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Rezumat

Sinuzita maxilara odontogena este lezarea
mucoasei sinusului maxilar cauzata de raspin-
direa inflamatiei de la procesele periapicale
dentare din vecinataea imediata sau proemi-
nente in sinusul maxilar, traumele sau tumo-
rile dentare cu sau fara suprainfectate. Esecul
in indentificarea factorului dentar cauzal, de
obicei, provoacd complicatii severe. O anam-
nezd preluata timpuriu si o examinare clinicd
amanuntita, de rind cu o evaluare radiologica
sunt factori-cheie in stabilirea unui diagnos-
tic final corect. Abordul multidisciplinar intre
stomatologi, oftalmologi, otorinolaringologi,
neurologi si al{i specialisti, este necesar pen-
tru evitarea complicatiilor ulterioare, ce une-
ori pun viata pacientului in pericol.

O gestionare medicald si un diagnostic
oportun corespunzitor patologiei dentare,
ramin critici in tratamentul sinuzitei maxilare
de origine dentard si prevenirea complicatii-
lor severe.

Cuvintele cheie: sinuzitd maxilard odon-
togend, frontitd, etmoidita, complicatii rinosi-
nusogene, boala sinuzald.

Introducere

Sinuzita maxilard este inflamatia mucoasei sinu-
sului maxilar. Inflamatia poate fi declansata de aler-
geni, infectii bacteriene, fungi, iritanti sau patologii
dentare, inclusiv infectii, inflamatii cornice, corpi
strdini sau interventii chirurgicale in zonele latera-
le la maxilarul superior. Existd si o serie de factori,
care favorizeazd afectarea sinusului maxilar: sciderea
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Summary

Odontogenic maxillary sinusitis is damage
to the mucosa of the maxillary sinus caused
by the spread of inflammation from periapi-
cal dental processes in the immediate prox-
imity or prominent in the maxillary sinus.
Another ethiology can be trauma or dental
tumors with or without infection. Failure to
identify the etiological dental factor usually
causes severe complications. An early history
and a thorough clinical examination, together
with a radiological evaluation, are key factors
in establishing a correct final diagnosis. The
multidisciplinary approach between dentists,
ophthalmologists, otorhinolaryngologists,
neurologists and other specialists is necessary
to avoid further complications, which some-
times put the patient’s life at risk.

A medical management and an early diag-
nosis corresponding to the dental pathology,
remain critical in the treatment of maxillary
sinusitis of dental origin and the prevention
of severe complications.

Key words: odontogenic maxillary sinus-
itis, frontitis, ethmoiditis, rhinosinusogenic
complications, sinus disease.

Introduction

Maxillary sinusitis is inflammation of the mucosa
of the maxillary sinus. Inflammation can be triggered
by allergens, bacterial infections, fungi, irritants or
dental pathologies, including infections, corneal
inflammations, foreign bodies or surgical interven-
tions in the lateral areas of the upper jaw. There are



rezistenfei generale a organismului fatd de infectii,
modificari de tip alergic ale mucoasei sinusale, infla-
matia cronica a mucoasei sinusale si obstructia ostiu-
mului din meatul mijlociu — prin edemul mucoasei,
prin polipi sinusali sau prin deviatie de sept [1,2].

Sinuzita maxilard odontogena este inflamatia
acuta sau cronicd a mucoasei sinusului maxilar de
origine dentara. Studiul reviului literaturii la acest ca-
pitol confirmd, cd este o patologie frecventa in practi-
ca medicului stomatolog, otorinolarigolog, alergolog
si chirurgului oro-maxilo-facial [12]. Sinuzita maxi-
lara odontogena poate fi asociata cu proceduri sto-
matologice, cum ar fi: tratament endodontic, extrac-
tia dintilor, aplicarea implantului dentar, deplasarea
corpurilor strdine, precum si proceduri chirurgicale
osoase la maxilarul superior [3,5,13]. Dar uneori ma-
nifestprile clinice apar la un anumit interval de timp
dupa vizita la stomatolog sau au o evolutie lenta si
este greu de diagnosticat cauza odontogend. Poate
fi depistatd doar la un examen minutios, deoarece
afectarea mucoasei sinusului maxilar poate fi cauzata
de boala paradontald cronica, procesele infectioase
periapicale dentare, de trauma la nivelul maxilaru-
lui superior, de formatiunile chistice, neoplazme sau
alte procese inflamatorii cronice odontogene la ma-
xilarul superior [14,17,21,22]. Desi, este o patologie
frecventd, deseori, la examinarea initiald nu se reu-
seste de stabilit originea dentara si mule cazuri sunt
trimise la medicul otorinolaringolog sau neurolog,
atat de medicii generalisti, cat si de catre stomatologi.
Consecintele sunt periculoase. Pe linga recurentele
frecvente de sinuzitd, necatnd la tratamentul efec-
tuat (medicamentos sau chirurgical) fara a inlatura
cauza dentard, difuzarea procesului inflamator are ca
urmare etmoidita, frotinta, flegmoane a tesuturilor
moi adiacente, abces a orbitei sau complicatii extrem
de grave, ca meningita [6,9,27].

Incidenta sinuzitei maxilare odontogene variaza
de la de la 5% la 40% din numarul total de sinuzite
intilnite. Desi, in literatura de specialitate sunt date
de crestere pand la 70% a cazurior de sinuzitd ma-
xilara cronicéd de cauza dentara. Marea majoritate a
pacientilor o constituie persoanele cu virsta de 39-
50 ani cu o predominare neinsemnati a femeilor
[23,24,27].

Scopul acestui studiu este de a oferi o imagine de
ansamblu a celor mai frecvente cauze, simptome, me-
tode de diagnostic si tratament a sinuzitei maxilare
odontogene, pentru prevenirea complicatiilor infla-
matorii severe.

Materiale si metode

Au fost studiate si analizate fisele de boala la 96
pacienti cu patologie sinusald tratati in sectia de chi-
rurgie oro-maxilo-faciald din Institutul de Medicind
Urgenta in perioada anilor 2019—2022. Metoda de
studiu clinico-statisticd. Reiesind din criteriile se-
lectate a fost studiata frecventa cazurilor de sinuzita
maxilara odontogena in functie de: sex, virsta, mediu
de provenienta, dintele cauzal, adresare primara sau

also a number of factors that favor maxillary sinus
damage: the decrease in the body’s general resistance
to infections, allergic-type changes in the sinus mu-
cosa, chronic inflammation of the sinus mucosa and
obstruction of the ostium in the middle meatus —
through mucosal edema, sinus polyps or by septal
deviation [1,2].

Odontogenic maxillary sinusitis is the acute or
chronic inflammation of the maxillary sinus mucosa
of dental origin. The study of the literature review in
this chapter confirms that it is a frequent pathology in
the practice of dentists, otorhinolaryngologists, aller-
gists and oro-maxillo-facial surgeons [12]. Odonto-
genic maxillary sinusitis can be associated with dental
procedures, such as: endodontic treatment, tooth ex-
traction, dental implant application, displacement of
foreign bodies, as well as bone surgical procedures in
the upper jaw [3,5,13]. Sometimes the clinical mani-
festations appear at a certain time interval after the
visit to the dentist or have a slow, chronic evolution
and it is difficult to diagnose the odontogenic cause. It
can only be detected during a thorough examination,
because the damage to the mucosa of the maxillary
sinus can be caused by chronic periodontal disease,
periapical dental infectious processes, trauma to the
upper jaw, cystic formations, neoplasms or other
chronic odontogenic inflammatory processes in the
upper jaw [14,17,21,22]. Although it is a frequent pa-
thology, often during the initial examination it is not
possible to establish the dental origin and many cases
are referred to the otorhinolaryngologist or neurolo-
gist, both by general practitioners and by dentists. The
consequences are dangerous. In addition to the fre-
quent recurrences of sinusitis, despite the treatment
performed (medical or surgical) without removing
the dental cause, the diffusion of the inflammatory
process results in ethmoiditis, smear, phlegmon of the
adjacent soft tissues, orbital abscess or extremely seri-
ous complications, such as meningitis [6,9,27].

