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ABSTRACT

Oroantral fistula is a pathological communica-
tion between the oral cavity and maxillary
sinus antrum. Many etiologies have been
contributed for the abnormal communica-
tion; of these following dental extraction
maxillary premolars and molars has been the
commonest because of anatomic proximity of
root apices of these teeth and maxillary an-
trum. Various methods have been described
in literature for closure of these communica-
tions which vary from simple local methods
like buccal advancement flap to complex dis-
tal flaps and grafts. We present you 2 cases of
OAF repaired using double breasting flap
technique.

Introduction:

The term oroantral fistula is understood to
mean a fistular canal covered with epithelia
which may or may not be filled with granulation
tissue or polyposis of the sinal mucous mem-
brane, and which most frequently occurs be-
cause of iatrogenic oroantral communication.1
In such cases communication between the oral
cavity and the maxillary sinus occurs as a result
of extraction of upper lateral teeth, which do
not heal by means of a blood clot but inside
which granulation tissue forms, and on the edg-
es narrowing of its vestibule occurs by migra-
tion of the epithelia cells of the gingival proprie,
which cover the edges of the vestibule and par-
tially grow into the canal.!

During expiration the air current which passes
from the sinus through the alveoli into the oral
cavity facilitates the formation of a fistular ca-

nal,
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which connects the sinus with the oral cavity.2,3
The fistula may spontaneously close by swelling of
the gingiva, although the chances of this occurring
are not great. >

With the presence of a fistula the sinus is perma-
nently open, which enables the passage of micro-
flora from the oral cavity into the maxillary sinus
and the occurrence of inflammation with all possi-
ble consequences. >. Because of the anatomic
position of the maxillary sinus and its connection
with the teeth it is particularly important in the
field of oral and maxillofacial.*” The largest part of
the upper jaw is taken up by the maxillary sinus,
which is described as a large, pneumatic space.4,5
It is also known as Highmore’s, Antrum after the
English anatomist Nathaniel Highmore from the
17th century, who first described the sinus as a
space in the bone and called it the antrum. *°

Case reports:

We report 2 cases, one a 6oyears old male patient
with history of right sided facial pain and right sid-
ed oral discharge close to upper molar tooth since
1 month. Dental extraction done 6 months back,
following which patient had right sided intraoral
discharge, diagnosed as OAF and primary closure
done after 2 weeks of dental extraction but met
with failure. Few weeks later patient developed
severe pain in the right half of face and foul smell-
ing discharge from the fistula site. On examination
the right fistula with active mucopurulent dis-
charges seen. CT scan showed discontinuity of the
sinus floor, with loss of lamina dura at the inferior
border of the maxillary sinus over the involved
tooth.

Patient was put on prophylactic antibiotic cover-
age preoperatively with ceftriaxone and clavulanic
acid 1.5 g for a week and good glycemic control
patient for the diabetic status.

The surgical procedure is drilling of fistulous
track and closure of defect by breasting flap
that is inside layer of buccal flap and outer
layer palatal flap to repair oro antral fistula
with maxillary sinusitis with osteomeatal
complex defect. The other case was a 55
years old female patient with left sided facial
pain since 2year and left sided oral discharge
close to upper molar tooth since 6 month. On
examination left upper alveolar tenderness
present and a communicating fistula with ac-
tive mucopurulent discharges was seen. On
routine examination total count elevated,
HIV, HBsAg non reactive. CT PNS showed
maxillary, frontal and ethmoidal sinusitis with
3mm oro antral fistula and infratemporal ab-
scess. Patient was put on prophylactic antibi-
otic coverage preoperatively with ceftriaxone
and clavulanic acid 1.5 g for a week. After
control of active infection surgery was
planned. FESS and reconstructive closure of

oroantral fistula was carried out. (fig 1)
Procedure:

Under general anesthesia the fistula was in-
cised vertically and the bone exposed, later
the alveolar bone was drilled and resurfaced.
The mucosa lining the fistula was released
and reflected into the sinus cavity. Buccal mu-
cosal flap was raised and reflected onto the
defect and pocketed into the raised palatal
flap. The palatal flap was raised and sutured
onto the buccal flaps cuts to mobilize the flap
were given as when required. The flaps were
sutured with 4-0 vicryl sutures. Later endo-
scopic sinus surgery was done and mobiliza-
tion of the middle meatus done and the max-
illary ostium was visualized.
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Wide middle meatal antrostomy was done and the
cavity suctioned and cleaned and douched with
dilute povidine iodine. The inner mucosal flaps
were visualized and reposited back. Nasal pack
with merocel was done for 48 hours. Both the cas-
es had good symptom relief after the technique,
the surgery of double breasting with wide middle
meatal antrostomy endonasally has shown promis-
ing results in the study.

