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Cborogri ogoHToreHHmt cuHyent (OC) 3ycTpivaeTecs y mMavbke 40% BUrafKiB Cepes ycix BEDXHbOLUENENHNX CvHYcHTiB. [Tpn
LibOMY CrIOCTEPIraETbCs 3POCTaHHS 3axBoptoBaHoCTi Ha OC. L{poMy cripusitoTe Taki (DakTopu, SIK Mi3HE MEANKAMEHTO3ZHE JliKY-
BaHHSI, MOJSTMLLIEHHS] MOX/IMBOCTEN AIarHOCTVKY, 30I/bLLIEHHS KiTbKOCTi CTOMATO/IONYHMX T@ OCOB/IMBO iMIIAHTALiVIHVX BTDY-
YaHb 3 MIGHATTIM C/IM30BOI M/I0MV BEDXHBOLLENIENHOI rasyxu. MeToro poboTu 6ysi0 po3pobuTy OrTUMATIbHWK, LUAAHWA Xipyp-
ridHi BapiaHT, sIKuiA rOBUHEH MPU3BECTU [0 TPUBAJIONO OAYIXKaHHS MNaLiEHTIB 3 OLOHTOrEHHUM raviMopuTomM. [poTsrom 5 pokis
i3 CrIOCTEPEXXEHHSM Ta JiKYBaHHSM NepebyBam 58 naLlieHTiB 3 rinepToHIYHOK XBopoboro Bikom Big 20 [0 65 pokis. Y 42 3
HUX MPUYNHOO PO3BUTKY OfOHTOIE€HHOIO raviMopuTy CTasio YCKIIGAHERHS orepaLiii BuAaneHHs 3y6a, Lo npu3Besio 40 nepgo-
pauii HWKHBOI' CTiHKM riasyxu. Y XXOAHOMY BuUragky 3 42 nalieHTiB 3 0f4OHTOreHHuM ravimoputom (OF), wo nepebysamm nig
CIIOCTEPEXXEHHSIM, HE rOTPEbYBao BUKOHAHHS paavKasibHOI orepallii Ha BEPXHLOLYE/IENHI rasyci. Y BCiX naljieHTiB B4anocs
JOCSITY CTIVIKOro OZy)KaHHS rpu MiHIMa/ibHOMY 06CSI3i XipypriYHOro BTDYYaHHS, SIK Ha KICTKOBMX CTPYKTYPax, TaK | Ha C/m30Biv
000/10HLi BEpXHBOLYEnenHoi nasyxv (BLUI), nopoxHuHu Hoca i poTOBOI MOPOXHMHU. ABTOpM CTaTTi BBaXaroTs, Lo ripu OF
HeMae roKaszaHp /15 paavkasibHoi onepadii Ha BLUI, i XipypriyHe BTpyyYaHHS MOBUHHO OyTu OpraHo30epiratoymmM. BUHATKOM
MOXYTb 6yTH Tifibkn Buragkv O yCKiIGAHEHOro 3aralibHuM OCTEOMUESTITOM, OpOITa/lbHUMY | BHYTDILLHbOYEPENHUMN YCKIaa-
HerHamu. [lavieHTvt 3 O oBUHHI J1iKyBaTUCS B LUEENMHO~TNLEBUX BIAAINTEHHSIX 3 0O0BSI3K0BOKO KOHCY/IbTaLliE0 OTOPUHO/IEPI-
Hrosiora, SKwi Kpalye 3a LLesIernHo-/IMLIEBOro Xipypra 3Hae 0CobsMBOCTI natosioridHoro rpouyecy B BLUI. Kpim Toro, npu OF
OTPIOHO BUKOPUCTOBYBATU | KOMITIEKC KOHCEPBATUBHMX 3aX0Z4iB, SIKi AOMOMOXYTb 3a6€3r1e4nTy NMOBHOLIIHHE JIiKyBaHHS 3ara-
JIEHOI nasyxv. Matouy MOX/MBICTE 06paTV ONMTUMA/IbHWA LUGAHWA BapIaHT BTPYYaHHS, MOXHA AOMOITUCS ONMTUMA/IbHOIO |
CTIVIKOro ofly>kaHHsi ratjieHta rpo Or.

Knto4yoBi cnoBa: nikyBaHHS, OQOHTOreHHU ranMopuT, ManoiHBa3nBHI METOAMKMN XiPYyPriYHOro nikyBaHHS.

Today, odontogenic sinusitis (OS) occurs in up to 40% of cases among all maxillary sinusitis. At the same time there is
an increase in the incidence of OS. This is facilitated by factors such as late medical treatment, improved diagnostic ca-
pabilities, an increase in number of dental and especially implantation interventions with the lifting of mucous floor of
maxillary sinus. The aim of work was to develop an optimal, sparing surgical option that should lead to a lasting recovery
of patients with odontogenic sinusitis. For 5 years, under supervision and treatment, there were 58 patients with hyper-
tension from the age of 20 to 65 years. In 42 of them, the cause of development of exhaust gas was a complication of
the tooth extraction operation, which led to perforation of the lower wall of the sinus. In one case out of 42 observed
patients with odontogenic sinusitis (0S), the patient did not need to undergo radical surgery on the maxillary sinus le-
sions. All patients managed to achieve a sustained recovery with minimal surgical intervention, both in bone structures,
and in the mucous membrane of the maxillary sinus (MS), nasal cavity and oral cavity. The authors of the article believe
that at in case of OS, there is no evidence for radical surgery on MS, and surgical intervention should be organ-
preserving. An exception can be made only for cases of OS that is complicated by inflammatory osteomyelitis, orbital and
intracranial complications. Patients with OS should be treated in maxillo-facial departments with obligatory consultation
of the otorhinolaryngologist, who knows the features of pathological process in MS better than the maxillofacial surgeon.
In addition, in OS one should use a set of conservative measures that will help to ensure the compete treatment of the
inflamed sinus. Having the opportunity to choose the optimal sparing variant of intervention, one can achieve optimal
and steady recovery of patients with OS.
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proved diagnostic capabilities, an increase in number of
dental and especially implantation interventions with the
liting of mucous floor of maxillary sinus.