The incidence of odontogenic maxillary sinusitis
varies from 5% to 40% of the total number of sinusitis
encountered. Although, in the specialized literature
there are data of an increase of up to 70% of cases of
chronic maxillary sinusitis due to dental causes. The
majority of patients are people aged 39-50 years with
an insignificant predominance of women [23,24,27].

The purpose of this study is to provide an over-
view of the most common causes, symptoms, meth-
ods of diagnosis and treatment of odontogenic
maxillary sinusitis, to prevent severe inflammatory
complications.

Materials and methods

The medical records of 96 patients with sinus pa-
thology treated in the oro-maxillo-facial surgery de-
partment of the Institute of Emergency Medicine dur-
ing the years 2019—2022 were studied and analyzed.
Clinical-statistical study method. Based on the se-
lected criteria, the frequency of cases of odontogenic
maxillary sinusitis was studied according to: gender,
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secundard (dupa un tratament la medicul ORL sau
neurolog). Pentru stabilirea diagnosticului s-au utili-
zat urmétoarele metode clinice si paraclinice de cer-
cetare a pacientilor cu sinuzitd maxilard odontogena:
acuzele, istoricul bolii, examenul subiectiv, obiectiv,
radiografie standart pentru sinusurile maxilare, radi-
ografie dentara (ortopantograma sau retroalveolard),
tomografia computerizatd (TC) si tomografie denta-
rd computerizata cu fascicul conic (CBCT-3D- cone
beam computed tomografi).

Rezultate si discutii

Structura lotului a constituit 62 pacienti de sex
feminin si 34 pacienti de sex masculin, procentul int-
ilnit fiind de 64,58% femei si 35,41% bérbati. Aceas-
ta diferentd nu este sugestiva, deoarece factorul de
sex nu este semnificativ in etiopatogenia sinuzitelor,
practic este aceeas incidenta la femei si la barbati. Din
punct de vedere al repartitiei pe grupe de virsta, 6 pa-
cienti cu virste intre 21-30, 25 pacienti cu virste intre
31-40, 22 pacienti cu virste intre 41-50, 33 pacienti cu
virste intre 51-60, 10 pacienti cu virste peste 60 ani.
Se poate observa, ca cel mai mare numar de pacienti
apartine intervalului de virsta 51-60. Acest lucru se
datoreaza probabil faptului cd primii molari sunt cei
mai afectati de procese carioase, cariile netratate duc
la leziuni periapicale si in cele din urmd se finalizeaza
cu extractia dentard in 97 % de cazuri [29].

In ceea ce {ine de mediul de provenients, pacien-
tii s-au incadrat in toate mediile sociale. Se observa o
adresare mai mare din partea bolnavilor din mediul
urban (56,34%) fata de cei din mediul rural (43,66%).
Sinusul maxilar sting a fost cel mai frecvent afectat
de sinuzitd maxilara odontogend — 56 de cazuri (
58,33%), 38 de cazuri (39,58%) au fost inregistrate
cu implicarea sinusului maxilar drept si doar 2 cazuri
cu afectarea bilaterald (2,08%), ultima intilnindu-se
foarte rar.

Dintii implicati s-au repartizat in modul urma-
tor: molarul 6 — 54%, molarul 7 — 31%, molarul 8
— 9%, premolarul 5 — 5%, premolarul 4 — 1%. Se
observd o vaditd prevalentd a cazurilor de sinuzita
maxilara odontogena cu antrenarea molarului de 6
ani superior (figura 1).

age, childhood environment, implicated tooth, pri-
mary or secondary referral (after treatment at the oto-
rhinolaringologist doctor or neurologist). To establish
the diagnosis, the following clinical and paraclinical
research methods of patients with odontogenic max-
illary sinusitis were used: accusations, disease history,
subjective and objective examination, standard x-ray
for the maxillary sinuses, dental x-ray (orthopanto-
gram or retroalveolar), computed tomography (CT)
and cone beam computed tomography (CBCT-3D-
cone beam computed tomography).

Results and discutions

The composition of the group consisted of 62 fe-
male patients and 34 male patients, the percentage
being 64.58% women and 35.41% men. This differ-
ence is not suggestive, because the sex factor is not
significant in the etiopathogenesis of sinusitis, being
the same in women and men. From the point of view
of distribution by age groups, 6 patients aged between
21-30, 25 patients aged between 31-40, 22 patients
aged between 41-50, 33 patients aged between 51-60,
10 patients with aged over 60 years. It can be seen that
the largest number of patients belongs to the 51-60
age range. This is probably due to the fact that the first
molars are the most affected by carious processes, un-
treated caries lead to periapical lesions and finally end
with tooth extraction in 97 % of cases [28].

Regarding the environment of origin, the patients
were included in all social environments. A greater
addressability can be observed from patients from
the urban environment (56.34%) compared to those
from the rural environment (43.66%). The left max-
illary sinus was most frequently affected by odon-
togenic maxillary sinusitis — 56 cases (58.33%), 38
cases (39.58%) were recorded with involvement of the
right maxillary sinus and only 2 cases with bilateral
involvement (2 .08%), the latter occurring very rarely.

The involved teeth were distributed as follows:
1st molar — 54%, 2nd molar — 31%, 3rd molar —
9%, 2nd premolar — 5%, 1st premolar — 1%. A clear
prevalence of cases of odontogenic maxillary sinus-
itis with involvement of the upper 6-year molar is
observed (figure 1).

Dintii implicati in declansarea sinuzitei maxilare odontogene

The teeth involved in triggering odontogenic maxillary sinusitis
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Fig 1. Distributia conform dintilor cauzali ai sinuzitei maxilare odontogene.

Fig 1. Distribution according to causative teeth of odontogenic maxillary sinusitis.



Majoritatea cazurilor au fost de sinuzita cronicé
exacerbatd — 65 (67,7%), urmatd de sinuzita acuta
purulentd — 8 (8,3%) si sinuzitd fungica — 6 (6,25%).
Sinuzita maxilard acutd posttraumatica a fost inregis-
trate in numar de 2 cazuri (2,08%) (tabelul 1).

Most cases were of chronic exacerbated sinus-
itis — 65 (67.7%), followed by acute purulent sinus-
itis — 8 (8.3%) and fungal sinusitis — 6 (6.25%).
Acute posttraumatic maxillary sinusitis was recorded
in 2 cases (2.08%) (table 1).

Tab.1 Tab. 1
Distributie de frecventa in functie de diagnosticul pacientului. Frequency distributions according to patient diagnosis
. ) Frecventa Frecventa . . Absolute Procentual
Diagnosticul ~ . Diagnosis
absolutd procentuald frequency frequency
Sinuzita cronica exacerbata 65 67,7% Acute exacerbation of chronic sinusitis 65 67,7%
Sinuzitd acuta purulenta 8 8,33% Acute pupulent sinusitis 8 8,33%
Sinuzitd acuta perforativa 8 8,33% Acute perforative sinusitis 8 8,33%
Sinuzitd acuta posttraumatica 2 2,08% Acute posttraumatic sinusitis 2 2,08%
Sinuzita fungica 6 6,25% Fungal sinusitis 6 6,25%
Corpi strdini 7 7,29% Foreign bodies 7 7,29%
Total 96 100 % Total 9% 100 %

Analizand datele statistice a pacientilor cu sinu-
zita maxilard odontogena in functie de adresare, s-a
constatat, ca adresarea sau rederectionarea primara la
medicul stomatolog a fost in 80 din cazuri (83,33%),
13 pacienti la medicul otorinolaringolog (13,54%),
iar 3 dintre acestea la medicul neurolog (3,17%). Pind
la adresarea sau indreptarea la medicul stomatolog
pacientii au urmat doud sau céteva cure ineficiente
de tratament medicamentos cu/sau fara punctii sinu-
sale, fie in conditii de ambulator sau stationar (Fig 2).

