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Fig. 1. Development of maxillary sinus.
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Hat Adle All 274 6.18+1.60 mm, AH|2 &3]
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(Fig. 2).
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Schneiderian
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t

Destruction by dental lesion

Fig. 2. Mechanism of odontogenic rhinosinusitis showing
disruption of Schneiderian membrane.
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H]H| A (nasal obstruction), B]F(rhinorrhea), 213 (foul
odor) 5-9] H]ZAk(sinonasal symptom)©| thiE2 ¢l =
oltt, 66.7%01 A E=/ 54 Bl F(unilateral puru-
lent rhinorrhea), 33.3%°1 4 & _,_4 Ol-tﬂl"@r Eé(cheek
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% CH(Table 1).
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Table 1. Chief complaint of odontogenic rhinosinusitis
(Dankook university hospital, n=93)

Chief complaint No. (percentage)

Purulent rhinorrhea 26 (28.0%)
Nasal obstruction 24 (25.7%)
Cheek pain/swelling 19 (20.4%)
Foul odor 13 (14.0%)
Post nasal drip 5 (5.4%)
Others 6 (6.5%)
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Fig. 3. Associated tooth causing odontogenic sinusitis.
1st and 2nd molar teeth were most commonly involved
with odontogenic sinusitis (Dankook university hospital,
n=93).
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Table 2. Etiology of odontogenic rhinosinusitis (Dankook
university hospital, n=93)

Etiology No. (percentage)
Periodontal disease 56 (60.2%)
latrogenic-dental implant 23 (24.7%)
latrogenic-dental extraction 14 (15.1%)
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Fig. 4. Poor oral hygiene status and dental caries in the patients with odontogenic rhinosinusitis.
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Fig. 5. CT findings of odontogenic rhinosinusitis. Periapical abscesses (arrows) are observed in coronal and saggital CT
scans (A, B, C). In (D), dehiscence in lateral wall of the maxillary sinus (arrowhead) are observed.
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Fig. 6. CT findings of dental lesion. A : Periapical abscess. B : Oroantral fistula after dental extraction. C . Projecting

tooth root. D : Implant-related sinusitis.
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Fig. 7. A case of 55- year old male complaining of foul odor. After tooth extraction and ESS, all symptoms disap-
peared. A : Preoperative oral cavity findings showing swollen gingiva. B : Preoperative CT findings with right unilater-
al maxillary sinusitis with periapical abscess in maxillary tooth. C : Oral cavity exam after molar teeth extraction. D :
Endosocpic examination after endoscopic sinus surgery and teeth extraction showing normal mucosa in the maxil-

lary sinus.
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Fig. 8. 53-year old male complaining of left purulent rhinorrhea after dental implant at local clinic. He had received
endoscopic sinus surgery and his sympoms improved. A : Preoperative endoscopic findings showing swollen left mid-
dle turbinate with discharge. B : Preoperative oral cavity exam showing dental implant in upper molar tooth. C @ Pre-
operative CT findings with left unilateral maxillary sinusitis with dental implant shadow infiltrating maxillary sinus floor. D :
Postoperative endosocpic examination showing normal mucosa in the maxillary sinus with wide antrostomy.
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