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Abstract 

Background: Oro-antral fistula is an unnatural communication between the oral cavity and the maxillary sinus. This is a common phenomenon after dental 

avulsion, osteomyelitis, granulomatous diseases. Several surgical options exist for management. 

The aim of this study was to report the management of a case of oro-antral fistula after sequestrectomy.  

Clinical Observation: A 60-year-old patient consulted our department for an endooral purulent discharge evolving for 6 months following vestibular gingival 

swelling with regard to the 17th, 16th, 15th and 14th. The exooral examination was unremarkable. 

The endooral examination revealed poor oral hygiene, significant tartaric deposit, and generalized dyschromia. There was also a right vestibular gingival 

swelling with thick well under finger pressure. The exploration of the strait by the probe revealed the existence of a bone sequestration objectified by the 

orthopantomogram image. Sequestrectomy under local anesthesia resulted in an oral-sinus communication that was immediately repaired. The patient was 

subjected to antibiotic therapy. The anatomical pathological study of the bone sequestration revealed a benign fibroosseous lesion of the maxilla. 

After 15 days of follow-up, we found an oro-antral fistula that we secondarily repaired with mucoperiosteal flap surgery. The result was satisfactory after 21 

days. 

Conclusion: In this study, the oro-antral fistula caused by sequestrectomy was successfully treated with a combination of antibiotic therapy and reconstructive 

surgery under local anesthesia. 
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1. Introduction 

The oro-antral fistula is an abnormal communication between 

the oral cavity and the maxillary sinus. One of the less 

common but important causes of oro-antral fistulas is chronic 

osteomyelitis of the maxilla, a persistent inflammation of the 

bone and bone marrow caused by a bacterial infection. 

Chronic osteomyelitis weakens the maxillary bone, leading 

to necrosis and fistulization of adjacent structures, including 

the maxillary sinus. The disease, often aggravated by a poor 

immune response or inadequate initial treatment, can lead to 

significant damage to the maxilla that increases the risk of 

oro-antral fistula. Osteomyelitis is more frequently 

associated with the mandible; however, its occurrence in the 

maxilla, although rare, poses complex challenges in terms of 

infection control and defect closure, especially when large 

areas of necrotic bone are involved.1  

An oral-antral fistula can form when an oral-antral 

communication does not close and the opening 

epithelializes.2 
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Oro-antral fistulas are an important complication and 

often difficult to treat during oral and maxillofacial surgery 

with a reported incidence of between 0.31% and 4.7%.3 

The frequency of oral-antral communications is 0.31 to 

4%, and that of oro-antral fistulas 0.2%. Complications occur 

due to processes in the lateral parts of the maxilla or 

iatrogenic causes.4 

Most studies estimate that fistulas smaller than 5 mm 

will have a chance to heal spontaneously without 

intervention, but types larger than 5 mm or those that persist 

for more than 3 weeks require surgery to close.5 

Various surgical methods have been described to close 

these fistulas. Among them, soft tissue closure is commonly 

practiced. Other closure techniques using autogenous bone 

grafts, artificial bone grafts, and various membranes have 

also been described.6 

The frequency of oral-antral communications is 0.31 to 

4%, and that of oro-antral fistulas 0.2%. Complications occur 

due to processes in the lateral parts of the maxilla or 

iatrogenic causes.4 

Most studies estimate that fistulas smaller than 5 mm 

will have a chance to heal spontaneously without 

intervention, but types larger than 5 mm or those that persist 

for more than 3 weeks require surgery to close.5 

Various surgical methods have been described to close 

these fistulas. Among them, soft tissue closure is commonly 

practiced. Other closure techniques using autogenous bone 

grafts, artificial bone grafts, and various membranes have 

also been described.6 

2. Clinical Observation 

It was a 60-year-old patient, living in the suburbs of Dakar, a 

worker. He presented to our department for an endooral 

purulent discharge that had been evolving for 6 months. The 

antecedents were limited to odontalgia and anterior abscess. 

The patient reported taking undocumented medications 

through self-medication. 

2.1. Exooral physical examination 

On inspection, a discreet swelling of the right hemiface with 

obliteration of the right nasolabial fold was noted. 

On palpation, the digital pressure of the right paranasal 

region was painful (Figure 1). 

 

Figure 1: Nasolabial groove effacement 

2.2. Endooral physical examination 

On inspection, the mouth opening was of normal amplitude 

with poor oral hygiene. There was a gingival swelling in the 

17, 16 and 15 absent women; a gingivo-vestibular fistula, an 

exteriorization of a bone piece. 

On palpation, the digital pressure was painful and 

allowed us to flow from the fistula (Figure 2).  

 

Figure 2: Gingivo-vestibular fistula 

These clinical elements have made it possible to 

formulate a diagnostic hypothesis, that of chronic osteitis of 

the maxilla. 