Figure 1

Discussion:

An oroantral communication (OAC) may develop
as a complication of dental extractions, due to in-
fection, sequelae of radiation therapy, trauma, and
removal of maxillary cysts or tumors.®”® OAC of
less than 5 mm does not require any interventions
and closes spontaneously.®”® OAC of more than 5
mm requires surgical treatment. Some of the tradi-
tional methods that are being employed in the re-
pair of OAC include buccal advancement flaps, pal-
atal rotation and palatal transposition flaps,
tongue flaps, and nasolabial flaps.”***! Recently,
because of various advantages, buccal fat pad
(BFP) is increasingly being employed in the repair
of oroantral fistula (OAF) and other oral defects
worldwide.>*%.

However, there are some problems that can
be encountered while harvesting BFP which
has to be taken care of. In this paper, we pre-
sent a case with one of such problems, its
management using BFP with buccal advance-
ment flap and review of literature on the long

. 10,11
-term effectiveness of the same.>*%!,

Oral fistula (OAF) is a pathological communi-
cation between the oral cavity and maxillary
sinus which has its origin either from iatro-
genic complications or from dental infections,
osteomyelitis, radiation therapy or trauma.'”
> OAF closures can be achieved using differ-
ent flaps which show both advantages and

12-15

limitations. Therefore they all need care-

ful consideration in order to select the best
approach depending on the situation. **°
The most widely employed flaps are of three
types: vestibular flap, palatal flap and buccal

fat pad Flap(BFP).1* ™

According to the literature any communica-
tion between the makxillary sinus and the oral
cavity lasting for more than three weeks
should be surgically closed in order to avoid

further medical problems.*®.

In choosing the surgical approach to treat an
oroantral fistula, different parameters must
be considered, including location and size of
defect as well as its relationship to the adja-
cent teeth, height of the alveolar ridge, per-
sistence, sinus inflammation and the patient’s

general health.'®%.

Moreover, any sinus disease must be cured to

16-2 .
29 |mmediate re-

allow the fistula to close.
pairs of the acute oroantral defect have a uni-
formly high success rate approaching 95%
that decreases to 67% in cases of delayed clo-

sure.'*%
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An important role in the healing process is played
by the presence of sinus diseases.16-20 In these
case the advice of a specialist will help to deal with
complica‘tions.le'20 Since a chronic communication
between the oral cavity and the maxillary sinus can
represent an access route for fungal penetration
into the sinus, a systemic antifungal treatment
must be used associated with abundant washings
with saline and topical antifungal solution.16-20
Regardless of the chosen technique, two rules
must be observed.'®*°

First of all, any sinus infection must be treated
with adequate nasal drainage.le'20 This kind of
therapy might require a nasal antrostomy or endo-
scopic sinus surgery.”"? Briefly, this procedure
consists in exposing the antero-lateral wall of the
maxillary sinus.”** A hole is then opened in the
bone through which removal of the infected muco-
sa can be achieved.”* This drainage will allow
washings with saline to be performed over the few
days following the surgery.?** Antibiotic helps to
reduce infection in such a high risk situation.’>*?
The use of appropriate antibiotics in addition to
topical or systemic decongestants is necessary pre-
operatively, along with nasal precautions (no nose
blowing and no sneezing).u’22 The second rule to
be observed requires a tension-free closure of a
broad based, good vascularized soft tissue flap
over intact bone.”**

Conclusion:

Concurrent treatment of the maxillary sinus with
endoscopic wide middle meatal antrostomy and
double breasting flap repair of the gingival tissue
gives the optimal results.

References:

1. Klara
Lauc: Treatment of Oroantral Fistula: Acta
Stomat Croat 2002; 135-140.

Sokler,Vanja  Vuksan,Tomislav

2. Ehrl Pa (1980) Oro-antral Communica-
tion: Empirical Study Of 175 Patients, With
Special Concern To Secondary Operative Clo-
sure. Int J Oral Surg 9(5): 351-358.

3.  Axhausen G: Zur Methodic Des
Verschlusses Von Defekten Im Alveolarforsatz
Oberkiefer. Deutsche Monatschrift Fur
Zahnheilkunde 1930;48:193-196. Cited In
Awang MN (1988) Closure Of Oro-antral Fis-
tula. Int J Oral Maxillofac Surg 17(2): 110-
115.

