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ABSTRACT
Improper and inadequate treatment can lead to oro-antral
communication and fistula. Certain surgical procedure during
operation in posterior maxilla can lead to communication between
oral cavity and sinus. In children and adolescents, the risk of
oro-antral communication is less, due to smaller volume of the
maxillary sinus defect smaller than 2 mm that would adequately
heal without any intervention, but larger communications more
than 2 mm would require immediate attention from surgeon
and treatment should be done as soon possible in order to avoid
further complications, infection and patient’s discomfort.
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The maxillary sinus is the largest part into upper jaw known as
antrum of Higmore, as first defined by anatomist Higmore as space in
the bone and labeled as antrum in 1651.1 An oroantral complication,
frequently happens in a dental office. Oroantral communication is
an abnormal passage between maxillary sinus and oral cavity. Most
frequent cause of this complication happens during extraction of
maxillary molars and premolars up to 48%. The anatomic reason
is most likely the culprit here, that being anatomic proximity or
projection of roots within the sinus.2 Sinus mucosa thickness varies
between 1 and 7 mm as reported by Skoglund et al.3 Tuberosity
fracture, implant dislodgement, trauma, cyst and tumors in the
maxillary sinus, osteoradionecrosis, flap necrosis, dehiscence after
implant, periapical infection, tuberosity fracture are other reason of
oroantral communication/oro-antral communication and fistula.2,4,5
Without any infection in sinus defects smaller than 2 mm, can
heal following blood clot formation via the secondary healing.
Larger defects than those left untreated, likely to take a course
of acute sinusitis, almost half of the patients within 2 days of
time, and that likely to progress up to 90% within 14 days.4,6
Closure of this defect is at stake to prevent any food or saliva
accumulation which causes contamination and leads to infection
delay or impaired healing and chronic sinusitis.7 There are many
techniques for the closure of oroantral communication including
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buccal or palatal alveolar flaps and their
modifications. The preferred technique depends
on surgeons past experience and expertise.
CASE REPORT
A 40 years old female was presented with a
chief complaint of nasal regurgitation, pain,
and halitosis. Relevant dental history was taken,
which revealed extraction of maxillary right
second molar, 7 days back. Clinical investigation
and mirror fog test were done to confirm the
oroantral communication (Figure 1). The patient
was made aware of condition and treatment
plan and all risk of surgery and was started on
preoperative medications. Surgery was planned
for the next day. Under local anesthesia, buccal
advancement flap with a trapezoidal shape and
two vertical releasing incisions were elevated.
The periosteal scoring method was used to
make flap tension free at closure site, which was
crucial into this type of procedure leading to a
higher success ratio of surgery. The socket was
irrigated with 0.12% chlorhexidine gluconate
solution and socket lining was removed fresh
bleeding induced into the socket. The palatal
flap was also raised to suture buccal flap, easily.
The buccal flap was sutured using 3.0 silk over
a socket to palatal flap (Figure 2). Postoperative
instructions and medication were advised and
scheduled for suture removal after 10 days.
Healing was as desired and uneventful with no
nasal regurgitation and pain (Figure 3).

Fig. 2: The palatal flap was raised to suture buccal
flap.

Fig. 3: Healing without nasal regurgitation.flap.

DISCUSSION

Fig. 1: The oroantral communication in the patient.

All different parameters should be taken in
light, when deciding surgical closure including
the location, size of oroantral communication,
alveolar ridge height, sinus inflammation and
patient’s overall condition. All flaps used for
closure of oroantral communication or oroantral
communication and fistula are relied on
mobilizing tissue flap and tension free closure
on the defect. When the defect was located on
mesial, a buccal flap is more likely indicated.8 The
only disadvantage of this technique is the loss
of vestibule, which in an era of a dental implant
www.wjps.ir /Vol.8/No.2/May 2019

Downloaded from wjps.ir at 20:22 +0330 on Sunday September 22nd 2019

[ DOI: 10.29252/wjps.8.2.262 ]

264 Closure of oro-antral communication
that may not be much of concern or sometimes
it requires vestibuloplasty in denture bearing
patient. Two thumb rule is a must for oroantral
communication or oroantral communication and
fistula to (i) make infection free, whatever is
there or to make sure it is infection free, and (ii)
to have tension free closure for any soft tissue
flap being used. A different technique of using
bone blocks and bone graft to preserve the site
for future implant placement was suggested
nowadays by many doctors again for the chance
of any infection, delayed healing, graft failure
and flap necrosis that all should be carefully
addressed.8
Various methods are described in the
literature including use of various techniques
and different material and approaches, but the
main goal should be emphasized for proper
closure of the defect. Success also is dependent
upon patient co-operation for following the strict
post-operative instructions and not creating any
kind of negative pressure in the mouth. All
necessary medications should be prescribed to
avoid any pain, discomfort or infection during
recovery.
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