2.3. Additional examination 

The orthopantomogram, a reference X-ray in Odonto-

Stomatology, revealed an osteo-condensing image at dial 1. 

This made it possible to visualize two bone sequestrations. In 

addition, there was a crestal resorption of dial 3 (Figure 3). 
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Figure 3: OPG showing two receivers 

Diagnosis: The comparison of clinical and radiological 

elements made it possible to retain the diagnosis of chronic 

odontogenic osteitis of the maxilla. 

Sequestrectomy: Disinfection of the oral and perioral region 

with chlorhexidine was performed followed by vestibular 

infiltration of 2% adrenalinated xylocaine with palatal recall 

with non-adrenalin xylocaine 2%. 

Using claw forceps, the bony end (sequester) was 

grasped through the fistula and then extracted using a 

combination of rotational pulling movements. The revision 

of the cavity made it possible to seize a second sequestration 

which was extracted without difficulty (Figure 4 and Figure 

5). 

 

Figure 4: Bone sequestration extraction 

 

Figure 5: Bone sequesters 

 

The two irregularly shaped bone sequestrations were 

packaged in formalin solution for an anatomo-pathological 

analysis, the result of which, after three weeks, concluded 

that there was a benign fibroosseous lesion of the maxilla. 

Immediately after the sequectectomy, an oral-sinus 

septal defect was suspected and confirmed by the Valsalva 

test.  

After hemostasis by comresive tamponade, the cavity 

was cleaned with chlorhexidine and then the banks were 

brought together and sutured simply with vicryl 3/0.  

Oral Surgery equipment was used. 

After three weeks of follow-up and rinsing with 

antiseptic solution and the taking of antibiotics including 

amoxicillin 500 mg at the rate of 2 capsules morning and 

evening, metronidazole 500 mg at the rate of 1 tablet morning 

– noon and evening, the rest was unfavorable despite the 

healing of the surgical site because an oro-antral fistula was 

diagnosed (Figure 6). 

 

Figure 6: Oro-antral fistula 

Surgical repair of the fistula was decided. For this, the 

same surgical equipment and the same anesthesia technique 

were used. 

The surgical technique consisted of making two vertical 

incisions on either side of the fistula and then completed by a 

crestal incision. A mucous flap was detached, which allowed 

an excision of the fistulous tract to be carried out. A fistula of 

about 7 to 8 mm was objectified (fistulostomy) (Figure 7). 
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Figure 7: Flap and fistulostomy 

The surgical site was cleaned with betadine, the flap was 

folded down and then hermetically sutured with Vicryl 3/0 

(Figure 8). 

 

Figure 8: Suturing the flap 

A prescription was prescribed for the following doses: 

Spiramycin 500 mg (2 capsules morning and evening), 

Metronidazole 500 mg (1 tablet morning, noon and evening), 

Paracetamol 500 mg (2 tablets every 6 hours) and 

Chlorhexidine mouthwash solution to be started 24 hours 

after surgery (1 bath after each meal).  

After 14 days of surgical repair of the oro-antral fistula, 

the operative wound had healed without sequelae. 

 

Figure 9: Image at intake 

 

 

Figure 10: Wound healing 

3. Discussion 

Other causes of oro-antral fistulas include bacterial or fungal 

infections, osteomyelitis, granulomatous diseases, Paget's 

disease, malignancies, maxillofacial trauma, and iatrogenic 

conditions.8 

To confirm the presence of an oro-antral fistula, several 

methods can be used, such as the cotton test or the butterfly 

test. Another method is to hold a mouth mirror near the 

fistula, which fogs up the mirror due to the passage of airflow, 

or to place a suction nozzle on the fistula, making a noise as 

if blowing with the mouth into an empty bottle.5 

In the present study, the Valsalva test was used for both 

situations. 

Closure of oro-antral fistulas is not a simple procedure.4 

The management of oro-antral fistulas remains 

challenging, requiring a balance between effective closure 

and the preservation of normal anatomy and function.3 

Many methods have been described for the surgical 

closure of occlusal bone lesions. When the size of the bone 

defect is 3 mm or larger, proper surgery is required to prevent 

sinus infection and sinusitis.6 

Endoscopic surgery is distinguished by its excellent 

ability to visualize the intervention and postoperative 

recovery of oro-antral fistulas. Compared to conventional 

Caldwell-Luc surgery, endoscopic maxillary sinus surgery 

allows drainage of the maxillary sinus through the natural 

opening of the middle nasal meatus, thus improving the 

surgical success rate and reducing recurrences.9 

In this study, the Rehrmann flap was the one used. 