The urgency of the study of OS does not cause doubt
and is dictated by fact that it occurs quite often and thus
contributes to the development of severe complications,
such as osteomyelitis of the upper jaw, phlegmon, men-
ingoencephalitis, brain abscess, thrombophlebitis of the
facial veins and sinuses of the solid cerebellum, sepsis.
In addition, the disease affects mainly people of the work-
ing-age (30-50 years) which are more than 70%, making
the medical problem even more economically relevant.

The traditional tactic of OS treatment in the maxillofa-
cial surgery clinics is the implementation of radical sur-
gery on the maxillary sinus with the complete removal of
its mucous membrane. The surgery ends with the forma-
tion of the maximal size of the occlusion with the nasal
cavity in the lower nasal passage. At the same time, the
imposition of fistula sinus with the lower nasal passage
leads to the removal of a large area of the mucous mem-
brane, covered with an actively functioning ciliated epi-
thelium.

The aim of our research was to develop an optimal,
sparing surgical option that should lead to a lasting re-
covery of patients with odontogenic sinusitis.

Materials and methods

We examined and treated 58 patients aged from 20 to
65 for 5 years. In 42 of them, the cause of development
of exhaust gas was a complication of the tooth extraction
operation, which led to perforation of the lower wall of the
sinus. All patients were comprehensively examined to
confirm the correctness of the diagnosis. If a foreign body
(filling material, tooth fragments), a cyst or cholesteatoma
was determined in the maxillary sinus, as well as a long-
existing oroantral fistula was performed, surgical treat-
ment was performed. After local anesthesia, puncture of
the affected maxillary sinus in the canine fossa was per-
formed with a special trocar. The pathological contents of
the sinus were removed with the help of an electric
pump, its lumen was examined, and if found, foreign bod-
ies, polyps or cysts were removed under control of the
endoscope. The operation was completed by plastic clo-
sure of the odontogenic oroantral fistula. The choice of
methods of local plastics was determined by the size of
the fistulous course. For small oroanthral fistulas, the
edges of the fistulous opening were refreshed and two
parallel cuts were made, going from the side of the vesti-
bule of the mouth to the hard palate. In order to weaken
the degree of tension of the mucosal flaps, a laxative in-
cision can be made on the palatal side. After that lavsar
seams were imposed. With a large oroantral fistula, a cir-
cular refreshment of its edges was made, a mucoperio-
steal flap was cut out from the side of the vestibule of the
oral cavity along the transitional fold. On the palatine
side, near the fistula, the mucous membrane exfoliated.
The edge of the flap was captured by a ligature, covering
the fistulous opening, pulled in under the exfoliated mu-
cous membrane in the sky and sutured. On the edges of
the flap overlapped polyester seams. In order to close
significant fistulas and in the presence of cicatricial
changes in the area of perforation, plastics was made
with a flap from the hard palate according to the method
of A. Limberg. On a hard palate, a tongue-like flap was
cutting out from the canine to the third molar from the
corresponding side. Such a flap has advantages in that it

is vascularized due to the large palatine artery. The flap
of the anterior end was moved to the alveolar process
and, after refreshing the tissues around the perforation
hole, was hemmed to the wound surface of the mucous
membrane of the vestibule of the oral cavity and the al-
veolar process.

Results

In none of the cases in the patients observed by us, it
was necessary to perform a radical operation on the
maxillary sinus. All patients managed to achieve a stable
recovery with a minimum amount of surgical intervention
both on the bone structures and on the mucous mem-
brane of the maxillary sinus, the nasal cavity and the oral
cavity. We believe that in case of odontogenic sinus there
is no indication for a radical operation on the maxillary
sinus, and surgery should be organ-preserving. An ex-
ception can be made only for cases of odontogenic si-
nusitis complicated by the inflammatory osteomyelitic
process, orbital and intracranial complications. Patients
with exhaust gases should be treated in the maxillofacial
departments with a mandatory consultation of the otorhi-
nolaryngologist, who knows the features of the pathologi-
cal process in the maxillary sinus better than the maxillo-
facial surgeon. In addition, in case of odontogenic sinusi-
tis, it is also necessary to use a set of conservative
measures that will help to ensure the full treatment of the
inflamed maxillary sinus.

Our practice shows that having the opportunity to
choose the optimal gentle intervention option, it is possi-
ble to achieve an optimal and stable recovery of the pa-
tient about odontogenic sinusitis.
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