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Simple Summary: Changes in the sinus membrane, in the form of thickening or opacification,
usually pose problems of differential diagnosis between rhinological and odontogenic causes, given
the similarity in their clinical behaviour. The interrelation between tooth roots and the possibility of
maxillary sinus involvement seems to be a key determinant. Moreover, the role played by iatrogenic
factors, especially surgical interventions, such as dental extractions, or impacted teeth, as well as
implant treatments, must be considered. The contribution of new imaging procedures, such as
conventional computed tomography or cone beam computed tomography, has triggered an increase
in the identification of dental aetiology as a cause of the unilateral opacification of the anterior
paranasal sinuses with the predominant involvement of the maxillary sinus.

Abstract: The aim of this study was to identify the most relevant dental factors and iatrogenic causes
in the development of pathological changes to the sinus membrane and to analyse their possible
influence on the development of odontogenic sinusitis. A descriptive, observational study was
designed, with 276 patients who had been evaluated via cone beam computed tomography, analysing
possible sinus thickening factors, such as apical infections, endodontic treatments, periodontitis,
radicular cysts and impacted teeth, as well as iatrogenic factors caused by implant treatments or the
development of oroantral communications produced during tooth extraction manoeuvres. Among
the dental factors, periodontitis (47.1%), apical pathology (23.5%) and endodontic treatments (23.1%)
were the predominant causes of sinus membrane thickening that most frequently produced an
occupancy between 2 and 10 mm. Regarding the implant treatments, the placement of implants
through the floor of the maxillary sinus was the main cause (9.8%), followed by sinus elevation
techniques (6.2%). Dental extraction was the first cause of oroantral communication (5.0%), being
the procedure that caused the greatest thickening of the sinus membrane. This study highlights the
importance of dental treatments and iatrogenic factors in sinus pathology, and the need for diagnostic
interrelations between the different specialists who address this pathology.

Keywords: dental factors; iatrogenic factors; cone beam computed tomography (CBCT); sinus
membrane thickening; odontogenic sinusitis
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1. Introduction

Pathological changes in the maxillary sinus range from inflammatory processes to
others of a cystic and tumoural nature. Among the former, maxillary sinusitis stands out,
whose origin may be due to rhinological or odontogenic causes, and which is sometimes
difficult to differentiate from the clinical point of view, so imaging diagnosis can play a
relevant role [1].

The contribution of new imaging procedures has triggered an increase in the identifi-
cation of dental aetiology as a cause of the unilateral opacification of the anterior paranasal
sinuses with the predominant involvement of the maxillary sinus [2]. Matsumoto et al. [3]
reviewed 190 CT scans of patients with unilateral sinus opacification, and found that more
than 70% were attributed to odontogenic infection. Another radiographic study conducted
by Bomeli et al. [4] found that the degree of opacification of the maxillary sinus was directly
correlated with a concurrent dental source, finding that 79% of sinuses that were more than
two-thirds opacified by liquid had an identifiable dental source.

The interrelation between tooth roots and the possibility of maxillary sinus involve-
ment seems to be determinant and has been shown in different studies. Nascimento et al. [5]
showed that the risk of a sinus disorder occurring when there is contact between the tooth
and the maxillary sinus is increased by 2.77 times compared to cases without contact. De
Lima et al. [6] observed that the smaller the distance that separates the roots with endodon-
tic infection from the maxillary sinus, the greater the risk of chronic maxillary sinusitis. In
contrast, a 2.5-fold decrease in risk was observed as the aforementioned distance increased.
In a recent 2020 review by Peñarocha-Oltra et al. [7], the presence of periapical lesions was
significantly associated with the thickening of the sinus membrane (OR 2.43) and maxillary
odontogenic sinusitis (OR 1.77). Other authors have found that there are a variety of
dental pathologies that can lead to odontogenic sinusitis, among which endodontic disease,
periodontitis, oroantral communication or foreign bodies related to dental treatment stand
out [8–10].

Despite this relatively high prevalence, some specialists tend to ignore odontogenic
causes in the diagnosis and treatment of chronic sinusitis. Their description in the current
guidelines for rhinosinusitis is scarce, and odontogenic causes are only briefly mentioned
in the European Position Paper on Rhinosinusitis and Nasal Polyposis (EPOS), recently updated
in 2020 [11].

The role played by implant treatments is, at present, another relevant aspect. Chen et al. [12]
have shown a gradual increase in the incidence of sinusitis as a complication of dental
implants. Among the different procedures, sinus elevations should be highlighted, as well
as the penetration of the implants into the floor of the maxillary sinus and the placement of
zygomatic implants.

Hernández Alfaro et al. [13] studied 474 sinus elevation procedures, observing a
total of 104 membrane perforations. They concluded that small perforations usually
heal spontaneously, and that the larger ones imply a risk of developing odontogenic
sinusitis and implant failure. The perforation of the floor of the maxillary sinus by the most
apical portion of the implants seems to be unrelated to the development of odontogenic
sinusitis, as demonstrated by Jung et al. [14], who found no clinical signs of sinus infection.
D’Agostino et al. [15] analysed the impact of treatments with zygomatic implants, observing
that, among 26 maxillary sinuses operated with this procedure, 11.5% presented in the
postoperative period a thickening of the sinus membrane.

