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Abstract: This review article presents the materials of domestic and foreign studies on the
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To date, despite various practical experiences in the treatment of oroantral defect
(communication), it still remains an understudied problem in medical practice. Chronic
odontogenic maxillary sinusitis is inflammation of the maxillary mucosa caused by odontogenic
infection and is one of the most common diseases. According to a number of authors, about 15%
of the Russian population suffers from chronic forms of rhinosinusitis [10, 26], and according to
foreign sources, about 14-20% of the world's population has this disease [23]. Chronic
odontogenic maxillary sinusitis accounts for 27-39% of all inflammatory diseases [11, 24].

Studies have shown that the number of patients with chronic odontogenic maxillary sinusitis is
constantly increasing and is from 4 to 7.5% of all inflammatory diseases of the region [13, 18].
Incidence has increased 3-fold in the last decade, according to various reports, from 2% to 50%
of all patients with chronic odontogenic maxillary sinusitis [21, 25]. People of working age often
suffer from chronic odontogenic maxillary sinusitis (71% of patients aged 30-50). It is related to
age-related caries and its complications.

People of working age often suffer from chronic odontogenic maxillary sinusitis (71% of
patients aged 30-50). It is related to age-related caries and its complications. According to a
number of authors, a common cause of chronic odontogenic sinusitis of the upper jaw is the
focus of chronic infection in the area of the large molars of the upper jaw and the main factor
that provokes their exacerbation is their extraction [3,9, 15]. In European countries and North
America, the incidence of chronic odontogenic maxillary sinusitis is approximately 10-12% of
all maxillary sinusitis [24]. In recent years, the percentage of perforated forms of cardiovascular
diseases has increased to 42-77% [22]. A.M. According to Sipkin et al. (2013), 54% of patients
with cardiovascular diseases have a dolichocephalic type of skull structure, characterized by
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strong pneumatization of the paranasal sinuses and especially the maxillary sinus, as well as a
narrow alveolar process of the upper jaw [30]. According to Russian authors, a high frequency
(39%) of "perforative" inflammatory processes of the maxillary sinuses was observed in older
people [6, 12]. The presence of a chronic inflammatory process in the maxillary sinus causes
many negative factors, first of all, deterioration of the patient's quality of life due to long-term,
repeated episodes of nasal breathing disorders, headaches, etc. But in cases of exacerbation of
acute sinusitis and chronic sinusitis, severe complications such as sepsis and meningeal
manifestations (meningitis, sinus thrombosis) can develop and often lead to death [8, 11, 13].
Chronic odontogenic maxillary sinusitis is complicated by the formation of an oro-antral defect
(communication), and causes various difficulties in diagnosis and treatment for otolaryngologists
and dentists.

The presence of an oro-antral defect (communication) disrupts the architecture of the nasal
cavity and maxillary sinus, thereby worsening the functional component, and in addition, it
causes permanent damage to the paranasal sinus by the bacterial flora of the oral cavity [1, 12,
28]. Surgeons often face difficulties in closing the oro-antral defect (communication) [2]. In this
regard, it is necessary to develop new methods of complex therapy for odontogenic maxillary
sinusitis complicated by the presence of an oro-antral defect (communication), which can reduce
the number of recurrences of the disease. The results of surgical intervention in the treatment of
oro-antral defect (connection) largely depend on the selected surgical technique and are not
always satisfactory [27, 30].

In this pathology, the traditional method of surgical intervention is the mobilized buccal flap
technique, in which a trapezoidal flap (mucosa-bony) is formed, the top of which faces the
oroantral defect (communication), then the epithelized fistula is cut, the flap is mobilized with
incisions in the periosteum, and then the flap is divided and sewn onto the defect [7, 12, 14]. The
obvious advantages of this method are the simplicity and speed of the execution method, the
disadvantages are the exact mobilization of the soft tissue flap and the difficult postoperative
period, taking into account the inevitable damage to the periosteum, that is, the recovery is
prolonged for a long time. The development of collateral swelling in the area of soft tissues of
the face is a common postoperative period with this surgical method, in addition, the described
method is a "one-layer" method of closing the oro-antral defect (connection), but as a result of
this method, there is a high risk of recurrence of the oro-antral defect (connection). . Also, in the
late postoperative period, various degrees of deformations of the vestibule of the oral cavity and,
in general, deterioration of the "quality" of soft tissues after surgical intervention, which, in turn,
significantly complicates the placement of prosthetics and implants. Some patients report
paresthesia and anesthesia in the area of the mobilized flap. It is difficult to recognize the above-
described technique as an optimal method of oro-antral defect (connection) repair, taking into
account all the above-mentioned shortcomings [4, 5, 28, 31].

