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A Case of Orocutaneous Fistula Misdiagnosed as an Inflammatory Cervical Mass
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Department of Otolaryngology-Head and Neck Surgery, College of Medicine,
The Catholic University of Korea, Seoul, Korea

—ABSTRACT —

Odontogenic cutaneous fistula is rarely reported in otolaryngologic literature. As the lesion mimics other com-
mon cutaneous skin lesion, accurate diagnosis is challenging problem. We report a case of a 39-year-old man
who presented with relapsing nodular mass in submental region. Physical, radiological, and cytological exami-
nation suggested recurrent cervical lymphadenitis and excisional biopsy was performed. The fistula tract pene-
trating deep to the oral floor was found on surgical field and lower right second molar tooth was identified as
the origin site of fistula by fistulography. A tooth extraction and root canal treatment was performed and the pa-
tient remained disease free. (J Clinical Otolaryngol 2011;22:121-125)
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Fig. 1. Opening of a cutaneous fistula on the right sub-
mentum.

Fig. 2. Computed tomography showed a 2.6 x2.0 cm
soft tissue mass (white arrow) with low density protrud-
ing from the subcutaneous tissue, with no adjacent in-
vasion at the submental area.
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Fig. 3. The fistula fract penetrated deep into the mylo-
hyoid and anterior belly of the digastrics muscles.



Fig. 4. (A, x40) Histopathological result showed chronlc |nflommohon W|Th flsTqu Troct formcmon cmd (B, x100)
chronic inflammation and vascular proliferation. H&E staining.

Fig. 5. Fistulography showed a contrast-filled tract be-
tween the right submental skin and beneath the right
molar tooth.
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Fig. 6. A panoramic radiograph revealed a periapical
radiolucency on the lower right second molar tooth,
consistent with apical periodontitis.
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Fig. 7. A . Gingiva af the lower right second molar tooth after extraction. B : The skin of the fistula opening after the
right submentum had healed.
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