The recognition of these dental and iatrogenic factors, mainly the implantological ones,
should make the different specialists consider this alteration as a possible future source of
clinical manifestations of such patients.

The objective of this work has been to assess the presence of changes in the sinus
membrane by analysing the impact of dental pathology and iatrogenesis provoked during
surgical and implant treatments.
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2. Materials and Methods
2.1. Patient Selection

A descriptive, observational study was designed with patients belonging to the Oral
and Maxillofacial Surgery Unit of the Faculty of Dentistry of the Complutense University of
Madrid who had undergone complete maxillary cone beam computed tomography (CBCT)
studies during the period from 2019 to 2020. A total of 276 patients were selected, in which
the presence of sinus changes in one or both sinuses was observed. The study was carried
out in accordance with the Declaration of Helsinki, and the protocol was approved by the
Ethics Committee of the San Carlos Clinical Hospital in Madrid (CI 21/172-E).

For the selection and collection of data from patients’ clinical histories, the following
inclusion criteria were established: (1) patients older than 18 years; (2) availability of a
complete CBCT of the maxilla with panoramic, axial and ortho-radial sections; (3) presence
of thickening of the sinus membrane in one or both maxillary sinuses; (4) existence of
endodontic treatments, periapical radiolucency, periodontitis, impacted teeth and radic-
ular cysts; (5) history of implant treatments; (6) iatrogenic triggers, such as simple teeth
extractions and root fragments or third molar displacements.

The following were excluded from the study: (1) patients with a medical history of
chronic rhinosinusitis, with or without polyps; (2) topical nasal corticosteroid treatments;
(3) a history of having been treated in otorhinolaryngology; (4) changes suspected relating
to malignant neoplasia of the sinonasal cavity.

2.2. Evaluation of Radiological Data

The radiographic findings were evaluated by four highly experienced observers
(M.H.R-M.; C.B-D.; C.M-G.; J.M.M-G.), analysing through the different sections of the
CBCT alterations of the sinus membrane, using NNT View, version 10.0 software (New-
tom/Cefla S.C., Verona, Italy) with ‘Expert’ settings and in ‘Image Center’ application
mode. In order to avoid bias in the measurements, fifteen CBCTs were evaluated by the
observers; in cases with contrasting evaluations, we determined that at least three of them
should coincide with their determinations to establish a concordance, with an intraclass
correlation coefficient (ICC) of >0.9 between observers.

Regarding dental factors, the proximity of the root of the affected teeth to the sinus
floor was measured as the shortest distance between the apex of the dental root and the
floor of the maxillary sinus. Following the classification modified by De Lima et al. [6],
the teeth were grouped into 5 types according to their relationship with the floor of the
maxillary sinus: (0) the root apex is within the maxillary sinus; (1) the root apex protrudes
towards the maxillary sinus; (2) the root apex is in contact with the floor of the maxillary
sinus; (3) the root apex is between 0.1 and 1 mm below the floor of the maxillary sinus;
(4) the root apex is more than 1 mm below the floor of the maxillary sinus.

The thickening of the mucosa was evaluated according to both dental and iatrogenic
factors by measuring at the point of maximum thickness from the floor of the sinus,
considering pathological inflammation of the sinus thickening of the mucosa greater than
2 mm according to the definition proposed by Maillet et al. [16]. The following parameters
were established: (1) normal < 2 mm; (2) mild–moderate ≥ 2 mm; (3) severe > 10 mm;
(4) total opacification.

2.3. Whyte and Boeddinghaus Aetiological Classification

Following the classification proposed by these authors [17], the findings were grouped
into two categories: (1) dental pathology: periapical inflammatory pathology, due to a
non-vital premolar or molar; periodontitis; and endodontic–periodontic pathology, which
is the combination of the previous two. (2) Iatrogenic causes: oroantral communica-
tion/fistula, post-extraction of a molar; sinus elevation procedure to increase bone height
for implant placement; and foreign bodies (root displacements, dental restorations and
root canal fillings).
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2.4. Statistical Analysis

For the statistical analysis, the statistical programme IBM SPSS Statistics for Windows
(Version 27.0, IBM Corp., Armonk, NY, USA) was used to perform a detailed description
of the data with frequencies and percentages. The association between variables was
contrasted using the chi-square test and the standardized residuals were corrected from
the crosstab tables, establishing a statistical significance of p ≤ 0.05.

3. Results

A total of 276 patients with a reconstruction of both maxillary sinuses were analysed
in this study. Of these, 166 were men and 110 were women, establishing an M/F ratio of
1/0.66. The mean age was 56.67 years ± 14.02, with an interval of 18 to 90 years.

3.1. Dental Factors

The presence of dental lesions was similarly observed in both maxillary sinuses
(Table 1), and periodontitis was the main cause of sinus thickening, followed in order of
frequency by endodontic treatments and periapical radiolucency (Figure 1).