Patching a full-layer palatal flap on a vascular peduncle is one of the classical methods of
restoring the hermeticity of the oral cavity in an oroantral defect (communication) [1, 13]. The
concept of the surgical technique is to create a "tongue-like" flap from the mucous membrane of
the palate by making a bony incision along the entire depth of the layers, and then by cutting the
soft tissues up to the palatal tumor. Thus, a "mucosal-connective tissue-periosteal” flap is
formed, the top of which faces the incisors of the upper jaw, and the base faces the foramen and
soft palate. At the next stage, the fistula is cut, a patch is placed on the defect and sutured [15].
An important advantage of this technique is the absence of scarring deformations of the oral
vestibule, in addition, the increase in the volume of soft tissues within the framework of this
surgical technique, the improvement of the gum biotype in the surgical field, which in turn
facilitates the subsequent "interaction” with the field of surgical intervention.

The absence of postoperative symptoms (such as edema, hematomas) is compensated by other
negative aspects - the skeletal area of the palatal tumor is renewed for a long time and,
accordingly, causes pain and other discomfort to patients, in addition, the separation of the native
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periosteum in the postoperative wound and its displacement to the donor area resulting in
irreversible loss of the substrate for morphologically correct tissue regeneration, i.e. irreplaceable
loss of the substrate for the regeneration of gingiva with sufficient anatomically, histologically
correct, all necessary layers, which, in turn, makes this tissue area oral for future soft tissue
augmentation deprives the cavity of the opportunity to become a "reserve" of the donor field
[25].

Closure of the oro-antral defect (connection) can also be performed using the technique of
mobilization to the fatty body of the cheek (Bish lobe) [17,22]. In fact, this is a modified method
of the mobilized cheek flap, but unlike it, the mandatory element is to separate the fat body of
the Bish node and then distribute it to the area of the oroantral defect (communication) and
suture the wound [16, 17, 24]. This method can be performed in a "2-layer view" - the
mucoperiosteal flap is attached to the sutured fatty body of the cheek, but in this case, the
method reflects all the negative aspects of the classic trapezoidal flap [31].

There is another option for planning an operative intervention, if the mucoperiosteal flap is
placed naturally - in this case, scarring deformations of the vestibule and other traditional "side
effects” are not observed, but at the same time, it should be remembered that the Bish node is an
anatomical derivative that forms the oval of the face in appearance. These nodes are located in
pairs - on the left and right sides of the midline, as a result of a change in the position of one of
them, it can cause a violation of the symmetry of the patient's face, which in turn is an absolutely
unacceptable result [5,13,19, 14]. Thus, closure of the oro-antral defect (communication) is a
very common, at the same time, highly individualized problem, therefore, the classic surgical
methods of closing the oro-antral defect (communication) require revision and continuous
modernization. Surgeons offer methods that increase the layering of the wound.

Surgeons offer methods that increase the layering of the wound. In the method of closing an oro-
antral defect (communication) using an autotransplant to the auricle, it involves the method of
harvesting a transplant from the auricle to the size of the defect, as a result of which the
transplant is used as the "1st supporting layer" - "foundation”, and in the 2nd layer A mobilized
mucoperiosteal flap is created and sutured. With all the positive aspects of using this technique,
of course, it cannot be excluded that this concept significantly increases traumatization and, of
course, such a transplantation technique excludes the possibility of surgical intervention in an
outpatient setting.

Various surgical techniques have been described that produce a solid "framework™ (matrix) for
tissue regeneration. In the role of "strength construction”, the main place is occupied by the
titanium mesh, on which the covering flaps are mobilized and sutured. Taking into account all
the positive aspects of these methods, in the future, implant-based prostheses will be much more
difficult to place, as it requires preliminary removal of synthetic elements, and also places high
demands on the manual skills of the operator [30].

Summarizing the above, it should be noted that the issue of complex treatment of odontogenic
maxillary sinusitis complicated by the presence of oro-antral defect (communication), perforative
sinusitis, oroantral fistulas has not been fully studied and a suitable methodology has not been
developed, because local and the data of foreign literature are conflicting and different and show
that the results cannot be fully predicted, therefore, the choice of the optimal method of closing
the oro-antral defect (communication) remains the most urgent topic that requires study [31].
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