Din aceste date
putem  concluziona,
cd desi simptomatolo-
gia sinuzitei maxilare

odontogene este descri- 14 ot
AR otorinolaringo

sa detaliat in literatura log, 13

de specialitate §i pina at the

in prezent pacientii, otozam}g%clognst

cu patologie sinusald
de origine dentara, se
adeseaza sau sunt re-
derectionati la medi-
cul otorinolaringolog,
favorizind inlaturarea
intirziata a factorului cauzal dentar si in consecintd
evolutia indelungatd sub medicatie antibacteriana,
antiinflamatorie sau cu corticosteroizi si interventii
chirurgicale ineeficiente, iar in unele cazuri compli-
catii inflamatorii severe [6,9,22].

Complicatiile inflamatorii a sinuzitei maxilare
odontogene au fost diagnosticate la 14 pacienti tratafi
in sectia de chirurgie oro-maxilo-faciala. Flegmonul
hemifacial a fost diagnosticat la 3 pacienti, 1 pacient
cu abces jugal, 2 pacienti abces si celulita a orbitei si
8 pacienti cu etmoidita si/sau frontitd (figura 3). La
13 pacienti cauza a fost periodontita cronica granu-
lanta exacerbatéd a molarul 1 dreapta sau stinga sila 1
pacient corp strdin (material de obturatie) in sinusul
maxilar.

Elemente din anatomia sinusului maxilar ne de-
termind stabilrea factorului cauzal a sinuzitei naxi-
lare odontogene in infectiile cranio-faciale. Raspin-

g>_neurolog, 3
4
i

Fig 2. Distributia pacientilor in functie de adresare la medical specialist.
Fig 2. Distribution of patients according to referral to a medical specialist.

Analyzing the statistical data of patients with
odontogenic maxillary sinusitis according to the
complaints, it was found that the primary complaint
or redirection was to the dentist in 80 cases (83.33%),
13 patients to the otorhinolaryngologist (13.54%),
and 3 of these at the neurologist (3.17%). Until ad-
dressing or going to the dentist, the patients followed
two or several ineffective drug treatment courses
with/or without sinus punctures, either in ambulator
or stationary conditions (Fig 2).

From these data we
can conclude that al-
though the symptom-
atology of odontogenic
maxillary sinusitis is

atthe dentist, ~ described in  detail
80 in the specialized lit-
liamegicl erature and until now,
stomatolog, 80 . ) )
patients with sinus pa-
thology of dental origin
are often or are referred
to the otorhinolaryn-
gologist, favoring the
delayed removal of the
dental causative factor and in consequence of the
long evolution under antibacterial, anti-inflammato-
ry or corticosteroid medication and ineffective surgi-
cal interventions, and in some cases severe inflam-
matory complications [6,9,22].

Inflammatory complications of odontogenic
maxillary sinusitis were diagnosed in 14 patients
treated in the oro-maxillo-facial surgery department.
Hemifacial phlegmon was diagnosed in 3 patients, 1
patient with jugular abscess, 2 patients with orbital
abscess and cellulitis, and 8 patients with ethmoiditis
and/or frontitis (figure 3). In 13 patients the cause
was exacerbated chronic granulation periodontitis of
the right or left 1st molar and in 1 patient a foreign
body (filling material) in the maxillary sinus.

Elements from the anatomy of the maxillary si-
nus determine the causative factor of odontogenic
maxillary sinusitis in craniofacial infections. The di-

la medicul at the

neurologist, 3
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® sinuzita maxilara odontogeni

® sinuzita complicati cu flegmon
sau abces a tesuturilor moi

sinuzita maxilard complicatd cu
etmoiditi si/sau frontitd
pansinuzita

® odontogenic maxillary sinusitis

® sinusitis complicated with
phlegmon or soft tissue abscess

= maxillary sinusitis complicated
with ethmoiditis and/or
pansinusitis frontitis

Fig. 3. Complicatiile sinuzitei maxilare odontogene.

Fig. 3. Complications of odontogenic maxillary sinusitis.

direa directd a infectiilor dentare in sinusul maxilar
este posibild datorita relatiei anatomice stranse dintre
apexul radacinilor dintilor laterali la maxilarul supe-
rior $i mucoasa sinusului maxilar. Peretele osos, care
separa sinusul maxilar de radacinile dintilor, este
variabil de la absenta totald, cand radicinile dinti-
lor sunt acoperite doar de mucoasa, pand la peretele
0sos cu o grosime de de aproximativ 12 mm [2,3,24].
Un rol important in difuzarea infectiei din sinusul
maxilar in spatiile si tesuturile adiacente se datorea-
z& anatomiei si fiziologiei sinusului maxilar. Sinusul
maxilar este cel mai voluminos sinus paranazal si
reprezintd o cavitate pneumatica localizata la nivelul
maxilarulu superior acoperit din interior cu o mu-
coasa de tip respirator. La nivel fiziologic, mucoasa
sinusului maxilar stiutd in literatura de specialitate si
sub denumirea de membrana Schneider, reprezinta
un epiteliu pluristratificat cu cili, care au un rol im-
portant in evacuarea mucusului sinusal. Fiziologic
drenarea sinusului maxilar are loc in meatul nazal
mediu printr-un orificiu situat la limita superioard a
sinusului maxilar numit ostium. Localizarea anato-
mica a ostiumului face dificild drenarea sinusului in
caz de inflamatii si aprecierea permiabilitaii lui este
importanta in alegerea metodei de tratament in ca-
zul sinuzitei maxilare. Cu atit mai mult, ci pe linga
functiile principale a sinusului maxilar, ca o parte a
sistemului respirator, mai contribue la apararea imu-
nd nespecifica prin sinteza monoxidului de azot, care
este considerat un mediator a inflamatiei. Prin urma-
re, mucoasa sinusului maxilar reactioneaza imediat la
o infectie sau trauma [11,17,22,23]. In cazul sinuzitei
odontogene un interes clinic reprezinta mecanizmele
si calea posibild de raspindire a procesului inflamator
din sinusul maxilar. Complicatiile frecvente este ras-
pindirea infectiei in celulele etmoidale, sinusul fron-
tal la afectarea complexului osteomeatal. Netratata
infectia se raspindeste, direct prin peretele orbital sau
retrograd pe traectul vaselor in orbitd. Complicatiile
intracraniene — abces epidural, meningita, sunt le-
gate de sinusul frontal sau sfenoidal, prin difuzarea
infectiei ditect sau retrograd [22,27].