4. Salins PC, Kishore SK (1996) Anteriorly
based palatal flap for closure of large oro-
antral fistula. Oral Surg Oral Med Oral Pathol
Oral Radiol Endod 82(3): 253-256.

5. Martin Granizo R, Naval L, Costas A,
Goizueta C, Rodriguez F, Monje F, Munoz M,
Diaj F (1997) Use Of Buccal Fat Pad To Repair
Intraoral Defects: Review Of 30 Cases. Br J
Oral Maxillofac Surg 35(2): 81-84.

6. Egyedi P. Utilization of the buccal fat
pad for closure of oro-antral and/or oro-nasal
communications. J Maxillofac

1977;5:241-4.

Surg.

7. Adeyemo WL, Ogunlewe MO, Ladeinde
AL, James O. Closure of oro-antral fistula with
pedicled buccal fat pad: A case report and
review of literature. Afr J  Oral
Health.2004;1:42-6.

Drtbalu’s Otolaryngology online



8. Yilmaz T, Suslu AE, Gursel B. Treatment of
oroantral fistula: Experience with 27 cases.Am J
Otolaryngol. 2003;24:221-3.

9. Visscher SH, van Minnen B, Bos RR. Closure
of oroantral communications: A review of litera-
ture. J Oral Maxillofac Surg. 2010;68:1384-91.

10. Lazow SK. Surgical management of the oro-
antral fistula: Flap procedures. Oper Tech Oto-
laryngol Head Neck Surg. 1999;10:148-52.

11. Singh J, Prasad K, Lalitha RM, Ranganath K.
Buccal pad of fat and its applications in oral and
maxillofacial surgery: A review of published litera-
ture (February) 2004 to (July) 2009. Oral Surg Oral
Med Oral Pathol Oral Radiol Endod. 2010;110:698—
705.

12. Hanzawa Y, Itoh K, Mabashi T, Sato K (1995)
Closure of Oro-antral Communication Using A Ped-
icle Buccal Fat Pad Graft. J Oral Maxillofac Surg
(7): 771-775.

13. Rapidis AP, Alexandridis CA, Eleflheriadis E,
Angelopaulos AP (2000) The Use of BFP For Recon-
struction Of Oral Defects: Review Of Literature
And Report Of 15 Cases. J Oral Maxillofac Surg 58
(2): 158-163.

14. Samman N, Cheung L.K, Tideman H. The buc-
cal fat pad in oral reconstruction. Int J Oral Maxillo-
fac Surg. 1993;22:2—6.

15. Fujimura N, Nagura H, Enomoto S. Grafting
of the buccal fat pad into palatal defects. J Cranio-
maxillofac Surg. 1990;18:219-22.

16. Batra H, Jindal G, Kaur S. Evaluation of differ-
ent treatment modalities for closure of oro-antral
communications and formulation of a rational ap-
proach. J Maxillofac Oral Surg.2010;9:13-8.

17. Pandolfi PJ, Yavuzer R, Jackson IT. Three
layer closure of an oroantralcutaneous de-
fect. Int J Oral Maxillofac Surg. 2000;29:24—6.

18. Von Wowern N (1971) Oro-antral Com-
munications and Displacements of Roots Into
The Maxillary Sinus: A Followup Of 231 Cases.
J Oral Surg 29(9): 622—-627.

19. Licameli GR, Dolan R (1998) Buccinator
Musculomucosal Flap. Arch Otolaryngol Head
Neck Surg 124(1): 69-72.

20. Beck BW, Powers MP (2000) Soft Tissue
Considerations, in Fonseca RJ, Powers MP,
Barber HD (eds): Oral and Maxillofacial Sur-
gery Vol7, Ed1. Philadelphia, WB Saunders,
348.

21. Punwutikorn J, Waikakul A, Pairuchvej V
(1994) Clinically Significant Oroantral Com-
munication- A Study of Incidence and Site. Int
J Oral Maxillofac Surg 23(1): 19-21.

22. Watzak G, Tepper G, Zechner W, Mon-
ov G, Busenlechner D, Watzek G (2005) Bony
Press-Fit Closure Of Oro-Antral Fistulas: A
Technique For Pre-Sinus Lift Repair And Sec-
ondary Closure. J Oral Maxillofac Surg 63(9):
1288-1294.

Drtbalu’s Otolaryngology online



