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A Case of Oroantral Fistula Cured with
Combined Buccal and Palatal Flaps

Kil Hong Choi, M. D.
Choi’s ENT Clinic
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Gingivobuccal flap
- \
Large oromaxillary fistula

Palatal flap

Combined buccal and palatal flaps are often necessary for repair of a large fistula
with adjacent teeth or for repair of a persistent fistula.

Fig. 3.
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— Denuded hard palate

Fig. 4. The palatal flap, which is based posteriorly on the greater palatine vessels, is advan-
ced towards the alveolar ridge where it is sutured to the buccal flap.

Fig. 5. Oral cavity view of hard palate identification with tongue blade and location of grea-
ter palatine foramen.

Gingivobuccal incision

Fistula

Fig. 6. Oroantral fistula (in edentulous patient).
A “U” shaped gingivobuccal incision is used for a moderate sized oromaxillary fistula
when the patient is edentulous.
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Gingivobuccal flap

Inferior turbinate thru
naso-antral fenestration

— Posterior wall of antrum

Posterior wall of fistulous tract

Fig. 7. The “U” flap has been elevated and a Caldwell-Luc operation completed. The ante-
rior wall of the bony fistulous tract has been removed.

Fig. 8. The “U” flap has been sutured in place. It makes contact with the posterior wall of
fistulous tract in order to obliterate and prevent a recurrent tract.

Gingivobuccal incision

Gingivo-palatal incison

Palatal incision

Fig. 9. Repair of oroantral fistula when teeth are present.
The gingivobuccal incision is made just above the gingival margin. The periosteum
is elevated over the canine fossa and a Caldwell-Luc operation completed. A gingivo-
palatal incision parallel to the above incision is made just medial to the gingival mar-
gin. A third incision begins behind the incisor teeth near the midline and extends
posteriorly over the entire length of the hard palate. The mucosa between the latter
two incisions is elevated from the hard palate, creating a -bipedicled flap.
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Mattress sutures

Denuded hard palate

Fig. 10. All diseased bone is removed from the bony fistulous tract. The two flaps are secu-
red over this bony defect with mattress sutures. These flaps can be advanced into
position by additional sutures if necessary. A defect over the hard palate is created
as the bipedicled flap is advanced in the direction of the fistula.
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