Infectiile odontogene sunt polimicrobiene, pre-
ponderent anaerobe. In unele conditii microbiomul
este fungic sau in asociere cu bacteriile [26,31]. Si-
nuzita fungica odontogenad este o forma depistata
mai fracvent in ultimul timp. Din datele literaturii

rect spread of dental infections in the maxillary sinus
is possible due to the close anatomical relationship
between the apex of the roots of the lateral teeth in
the upper jaw and the mucosa of the maxillary sinus.
The bony wall, which separates the maxillary sinus
from the roots of the teeth, is variable from com-
pletely absent, when the roots of the teeth are cov-
ered only by mucosa, to a bony wall with a thickness
of about 12 mm [2,3,24]. An important role in the
spread of infection from the maxillary sinus to ad-
jacent spaces and tissues is due to the anatomy and
physiology of the maxillary sinus. The maxillary si-
nus is the largest paranasal sinus and is a pneumatic
cavity located at the level of the upper jaw covered
from the inside with a respiratory-type mucosa. At
the physiohistological level, the mucous membrane
of the maxillary sinus, also known in the special-
ized literature as Schneider’s membrane, represents
a pluristratified epithelium with cilia, which play
an important role in the evacuation of sinus mucus.
Physiologically, the drainage of the maxillary sinus
takes place in the middle nasal meatus through an
opening located at the upper limit of the maxillary
sinus called the ostium. The anatomical location of
the ostium makes it difficult to drain the sinus in case
of inflammation and the assessment of its permeabil-
ity is important in choosing the treatment method
in the case of maxillary sinusitis. Moreover, besides
the main functions of the maxillary sinus, as a part
of the respiratory system, it also contributes to the
non-specific immune defense through the synthesis
of nitric oxide, which is considered a mediator of in-
flammation. Therefore, the mucosa of the maxillary
sinus immediately reacts to an infection or trauma.
In the case of odontogenic sinusitis, the mechanisms
and possible way of spreading the inflammatory pro-
cess from the maxillary sinus are of clinical interest
[11,17,22,23]. Frequent complications are the spread
of the infection in the ethmoid cells, the frontal sinus
when affecting the osteomeatal complex. Untreated,
the infection spreads, directly through the orbital
wall or retrograde along the path of the vessels in the
orbit. Intracranial complications — epidural abscess,
meningitis, are related to the frontal or sphenoidal si-
nus, through diffuse or retrograde infection [22,27].
Odontogenic infections are polymicrobial, pre-
dominantly anaerobic. In some conditions the micro-



de specialitete agentul pathogen implicat este Asper-
gillus fumigates, care pentru proliferare are nevoe de
sdruri ale metalelor grele, ca oxidul de zinc si sulfa-
tul de bariu, care se contin in unele materiale pentru
obturarea canalelor radiculare. Cercetirile au aritat,
ca oxidul de zinc contribute la crestere, iar euginolul
inhibd dezvoltarea acestei specii de fungi, dar efec-
tul de inhibare a euginolului scade in timp, si acest
lucru explicd, dezvoltarea lentd a sinuzitei maxilare
fungice, dupd propulsarea materialului endodontic
in sinusul maxilar [4,34].

Simptomatologia sinuzitei maxilare odontoge-
ne variazd. Obstructia nazald si rinoree purulenta
cu miros fetid, durerea si presiunea faciald de regu-
14 unilaterald nu sunt insotite intotdeauna de dureri
dentare. Poate fi durere de dinti fard simptome na-
zale evidente specifice pentru sinuzitd [3,20,29,32].
Diagnosticul necesitd o evaluare clinicd si dentard
minugioasa, cu utilizarea examenului paraclinic.
Examenul imagistic detine o informativitate inalta in
cazul sinuzitei odontogene si poate fi sub forma de:
radiografie standart pentru sinusurile maxilare, orto-
pantomografie, radiografie dentard retro-alveolard,
tomografia computerizatd conventionald al maxila-
rului superior sau tomografie dentard computerizatd
cu fascicul conic.

Tomografie dentara computerizata cu fascicul co-
nic (CBCT-3D) — este o variatie a sistemelor traditi-
onale de tomografie computerizatd. Este o procedurd
revolutionard de diagnosticare a problemelor regiunii
maxilo-faciale si ORL minimal invaziva, care inlocu-
este tehnicele 2D. Are la bazd un fascicul conic de raze
X, total diferit de fasciculul liniar folosite de tomogra-
tiile medicale si care utilizeazd aproximativ 10% din
doza de radiatii de TC conventionald [10,28].

Tratamentul efectiv al sinuzitei odontogene este
o combinatie de tratament medicamentos cu cel chi-
rurgical dentar si/sau sinusal. Pind in prezent este
discutat faptul necesitdtii interventiei chirurgicale
asupra sinusul maxilar, dupé inldturarea factorului
cauzal [7,15,19,24]. Tratamentul chirurgical efectuat
la pacientii tratati in sectia de chirurgie oro-maxilo-
faciald inclusi in studiu este redat in tabelul 2.

biome is fungal or in association with bacteria [26,31].
Odontogenic fungal sinusitis is a form detected more
frequently lately. From the specialized literature, the
pathogenic agent involved is Aspergillus fumigates,
which for proliferation needs heavy metal salts, such
as zinc oxide and barium sulfate, which are contained
in some materials for obturation of root canals. Re-
search has shown that zinc oxide promotes the growth
and eugenol inhibits the growth of this species of fun-
gi, but the inhibitory effect of eugenol decreases over
time, and this explains the slow development of fungal
maxillary sinusitis after propulsion of the endodontic
material into the maxillary sinus. [4,34].

The symptoms of odontogenic maxillary sinusitis
vary. Nasal obstruction and purulent rhinorrhea with
a fetid smell, pain and facial pressure, usually unilat-
eral, are not always accompanied by toothache. It can
be toothache without obvious nasal symptoms specific
for sinusitis [3,29,32]. The diagnosis requires a thor-
ough clinical and dental evaluation, with the use of
paraclinical examination. The imaging examination is
highly informative in the case of odontogenic sinusitis
and can be in the form of: standard x-ray for the maxil-
lary sinuses, orthopantomography, retro-alveolar den-
tal x-ray, conventional computer tomography of the
upper jaw or dental cone beam computer tomography.

Dental cone beam computed tomography
(CBCT-3D) — is a variation of traditional computed
tomography systems. It is a revolutionary minimally
invasive diagnostic procedure for maxillofacial and
otolaryngology problems, which replaces 2D tech-
niques. It is based on a conical beam of X-rays, totally
different from the linear beam used by medical to-
mography and which uses approximately 10% of the
radiation dose of conventional CT [10,28].

The effective treatment of odontogenic sinusitis
is a combination of medical treatment with dental
and/or sinus surgery. The need for surgical interven-
tion on the maxillary sinus, after removing the caus-
ative factor, is still being discussed [3,5,7,19,24,33].
The surgical treatment performed on the patients
treated in the oral-maxillo-facial surgery department
included in the study, is shown in table 2.

Tab.2 Tab.2
Distributie de frecventd in functie de tratamentul aplicat. Frequency distributions according to the applied treatment.

Tratamentul aplicat Frecventa Frecven;av Applied treatment Frequency Procentual

procentuald frequency
Sinusotomie dupd Caldwell-Luc 43 44,79 % Sinusotomy after Caldwell-Luc 43 44,79 %
Sinusotomie endoscopica 4 42% Endoscopic sinusotomy 4 42%
Numai extractie 31 32,29% Tooth extraction only 31 32,29%
Sl'nusot'omle dupd Caldwell-Luc si extractia 9 9.4% S|nusot'omy after Caldwell-Luc and tooth 9 9.4%
dintelui extraction
Tratament conservativ si plastia comunicdrii 10 10,41% Conseryatlye treatment and plasty of oro-sinus 10 10,41%
oro-sinusale comunication
Total 96 100 % Total 9% 100 %

Din datele redate in tabel este evident, cd in
32,29% tratamentul sinuzitei maxilare odontogene
este efectiv numai prin extractia dintelui cauzal, fard

From the data shown in the table, it is obvious
that in 32.29% the treatment of odontogenic maxil-
lary sinusitis is effective only by extracting the caus-
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interventii asupra sinusului maxilar, fapt care este o
favoare enormd pentru pacient in evitarea traumei
addugatoare. Datele literaturii de specialitate ne in-
dicd acelasi lucru si cu un procent mai mare de in-
sanatosire la tratamentul pacientului prin extractia
dintelui cauzal in conditii de ambulator [7,18,25].

