and computed tomogra-

phy, which find abnormalities of the alveolar process.
5

It is estimated that half of all patients with OCFs un-

dergo unnecessary treatments, including multiple dermatologic 

surgical procedures and prolonged antibiotic therapy, until the 

correct diagnosis is established.
6

In this context, the objective of the present study is to re-

port a case of OCF with delayed diagnosis due to the absence of 

diagnostic suspicion, underscoring the importance of awareness 

of this condition and its relationship to oral cavity examination 

in order to enable appropriate and timely management.

CASE REPORT
A 43-year-old female patient with a light-brown skin 

phototype reported the appearance of a painless lesion in the 

right mandibular region, with progressive growth over the pre-

vious 6 months. Physical examination found an erythematous 

nodule with yellowish areas and slight shininess, of fibroelastic 

consistency and painless on palpation (Figure 1). Dermosco-

py revealed a nodular lesion with a pink background, covered 

by small adherent yellowish crusts, with homogeneous yellow 

areas and arborizing telangiectasias crossing the lesion (Figure 2), 

suggestive of basal cell carcinoma.

Fusiform resection of the lesion was performed, and his-

topathological examination revealed skin with a dense and dif-

fuse mixed lymphoplasmacytic and neutrophilic inflammatory 

infiltrate involving both the superficial and deep dermis, findings 

that did not support the initial hypothesis of a skin neoplasm 

(Figure 3).

The patient was subsequently lost to follow-up and retur-

ned 2 years after the excision, reporting recurrence of the lesion 

at the same site. On examination, she presented a pink, lobula-

ted nodule with a central yellowish spot draining exudate and 

retraction of the surrounding skin (Figure 4). At that point, the 

hypothesis of an OCF was first considered. Examination of the 

oral cavity revealed right molars and premolars in very poor con-

dition, with the presence of retained root fragments (Figure 5). 

Figure 1: Erythematous nodule with yellowish areas and 
slight shininess located on the chin

Figure 2: Dermoscopy showing a nodule with a pink 
background, with yellowish areas and arborizing vessels 
crossing the lesion
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Figure 3: Histopathological examination showing skin with 
a dense and diffuse mixed lymphoplasmacytic and neutro-
philic inflammatory infiltrate involving the superficial and 
deep dermis (hematoxylin and eosin, 4×)

Figure 4: Nodule with a yellowish central spot draining ex-
udate and retraction of surrounding skin, observed 2 years 
after the initial excision of the lesion at the same site

Figure 5: Complete coronal destruction of tooth 46, with 
an evident retained root fragment and absence of tooth 44 
on clinical examination

A panoramic radiograph of the jaws and periapical radiographs 

of the right mandibular premolars and molars were requested, 

revealing residual roots of teeth 44 and 46, with a radiolucent area 

at the root apex of tooth 44, extending into the periapical region 

of tooth 45 (Figure 6).

The patient was referred to a dental surgeon, who opted 

for extraction of the aforementioned root remnants with alveo-

lar curettage and antibiotic therapy with amoxicillin and cla-

vulanate. Tooth 45 was managed conservatively given that pulp 

vitality was preserved. The patient returned to the outpatient 

clinic 6 months after completion of dental treatment, showing 

complete closure of the fistula and a slightly atrophic scar at the 

site (Figure 7).

DISCUSSION
OCFs represent a tract between the oral cavity and the 

skin. They are chronic infections, manifestations of pulp necrosis 

and chronic apical periodontitis, caused by dental caries, pul-

pal or periapical infection, periodontal diseases, root fractures, 

or mechanical problems resulting from trauma. They induce an 

osteoclastic inflammatory process with abscess formation, which 

gradually progresses through the alveolar bone, creating a tract 

toward the area of least resistance.
7
 Drainage may occur intrao-
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rally or extraorally. When not detected early, OCFs may cause 

aesthetic alterations and psychological distress, compromising 

patient self-esteem, in addition to complications and secondary 

infections.

A high degree of diagnostic suspicion is required for 

OCFs because patients do not always report toothache, and the 

lesion may be located at a distance from the infectious focus, as 

in the case of fistulization to the face and neck.
8
 Lee et al.

7
 fou-

nd that, among 33 patients with fistulas of odontogenic origin, 

27 were initially misdiagnosed (81.8%). Misdiagnoses included 

epidermal cyst (24.2%), furuncle (21.2%), subcutaneous mycosis 

(15.2%), squamous cell carcinoma (9.1%), basal cell carcinoma 

(6.1%), and foreign body granuloma (6.1%).

Cutaneous manifestations show considerable morpholo-

gical variability and may present as skin retractions, nodules, abs-

cesses, cysts, ulcers, or draining lesions at different sites, depen-

ding on the affected teeth.
4
 Fistulous tracts are most frequently 

associated with infections of the mandibular teeth, with prefe-

rential drainage to the mandible and chin.
5

Diagnosis is based on clinical suspicion and confirmed by 

panoramic radiography of the face, periapical radiography, and 

computed tomography.
9
 Cutaneous ultrasonography is a nonin-

vasive and emerging technique with proven utility in localized 

lesions,
10

 representing a safe and accessible tool for the diagnosis 

of OCFs. The presence of a hypoechoic fistulous tract on color 

Doppler is a characteristic finding that aids in diagnosis.
5

Treatment consists of eliminating the primary cause, re-

sulting in healing and regression of the skin lesion within 1 to 2 

weeks. The residual scar may be surgically revised if aesthetically 

unsatisfactory for the patient.
6 

Though rare, OCFs should always be considered in the 

differential diagnosis. Physicians should be familiar with this 

condition and pay close attention to the oral cavity, particularly 

when assessing perioral and cervical lesions. When this condi-

tion develops and patients are unaware of the underlying dental 

pathology, they often seek dermatological care before being re-

ferred to dental surgeons. l

Figure 7: Slightly atrophic scar and complete closure of the 
fistula 6 months after dental treatment

Figure 6: Presence of retained root fragments of teeth 
44 and 46, suggesting remnants resulting from advanced 
coronal destruction (red arrows). Periapical radiolucent 
areas associated with teeth 44 and 46 are observed, with 
contiguous involvement of tooth 45, suggesting chronic 
apical periodontitis (dashed outline)
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