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ABSTRACT: Oroantral fistula is a pathological communication between oral cavity and maxillary 

sinus. There are many treatment modalities of closure of oroantral fistula and communication. We 

found double layer closure using buccal fat pad (BFP) and buccal advancement flap as most effective 

technique in large defects. Since the procedure was first described by Egyedi and has been reported 

in literature thereafter. In this article we present a case report of a 37 year old male patient who was 

suffering from oroantral fistula and was managed by double layer closure using BFP and buccal 

advancement flap. 
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INTRODUCTION: Any oroantral communication bigger than three mm left untreated or undiagnosed 

can lead to formation of oroantral fistula. Oroantral fistula is a pathological lining connecting oral 

cavity to maxillary sinus. Maxillary sinusitis, foul smell, nasal regurgitation, difficulty in having food 

and beverages are the common complication that patient faces. There are many flaps referred in 

literature for management of oroantral fistula like buccal advancement flap, palatal flap, tongue flap, 

buccal fat pad. 

 In this case report we have used double layer closure using BFP and buccal advancement 

flap. Buccal fat pad has four extensions buccal, pterygoid, superficial and deep temporal. All 

extensions are within a capsule. BFP can also be used in many other surgical reconstruction and 

rehabilitation procedures such as fistulas and oroantralcommunications1; in reconstruction after 

tumor. 

Resection2 in aesthetic corrections of the face; and in implant-graft coating3 Oral defect 

closure using the buccal fat pad has been employed because it is less time consuming, relatively easy 

to perform and has a high success rate.4 

 

CASE REPORT: A 37 year old male Hindu patient presented with a chief complaint of acute sinusitis 

and nasal regurgitation from left nostril, a month after complicated extraction of 26. Clinical 

evaluation revealed the presence of oroantral fistula of 10 X 6 mm2. Patient underwent panoramic 

radiographic examination and was prescribed oral antibiotics (Tab Amoxicillin 500mg TDS). Once the 

acute phase subsided, the patient was taken for primary repair under local anesthesia. 

 

Surgical Technique: Under local anesthesia with vasoconstrictor, incision was made with two 

releasing incision and a circular incision around the oroantral fistula on buccal aspect. A full thickness 

mucoperiosteal Trapezoidal flap was raised from lateral surface of maxilla and infected epithelial 

lining was removed. (Figure 1). The Buccal Fat Pad (BFP) was exposed through a horizontal incision 

posterior to zygomatic buttress through the reflected flap.  
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Blunt dissection was carried out and BFP was mobilized and carefully extended to recipient 

site (Figure 2). BFP was sutured to the palatal mucosa using 4-0 vicryl. Later incision was made in the 

periosteal layer of buccal trapezoidal flap (modified Von Rehrmann- flap) and was advanced over the 

BFP and sutured to palatal mucosa (Figure 3). Double layer closure was achieved. 

Postoperatively, patient was given antibiotics, analgesic and nasal decongestants (Tab 

Amoxicillin 500mg TDS, Tab Paracetamol 650mg TDS and Xylometazoline HCl 0.1%) and was advised 

not to blow his nose. The patient was kept under follow up till 3 months at regular intervals. 

 

DISCUSSION: Oroantral communication and fistula are the complication of exodontia. In literature 

many surgical flaps were mentioned for closure of oroantral fistula. Buccal fat pad with skin graft was 

first used by Egyedi in closure of maxillary defects.5 It is located between the buccinator muscle 

medially, the anterior margin of the masseter muscle and the mandibular ramus and zygomatic arch 

laterally.4, 6 We had used BFP and buccal advancement flap due to ease of procedure, less time 

consumption and good prognosis with minimum morbidity of donor site. 

 Epithelization of flap occurs normally in 4 weeks.7, 8 Covering BFP with buccal advancement 

flap enhances healing by minimizing chances of infection and failure of flap. BFP can be used alone 

also for closure of oroantral fistula, it has advantage that it does not alter the vestibular depth but in 

large defects there are chances of failure due to tension and insufficient volume. It has high chance of 

failure in smokers as well. Problems that can be noted while harvesting BFP ranges from perforation 

to shrinkage of BFP.9 Double layer closure using BFP and buccal advancement flap gives more 

accurate results than BFP alone in such cases. 

 

CONCLUSION: In large defects BFP along with buccal advancement flap gives good prognosis with 

minimum morbidity of donor site. 
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Fig. 1: Incision and flap reflection 
 

Fig. 2: Interpositioning BFP 

 

Fig. 3: Closure with 
buccal advancement flap 

 

Fig. 4: Post-operative 

 