Pacientii cu inflamatie cronica a mucoasei sinu-
sale cu implicarea sinusului etmoidal sau frontal uni-
lateral, rezistent la terapia standarta a sinuzitelor si
cu recurente frecvente poate fi consecinta proceselor
inflamatorii odontogene netratate. Ungar O. sus{ine
in baza a 45 de cazuri de sinuzitd maxilard de cauzi
dentara cu raspindirea infectiei in celulele etmoidale
si in sinusul frontal, cd odaté cu inlaturarea afectiunii
odontogene nu este necesara abordare chirurgicald la
sinusul frontal [30].

Prin urmare, incapacitatea de a identifica cu exac-
titate cauza dentara la pacienti cu rinosinuzita duce,
de obicei, la simptome persistente cu terapie medica-
14 indelungata (cu antibiotice, corticosteroizi etc.) si/
sau interventii chirurgicale ineficiente cu complicatii
inflamatorii severe — pansinuzite, infectii a tesuturi-
lor moi adiacente, a orbitei sau intracraniene.

Pentru redarea reala a drumului parcurs de unii
pacienti spre sandtate, prezentam 2 cazuri clinice cu
coplicatii a sinuzitei maxilare odontogene tratate in
sectia de chirurgie oro-maxilo-faciala a Institutului
de Medicina Urgenta din orasul Chisindu.

Caz clinic N1

Pacientul: C.V. 33 ani, masculine, rural.

Acuzele pacientului la internare: durere si edem
in regiunea hemifaciala stingasenzatie, secretii puru-
lente, fetide pe narina stangd, dereglarea masticatiei,
deglutitiei, deschiderea limitatd agurii, slabiciuni ce-
falee, febra 38 grade C.

Istoricul bolii actuale (Anamnez morbi): Din
spusele pacientului se socoate bolnav de 10 zile, cAnd
apar dureri in regiunea fetei pe stinga, se adresea-
zd la locul de trai la medicul ORL, unde se efectu-
eazd punctia sinusului maxilar pe stinga pe data
de 13.10.2022 cu obtinerea de puroi fetid, urit mi-
rositor si se indicd tratament antibacterial. Dar sta-
rea se agraveazd, din nou se adreseaza la ORL si se
efectueazd repetat puncta sinusului maxilar pe data
de 15.10.2022, unde iarisi se obtine puroi, dar starea
se agraveazd in continuare si edemul progreseaza. Pe
data de 16 10.2022 se indreapta la IMSP IMU, unde
se interneaza in mod urgent in sectia de chirurgie
oro-maxilo-faciald pentru tratament urgent specia-
lizat.

Anamneza vietii (Anamnez vitea): Anamneza
alergologici : reactii alergice la medicamente, solu-
tii anestezice, iritanti mecanici, chimici sau termici
— neaga. TBC, SIDA, boli venerice, boli hepatice —
neaga.

Examen clinic general: Starea generald gravi,
cunostinfa clara, neurologic adecvat.TA -135/80
mmHg, PS 78/min, frecventa respiratorie 20 r/min,
abdomen moale, indolor la palare, splina si ficatul nu

ative tooth, without interventions on the maxillary
sinus, which is a huge favor for the patient in avoid-
ing additional trauma. Data from the specialized
literature show us the same thing and with a higher
percentage of recovery when the patient is treated by
extracting the causative tooth in ambulatory condi-
tions [7,18,25].

Patients with chronic inflammation of the sinus
mucosa involving the unilateral ethmoidal or fron-
tal sinus, resistant to standard sinusitis therapy and
with frequent recurrences may be the consequence
of untreated odontogenic inflammatory processes.
Ungar O. claims on the basis of 45 cases of maxillary
sinusitis of dental cause with the spread of infection
in the ethmoid cells and in the frontal sinus, that with
the removal of the odontogenic condition, a surgical
approach to the frontal sinus is not necessary [30].

Therefore, the inability to accurately identify
the dental cause in patients with rhinosinusitis usu-
ally leads to persistent symptoms with long medical
therapy (with antibiotics, corticosteroids, etc.) and/
or ineffective surgical interventions with severe in-
flammatory complications — pansinusitis, infections
of adjacent, orbital or intracranial soft tissues.

For the real rendering of the road traveled by
some patients to health, we present 2 clinical cases
with complications of odontogenic maxillary sinus-
itis treated in the department of oral-maxillo-facial
surgery of the Institute of Emergency Medicine in the
city of Chisinau.

Clinical case N1

Pacient: C.V. 33 years old , man, rural.

Pacient complaints: pain and edema in the left
hemifacial region, purulent, fetid secretions on the
left nostril, disturbance of mastication, swallowing,
limited opening of the mouth, headache, weakness,
fever 38 degrees C.

Anamnez morbi: According to the patient, he is
considered ill for 10 days, when pain appears in the left
side of the face, he goes to the otolaryngologist doctor
at his place of residence, where a puncture of the max-
illary sinus on the left side is performed on 13.10.2022
with the production of fetid, ugly odorous pus and
antibacterial treatment is indicated. But the condi-
tion worsens, he goes to the otolaryngologist again
and the puncture of the maxillary sinus is repeated on
15.10.2022, where again pus is obtained, but the con-
dition continues to worsen and the edema progresses.
On 16 October 2022, he goes to IMSP IMU, where he
is urgently admitted to the oral-maxillo-facial surgery
department for urgent specialized treatment.

Anamnez vitea: Allergological history: allergic
reactions to drugs, anesthetic solutions, mechanical,
chemical or thermal irritants — denies. TB, AIDS,
venereal disease, liver disease — he denies it.

General clinical examination: general condition
critical, clear consciousness, neurologically adequate.
AT -135/80 mmHg, PS 78b/min, respiratory rate 20
r/min, soft abdomen, tender on palpation, spleen and



se palpeazd, elimindrile fiziologice in norma, semnul
Pasternatki negativ bilateral.

Examen clinic specializat: Asimetrie faciald
cauzatd de edem inflamator in regiunea hemifacia-
14 pe stinga, unde se palpeazd infiltrat dur, dureros,
pielea de-asupra edematiatd hiperimiatd, in plica nu
se stringe. Simptomul ,,clepsidrei® sau ,ceasului de
nesip“ pozitiv. Din narina stingd secretii sero-puru-
lente, fetide.

Examen endooral. Gura se deschide aproximativ
la 2 cm. Dintele 26 cu distructie coronara partiald,
mucoasa jugald hiperimiatd, edematiatd, congestio-
natd. Mucoasa in regiunea sublinguald roz pala. Din
ductul Warton saliva curata. Istmul faringian nein-
gustat. Ganglionii limfatici regionali nu se palpeaza.

R-grafia sinusurilor maxilare: Se apreciaza opaci-
tatea sinusului maxilar pe stinga (figura 4).

Formula dentara:
L Ob R ob Pt
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Examen paraclinic: Hemoleucograma, coagulo-
grama, biochimia, grupa de singe, Rg cutiei toracice,
TC craniofaciala pe urgenta.

La Tomografia computerizatd in sectiune axiala
se apreciazd opacitatea unilaterald a sinusuluii ma-
xilar pe stinga (figura 4). Pe Tomografia compute-
riztd in sect{iune coronard se apreciaza opacitatea
sinusului maxilar, etmoidal si inchiderea complets,
impermiabilitatea ostiumului. Deci drenarea sinu-
sului maxilar si etmoidal este insuficientd ce poate
duce la rdspindirea infectiei pe calea cea mai putin
rezistenta.

Diagnoza clinica: Sinuzita maxilard cronicd exa-
cerbata de la dintele 26 complicatd cu flegmon hemi-
facial pe stinga.