The therapeutic approach to oro-antral fistula requires a 

rigorous consideration of factors such as the infectious state, 

the size of the bone defect and epithelialization. The literature 

describes three main treatment options: the vestibular flap, 

the oral fat pad, and the palatal flap.7 

Experience with the clinical use of an autograft of the 

broad fascia of the hip may serve as a basis for its further 
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study in the reconstruction of other defects of the oral cavity 

and maxillofacial region.10 

Closure of an oro-antral fistula is recommended by the 

use of an autogenous bone graft taken from the chin region, 

supplemented by the application of VitalOs injectable bone 

cement to fix the graft at the recipient site.11 

 The use of a pedicled oral fat pad combined with a 

mucoperiosteal composite flap is effective in sealing and 

preventing oro-antral fistula, improving clinical symptoms in 

cases involving oro-antral fistula and maxillary posterior 

bone resorption during surgery.12 

A recent systematic review showed that the use of 

platelet-rich fibrin in the treatment of oro-antral 

communications/fistulas has several advantages, as it allows 

the position of the muco-gingival junction to be maintained 

without the need for coronal displacement of the muco-

periosteal flaps.13 

In the present study, the closure of the initial oral-sinus 

septal defect that occurred during sequestrectomy of the 

fibroosseous lesion of the maxilla had an unfavorable 

consequence related to the epithelialization of the pertuis. It 

took a second surgery to close the fistula. 

According to Feras AlMofreh AlQahtani, tongue flaps, 

especially the dorsal and posterior flaps, are effective options 

for the closure of palatine fistulas, with high success rates and 

a favorable complication profile. Nevertheless, further 

research is needed to explore the potential of these techniques 

for the closure of oro-antral fistulas. Further studies should 

use randomised controlled trials with larger patient cohorts 

and extended follow-up periods to comprehensively assess 

the efficacy, complication rates and long-term outcomes of 

dorsal and posterior tongue flaps in the treatment of oro-

antral fistulas.14 

In our study, we used a monocortical flap  

Different techniques can be used for closing. Regardless 

of the technique used, the success of the surgical procedure 

depends on the effective elimination of the fistula tract and 

the complete extermination of any pathology and/or sinus 

infection. The main factors determining the type of surgery 

for occlusal fistula closure are the size and location of the 

lesion. Other determining factors could be the adequacy and 

health of adjacent tissues. We observed that the oral fat pad 

was the best option for occlusal fistula closure, despite its 

higher morbidity, as all complications were of some duration 

and assessed over the long term.15 

The sliding buccal flap introduced by Moczair is an 

alternative procedure for the closure of alveolar fistulas by 

shifting the flap distally by about one tooth. This flap 

technique has the advantage of minimizing the influence of 

the depth of the oral sulcus.16 

There are a multitude of treatment options and the choice 

of the most appropriate technique will depend on the 

idiosyncratic factors of each patient, such as the amount of 

keratinized tissue present, the presence/absence of teeth, and 

the size and position of the oro-antral fistula.17 

The oral fat pad represents a reliable, easy and 

predictable therapeutic option for the closure of oro-antral 

fistulas.18  

It is essential to close the oro-antral fistula in an 

unharmed sinus environment to prevent exacerbation of 

infection.19 

In our study, no anti-inflammatory drugs were 

prescribed. Only antibiotics combined with analgesics were 

prescribed. This gave a good result. 

Prior to each procedure, patients took oral amoxicillin 

875 mg/clavulanic acid 125 mg on the morning of the 

procedure and continued twice daily, for a total of five days.16 

Surgical closure of oro-antral fistulas by local flap has a 

93% success rate.5 

Ten to thirty percent of patients require a second surgery 

to successfully close the fistula.20 

This corroborates the results of this observation. 

While traditional surgical techniques, such as oral 

advancement or palatal flaps, have been shown to be effective 

for closure, they can lead to complications, including 

vestibular shortening, mucosal tension, and interference with 

prosthetic rehabilitation.21 

In a study done in Turkey in 2023, Jung et al.22 presented 

a novel double barrier technique using the palatelet-rich-

fibrin for the closure of chronic oro-antral fistulas, involving 

the lifting and closing of the sinus lining. Thanks to the anti-

inflammatory, angiogenic and activating properties of the 

palatelet-rich-fibrin fibroblasts, as well as the local protection 

provided by the double barrier, complete fistula closure and 

gingival hypertrophy were observed after two weeks of 

healing. These results demonstrate that this double-barrier 

technique using the palatelet-rich-fibrin is not only a 

promising method, but also a minimally invasive approach 

that can be used to treat some patients with oror-antral 

fistulas. 

4. Conclusion 

The closure of an oral-sinus communication following 

sequestrectomy is difficult because failure has been observed 

by the formation of the oro-antral fistula despite primary 

closure. 

The problem of surgical repair of oro-antral fistulas is 

related to the infectious nature of the surgical site and the 

technique used. 
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However, the realization of a local flap associated with 

antibiotic therapy and regular follow-up would allow a good 

result to be obtained. 
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