Planul de tratament:

1. Tratament consevativ medicamentos — an-
tibacterial, antiinflamator, antidolorant, dezintoxi-
cant.

liver not palpable, physiological eliminations normal,
Pasternatski’s sign negative bilaterally.

Specialised clinical examination: Facial asym-
metry caused by inflammatory edema in the hemifa-
cial region on the left, where a hard, painful infiltrate
is palpable, the overlying skin is edematous, hyper-
imitated, the envelope does not tighten. Positive
“hourglass” or “hourglass” symptom. Sero-purulent,
fetid secretions from the left nostril.

Endooral examination: The mouth opens approx-
imately 2 cm. Tooth 26 with partial coronal destruc-
tion, hyperimitated, edematous, congested jugal mu-
cosa. The mucosa in the sublingual region is pale pink.
Clear saliva from Warton’s duct. Unnarrowed pharyn-
geal isthmus. Regional lymph nodes are not palpable.

Maxillary sinus radiography: it is seen the opacity
of the maxillary sinus on the left (figure 4).

Dental formula:
i Ob R ob Pt
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Paraclinic examination: hemoleucogram, coag-
ulogram, biochemistry, blood group, Rg of the chest,
craniofacial CT in the emergency room.

The computed tomography in the axial section
shows the unilateral opacity of the maxillary sinus
on the left (figure 4). The opacity of the maxillary
and ethmoidal sinuses and the complete closure and
impermeability of the ostium can be appreciated on
the computed tomography in the coronal section. So
the maxillary and ethmoidal sinus drainage is insuf-
ficient, which can lead to the spread of the infection
on the least resistant path.

Clinical diagnosis: Exacerbated chronic maxil-
lary sinusitis from tooth 26 complicated with hemi-
facial phlegmon on the left.

Treatment plan:

1. Conservative medicamentous treatment —
antibacterial, anti-inflammatory, pain killers, de-
toxifier.

Fig. 4. Radiografia sinusurilor maxilare, TCincidenta axiala si coronald.

Fig. 4. X-ray of the maxillary sinuses, axial and coronal incidence CT.
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2.Tratament chirurgical — deschiderea si drena-
rea flegmonului cu colectarea materialului pentru
antibioticograma, extractia dintelui cauzal si lavajul
sinusului prin alveola dentara.

Protocolul operator Nr:

In conditii aseptice, prin intubare endotrahiald
(anestezie generald), s-a efectuat incizie in regiunea
submandibulara pe stinga la 2 cm inferior de mar-
ginea bazilara a mandibulei de aproximativ 5-6 cm,
in treimea inferioara a pliului nazo-labiale stinga si
in regiunea temporald parallel si superior de arcada
zigomaticd. Bont pe straturi s-a pédtruns in spatiile
— submandibular, laterofaringean, submaseterin,
jugal si infratemporal pe stinga. S-a obtinut puroi
dens, fetid aproximativ 20 ml, s-a indreptat la exa-
menul bacteriologic. S-a mai efectuat o incizie in-
traorala pe fund de sac vestibular stinga, regiunea
molarilor, bont s-a patruns in spatiul infratemporal,
s-a ficut comunicare intre toate plagile operatorii.
S-au aplicat dren de tub in toate spatiile sus numite.
Lavaj.

S-a efectuat extractia dintelui 26, obtinutd comu-
nicarea oro-sinusald, din sinus secretii abundente pu-
rulente, fetide. Pe plagi s-a aplicat pansament aseptic.

La a 3ea zi dupd operate s-a primit rezultatul
bacteriologic, unde a fost depistat Streptococcus
group G si sensibil la majoritatea antibioticilor.

Recomandarile pentru pacient: lavage si prelucra-
re antiseptica a plagilor zilnicd, respectarea igienii ca-
vitatii bucale, urmarea tratamentului medicamentos
indicat intensiv. Pacientul a fost externat la evidenta
de ambulator dupai 12 zile de spitalizare.

Plagile la momentul externdrii sunt in stare de
regenerare per secunda. La ameliorarea starii si la
dorinta pacientului este posibil de aplicat suturi se-
cundare pentru obtinerea unor cicatrici estetice.

Concluzie pe acest caz clinic: Flegmonul hemi-
facial, care putea fi fatal, putea fi evitat in cazul —
asanarii cavitatii bucale la stomatolog — prin vizite
profilactice si pentru tratament, — sau clinica, care
o prezenta la prima vizita la medicul ORL de sinusita
maxilara unilaterald, starea de agravare necatind la
tratamentul efectuat, era cazul de consultat un medic
stomatolog.

Caz clinic N2

Pacient X, 63 de ani, mediu de trai rural.

Acuzele: Dureri moderate in regiunea procesului
alveolar superior pe stinga, prezenta fistulei cu se-
cretii purulente la nivelul alveolei postextractionale
a d.26, discomfort si jena la masticatie, obstructie na-
zald unilaterald pe stinga, fatigabilitate, iritabilitate,
cefalee. Senzatie de plenitudine la nivelul sinusului
maxilar sting.

Istoricul bolii (anamnez morbi): Din spusele pa-
cientei, maladia a debutat la sfirsitul lunii octombrie,
cind au apérut dureri si edem in regiunea geniand pe
stinga, a urmat tratament antimicrobian recoman-
dat- fard efect, cu dezvoltarea unui edem moderat
periorbital. S-a adresat dupa asistentd medicala sto-

2. Surgical treatment — the opening and drainage of
the phlegmon with the collection of the material for the
antibioticogram, the extraction of the causative tooth
and the lavage of the sinus through the dental alveolus.

Surgical protocol:

In aseptic conditions, through endotracheal intu-
bation (general anesthesia), an incision was made in
the submandibular region on the left, 2 cm below the
basilar edge of the mandible of approximately 5-6 cm,
in the lower third of the nasolabial fold on the left and
in the temporal region parallel and superior to the
zygomatic arch. Bont in layers entrance to the spaces
— submandibular, lateropharyngeal, submasseter,
jugal and infratemporal on the left. Dense, fetid pus
about 20 ml was obtained, directed to bacteriologi-
cal examination. An intraoral incision was made on
the bottom of the left vestibular sac, the region of the
molars, the abutment was penetrated into the infra-
temporal space, communication was made between
all the operative wounds. Tube drains were applied in
all the spaces mentioned above. Lavage.

The extraction of tooth 26 was performed, oro-
sinus communication was obtained, from the si-
nus abundant purulent, fetid secretions. An aseptic
dressing was applied to the wounds.

On the 3rd day after the operations, the bacterio-
logical result was received, where Streptococcus group
G was detected and sensitive to most antibiotics.

Recommendations for the patient: lavage and an-
tiseptic processing of wounds daily, respecting the
hygiene of the oral cavity, following the indicated in-
tensive drug treatment. The patient was discharged
to outpatient records after 12 days of hospitalization.

Wounds at the time of discharge are in a state of
regeneration per secundam. When the condition im-
proves and at the patient’s desire, it is possible to ap-
ply secondary sutures to obtain aesthetic scars.

Conclusion on this clinical case: The hemifacial
phlegmon, which could be fatal, could be avoided in
the case of — cleaning the oral cavity at the dentist —
through prophylactic visits and for treatment, — or
the clinic, which presented it at the first visit to the oto-
laryngologist doctor for unilateral maxillary sinusitis,
the state of aggravation not ending with the treatment
performed, was it necessary to consult a dentist.

Clinical case N2

Pacient X, 63 years old, rural.

Complaints: Moderate pain in the region of the
superior alveolar process on the left, the presence
of fistula with purulent secretions at the level of the
post-extraction alveolus of d.26, discomfort and em-
barrassment when masticating, unilateral nasal ob-
struction on the left, fatigue, irritability, headache.
Sensation of fullness in the left maxillary sinus.

Anamnez morbi: According to the patient, the
illness started at the end of October, when pain and
edema appeared in the left genial region, she under-
went recommended antimicrobial treatment — with-
out effect, with the development of moderate perior-



Fig. 5. Radiografia semiaxiald a sinusului maxilar — Waters cu opacifierea unilaterala fronto-etmoido-maxilard si radiografie panoramica cu
prezenta materialului de obturatie dupa apexul radicular.

Fig. 5. Semiaxial radiograph of the maxillary sinus — Waters with unilateral fronto-ethmoid-maxillary opacification and panoramic radiograph
with the presence of obturation material after the root apex.

matologicd in data de 03.11, unde s-a efectuat extrac-
tia d.26 (anterior tratat endodontic de aproximativ 7
ani). Starea s-a ameliorat, insa peste o saptamina au
aparut dureri si secretii purulente de la nivelul alve-
olei d.26. In 23.11 s-a adresat in IMSP IMU in mod
urgent, pentru consultatre §i tratament complex, dar
fiind testata pozitiv la SARS-CoV-2, forma asimpto-
maticd, a fot externatd pentru tratament conservativ
cu recomand|rile necesare la domiciliu. Se reinter-
neazd in data de 16.12. intrucit simptomatica sinu-
zitel maxilare era prezenta, elimindri sero-purulente
de la nivelul alveolei si a narinei stingi, senzatie de
plenitudine pe partea stingd.

Examenul clinic: Fata simetrica. Tegumentele de
culoare obisnuitd curate. Gura se deschide liber. Mu-
coasa cavitatii bucale de culoare roz-pala. In regiunea
alveolei dintelui 26 elimindri scunde sero-purulente,
manevra Valsava negativ, prin sondare se patrunde in
sinusul maxilar.

Examen paraclinic: Pe radiografia panoramica
initiala se observa dilatarea fantei paradontale a d.26,
tratat anterior endodontic cu prezenta materialului
de obturatie dupa apexul radicular, in sinusul maxi-
lar (figura 5).

bital edema. He sought dental care on 03.11, where
the extraction was performed on the 26th (previously
endodontically treated for approximately 7 years). The
condition improved, but after a week, pain and puru-
lent secretions appeared from the alveolus d.26. On
23.11. she went to IMSP IMU urgently, for consulta-
tion and complex treatment, but having tested posi-
tive for SARS-CoV-2, the asymptomatic form, she was
discharged for conservative treatment with the neces-
sary recommendations at home. He is re-interned on
16.12. since the symptoms of maxillary sinusitis were
present, sero-purulent discharges from the alveolus
and the left nostril, feeling of fullness on the left side.
Clinical examination: Symmetrical face. Clean
teguments of normal color. The mouth opens freely.
The mucous membrane of the oral cavity is pale pink
in color. In the region of the alveolus of the tooth, 26
short sero-purulent discharges, the Valsava maneuver
negative, the maxillary sinus is penetrated by probing.
Paraclinical examination: On the initial pan-
oramic radiograph, the dilation of the periodontal
slot of d.26, previously treated endodontically with
the presence of obturation material after the root
apex, in the maxillary sinus is observed (figure 5).

Fig. 6 Tomografia computerizatd a creierului: sectiune axiald, sagitald, coronard cu opacifierea totala unilaterald a sinusului maxilar, celulelor
etmoidale si frontal pe stinga.

Fig. 6 Computed tomography of the brain: axial, sagittal, coronal section with unilateral total opacification of the maxillary sinus, ethmoid and
frontal cells on the left.
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Pe sectiunile tomografiei se apreciaza: opacitate
unilaterala stingd fronto-etmoido-maxilara. Opacifi-
ere neomogena la nivelul etmoidului anterior drept,
cu aparitia de concretiuni calcare in plina opacitate
(tipic pentru sinuzita maxilard odontogena fungica),
opacifiere neuniforma la nivelul sinusului maxilar
sting cu ingrosarea peretilor ososi adiacenti (osteitd),
ingrosarea laminei papiracee in contact cu procesul
infectios ce deriva din celulele etmoidale pe stinga.
Ostiumul impermiabil. Prezenta frontitei unilaterale
pe stinga este ca reactie a procesului inflamator cro-
nic care poate regresa spontan, atita timp cat conditia
odontogena si antrostomia maxilard e efectuata, deci
sinusotomia frontald aparent nu e necesarad (figura 6)
[30].

Examenul clinic general. Starea generald de gra-
vitate medie, cunostinta clard, neurologic adecvat,
zgomote cardiace ritmice, clare, TA- 120/80, PS-
79b/} in plamini se ascultd murmur vezicular, abdo-
menul moale, indolor la palpare, splina si ficatul nu
se palpeaza, eliminirile fiziologice in norma, semnul
Pasternatki negativ bilateral.

Examenul clinic specializat. Initial, in cadrul
examenului exooral era prezenta o usoara asimetrie
faciald pe stingd, tegumentele regiunii geniene si
chiar regiunea palpebrei superioare si inferioare de
partea afectatd sunt moderat tumefiate si congestio-
nate, dureroase la palpare, fluctuenta lipseste. Dupa
extractia d.26 — facies oval, simetric, planuri osoase
integre, puncte sinusale si de emergenta nedureroase,
exceptie palparea peretelui anterior al sinusului ma-
xilar sting — durere la palpatie, sunet percutor mat.
Ganglionii limfatici regionali nu se palpeaza. Simp-
tomul Vincent d’Ager negativ. Deschiderea cavitatii
orale fard limitari, cracmente sau crepitatii.

Endobucal: mucoasa orala de aspect si colora-
tie corespunzitoare (roz-pal), cu exceptia mucoasei
orale din regiunea alveolei d.26 care e congestionata,
hiperemiaté si edematiata. Prezenta fistula oro-sinu-
sald cu elimindri purulente din proectia palatinald a
alveolei, manevra Valsalva negativ. Prin sondare se
pétrunde in sinusul maxilar.

Formula dentara:
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Diagnostic preoperator: Sinuzitd maxilara cro-
nica exacerbata de la dintele 26, complicata cu etmo-
iditd si frontita stingd. Comunicare oro-sinusald la
nivelul alveolei d.26.

Diagnostic postoperator: Sinuzita maxilard fun-
gicd odontogend de la dintele 26, complicatd cu et-
moidita si frontitd stingd. Comunicare oro-sinusald
la nivelul alveolei d.26.

Operatia: Cura radicald Caldwell-Luc a sinusului
maxilar.

On the tomography sections it is appreciated: uni-
lateral left fronto-ethmoid-maxillary opacification.
Inhomogeneous opacification at the level of the right
anterior ethmoid, with the appearance of calcareous
concretions in full opacity (typical of fungal odonto-
genic maxillary sinusitis), uneven opacification at the
level of the left maxillary sinus with thickening of the
adjacent bony walls (osteitis), thickening of the lamina
papyracea in contact with the infectious process de-
rives from the ethmoid cells on the left. The presence
of unilateral frontitis on the left is a reaction to the
chronic inflammatory process that can regress spon-
taneously, as long as the odontogenic condition and
the maxillary antrostomy is performed, so the frontal
sinusotomy is apparently not necessary (figure 6) [30].

General clinical examination. General condi-
tion of medium severity, clear consciousness, neuro-
logically adequate, rhythmic heart sounds, clear, TA-
120/80, PS- 79b/, vesicular murmur is heard in lungs,
abdomen is soft, tender to palpation, spleen and liver
are not palpable , normal physiological eliminations,
negative Pasternatski sign bilaterally.

Specialized clinical examination. Initially, dur-
ing the exooral examination, a slight facial asymme-
try was present on the left, the teguments of the genial
region and even the region of the upper and lower
eyelids on the diseased side are moderately swollen
and congested, painful on palpation, the fluctuation is
absent. After extraction d.26 — oval face, symmetri-
cal, intact bone planes, painless sinus and emergence
points, except palpation of the anterior wall of the left
maxillary sinus — pain on palpation, dull percussive
sound. Regional lymph nodes are not palpable. Nega-
tive Vincent d’Ager symptom. Opening the oral cavity
without limitations, crackles or crepitations.

Endobuccal: the oral mucosa of appropriate ap-
pearance and color (pale pink), except for the oral
mucosa in the region of alveolus d.26 which is con-
gested, hyperemic and edematous. Present oro-sinus
fistula with purulent discharges from the palatal pro-
jection of the alveolus, negative Valsalva maneuver.
Probing penetrates into the maxillary sinus.

Dental formula:
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Preoperative diagnosis: Chronic maxillary si-
nusitis exacerbated from tooth 26, complicated with
ethmoiditis and left frontitis. Oro-sinus communica-
tion at the level of the alveolus d.26.

Postoperative diagnosis: Odontogenic fungal
maxillary sinusitis from tooth 26, complicated with
ethmoiditis and left frontitis. Oro-sinus communica-
tion at the level of the alveolus d.26.

Operation: Caldwell-Luc radical cure of the
maxillary sinus.
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Fig. 7. Aspectul endobucal prezenta secrefiilor purulente si a comunicarii oro-sinusale in proiectia radacinii palatinale a d.26, continutul
(micitomul) sinusului maxilar postoperator i plastia comunicarii oro-sinusale postoperator 2 saptamini.

Fig. 7. The endobuccal aspect, the presence of purulent secretions and the oro-sinus communication in the projection of the palatal root of d.26,
the content (mycytoma) of the maxillary sinus postoperatively and the plasty of the oro-sinus communication 2 weeks postoperatively.

Descrierea interventiei chirurgicale. Prelu-
crarea cu alcool 70% si izolarea cimpului operator.
Prelucrarea antiseptici endobucald cu solutie de
furacilind 0,02%. Sub potentiere intravenoasa s-a
efectuat anestezia infiltrativd, tuberald, infraorbita-
14, palatinald cu sol. Septanest 3%-5,1 ml.Incizia in
formd de trapez de la d.24 pind la d.27. Decolarea,
mobilizarea lamboului mucoperiostal, cu descope-
rirea peretelui antero-lateral al sinusului maxilar in
fosa canind. Trepanarea corticalei osoase cu freza
rodunda. Revizia sinusului maxilar sting, membrana
sinusald ingrosatd, edematiata. S-a depistat: materi-
al de obturatie endodontic, conglomerate in hifd cu
continut asemandtor argilei de consistentd moale de
culoare bruna, neagra si surie, care s-au inlaturat in
totalmente si indreptat la examen histologic (figura
7). Lavajul cu solutii antiseptice. Efectuarea comuni-
carii naso-antrale prin meatul nazal inferior cu tub
pentru drenare si mesd iodoformata pentru tranta-
ment local antiseptic. Dezepitelizarea, adaptarea si
glisarea lamboului sub fibromucoasa palatinald cu
plastia comunicérii oro-sinusale cu lambou muco-
periostal vestibular. Plasarea pansamentului asepic.

Dupd 2 saptamini s-au inlaturat suturile, se ob-
serva o buna vindecare a plagii (figura7).

Concluzie pe caz clinic. La examenul clinic prin
manevra Valsava se apreciazad negativ din cauza pre-
zentei polipelor, care inchid trecerea aerului prin al-
veola dentara. In cazul comunicarii oro-sinusale cu
prezenta hifei sau polipi, care cuprind in totalmente
sinusul maxilar si o infectie cronica si indelungata a
mucoasei este efectivd cura radicald dupa Cadwell-
Luc a sinusului maxilar.

Concluzii:

1. In rezultatul analizarii literaturii de specialitate
examinarea pacientilor si datelor preluate din fisele
a 96 pacienti s-a observat prevalenta afectarii per-
soanelor de gen feminin, mai des a fost afectat varsta
cuprinsa intre 30 si 59 de ani, si in 54,5 % din cazuri
molarul 1 superior a fost cauza dezvoltarii sinuzitei
maxilare odontogene.

Description of the surgical intervention. Treat-
ment with 70% alcohol and isolation of the operative
field. Endobuccal antiseptic processing with 0.02%
furacilin solution. Infiltrative, tuberal, infraorbital,
palatal anesthesia with sol Septanest 3%-5, 1ml was
performed under intravenous potentiation. Trape-
zium-shaped incision from d.24 to d.27. Taking off,
mobilizing the mucoperiosteal flap, with the discov-
ery of the antero-lateral wall of the maxillary sinus
in the canine fossa. Trepanation of the bone cortex
with the round bur. Revision of the left maxillary si-
nus, thickened, edematous sinus membrane. Found:
endodontic filling material, conglomerates in hyphae
with soft clay-like content of brown, black and tan
color, which were completely removed and directed
to histological examination (figure 7). Washing with
antiseptic solutions. Performing naso-antral com-
munication through the lower nasal meatus with
drainage tube and iodoform mesh for local antiseptic
treatment. Deepithelialization, adaptation and slid-
ing of the flap under the palatal fibromucosa with
oro-sinus communication plasty with vestibular mu-
co-periosteal flap. Placing the aseptic dressing.

After 2 weeks, the sutures were removed, a good
healing of the wound is observed (figure 7).

Conclusion on a clinical case. The clinical exami-
nation using the Valsava maneuver is assessed nega-
tively due to the presence of polyps, which block the
passage of air through the dental alveolus. In the case
of oro-sinus communication with the presence of hy-
phae or polyps, which completely cover the maxillary
sinus and a chronic and long-term infection of the
mucosa, the radical cure according to Cadwell-Luc
of the maxillary sinus is effective.

Conclusions

1. As a result of the analysis of the specialized
literature, the examination of the patients and the
data taken from the records of 96 patients, was ob-
served the prevalence of the female gender, the age
between 30 and 59 years was more often affected,
and in 54.5% of cases the 1st superior molar was the
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2. Complicatiile inflamatorii a sinuzitei odonte-
gene au alcatuit 12.5% manifestate prin abce al tesu-
turilor moi sau flegmon hemifacial, etmoiditd si/sau
frontita, iar 16.71% din pacienti revin la stomatolog
dupa un tratament neeficient la medici de alte spe-
cialitéti.

3. Factorii principali in aparita sinuzitei maxilare
odontogene sunt: dintii netratati cu complicatii de
ordin inflamator, prezenta materialului de obturatie
in sinusul maxilar, tactica incorectd in planificarea
extractiei dintilor cu raport radacind-sinus si nede-
pistarea la timp a comunicarii oro-sinusale post-ex-
tractionale.

4. Particularititile clinice a sinuzitei maxilare
odontogene sunt: durere unilaterala localizata la ni-
velul etajului mijlociu al fetei, exacerbatd de pozitia
declivé a capului; obstructie nazala unilaterala si pre-
zenta dintelui causal, corp stréin in sinusul maxilar,
fistuld sau comunicérea oro-sinusala.

5. Atitudinea i conduita de tratament va depin-
de de tipul sinuzitei maxilare si tactica fata de dintele
cauzal. In majoritatea cazurilor extractia dintelui ca-
uzal este suficient pentru lichidarea procesului infla-
mator a mucoasei sinusului maxilar si complicatiele
ei. Iar uneori este necesra o ulterioara interventie chi-
rurgicala a sinusului maxilar dupd Caldwell-Luk sau
endososcopic.
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