Table 1. Distribution of dental factors found in the right and left maxillary sinus by number of cases
and percentages.

Dental Factors
RMS LMS Both Total

No. Cases % No. Cases % No. Cases % No. Cases %

Periapical pathology 31 11.2 28 10.1 6 2.1 65 23.5

Endodontic treatments 32 11.5 28 10.1 7 2.5 64 23.1

Periodontitis 49 17.7 50 18.1 31 11.2 130 47.1

Impacted teeth 10 3.6 8 2.8 5 1.8 23 8.3

Radicular cysts 3 1.1 3 1.1 1 0.3 7 2.5

RMS, right maxillary sinus; LMS, left maxillary sinus.
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3.2. Iatrogenic Factors

Iatrogenic factors were collected from the clinical histories of 69 patients of the total
sample, and implant treatments represented 16.8%, compared with 8.3% for oroantral
communications (Table 2).

Table 2. Distribution of implant treatments and of the causes of oroantral communications by number
of cases and percentages.

RMS LMS Total

Implant treatments No. cases % No. cases % No. cases %

Implants 14 5.1 13 4.7 27 9.8
Sinus elevations 6 2.2 11 4.0 17 6.2
Peri-implantitis 1 0.4 1 0.4 2 0.8

Oroantral
communications No. cases % No. cases % No. cases %

Extractions 9 3.2 5 1.8 14 5.0
Root displacements 1 0.4 4 1.4 5 1.8

Third molar displacements 1 0.4 3 1.1 4 1.5

RMS, right maxillary sinus; LMS, left maxillary sinus.

The placement of implants exceeding the floor of the maxillary sinus and causing
thickening occurred in 9.8%, a failure in sinus elevation for implant placement was observed
in 6.2% of cases, and peri-implantitis occurred in 0.8% (Figure 2).
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Regarding oroantral communications, it was observed in the records that the main
cause was tooth extraction, reaching a value of 5.0%, followed in decreasing order by root
displacement with 1.8% and third molars with 1.5% (Figure 3).
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3.3. Proximity of the Roots and Its Relationship with Dental Factors

In the analysis of the proximity of the roots, a homogeneous relationship was observed
between both maxillary sinuses in the distribution of the five situations evaluated. The
values (0), (1) and (2), which indicate a clear relationship of the roots with the maxillary
sinus, were 68.2% for the right sinus and 74.9% for the left sinus (Table 3).

Table 3. Distribution of the different relationship situations between the dental roots and the maxillary
sinus by number of cases and percentages.

Proximity of the Roots
RMS LMS

No. Cases % No. Cases %

(0) Within 30 10.9 34 12.3
(1) Protruding 70 25.4 76 27.5

(2) Contact 88 31.9 97 35.1
(3) 0.1–1 mm 31 11.2 27 9.8

(4) >1 mm 57 20.7 42 15.2
RMS, right maxillary sinus; LMS, left maxillary sinus.

The relationship between the roots and the dental factors analysed highlights that on
the right side, apical infection is mostly present in cases in which the dental roots protrude
into the maxillary sinus. In periodontitis, these have been observed on both the right and
left sides, preferably associated with dental roots that are in contact or at a distance of
1 mm. Odontogenic cysts were mainly related to the roots found inside the left maxillary
sinus (Table 4).
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Table 4. Distribution, in percentages, of the different relationships between the dental roots and their
statistical association with the dental factors.

Dental Factors
Proximity of Roots to RMS Proximity of Roots to LMS

(0) (1) (2) (3) (4) p (0) (1) (2) (3) (4) p

Periapical pathology 0.0 21.4 9.1 19.4 14.0 0.028 8.8 18.4 11.3 14.8 4.8 0.243
Endodontic treatment 26.7 14.3 13.6 16.1 7.0 0.172 2.9 18.4 12.4 11.1 11.9 0.261

Periodontitis 16.7 22.9 38.6 38.7 22.8 0.041 8.8 23.7 36.1 44.4 31.0 0.010
Radicular cysts 3.3 2.9 0.0 3.2 0.0 0.338 8.8 1.3 0.0 0.0 0.0 0.004

RMS, right maxillary sinus; LMS, left maxillary sinus; (0) within; (1) protruding; (2) contact; (3) 0.1–1 mm;
(4) >1 mm.

3.4. Whyte and Boeddinghaus Classification

The classification proposed by these authors, which groups sinus pathology into six
subtypes, has determined that dental pathology continues to be the first cause of change
in the sinus membrane (subtypes 1, 2 and 3), with an overall mean value of 55.8%, with
periodontitis being the main cause, representing 29.1% of cases. Iatrogenic causes (subtypes
4, 5 and 6) represented 17.55% of cases, with the foreign body subgroup being the main
triggering factor, with an average value of 10.15% (Table 5).

Table 5. Distribution according to the Whyte and Boeddinghaus classification by number of cases
and percentages.

Whyte and Boeddinghaus Classification
RMS LMS

No. Cases % No. Cases %

Without pathology 72 26.1 73 26.4
1. Periapical pathology (non-vital tooth) 37 13.4 34 12.3

2. Periodontitis 80 28.9 81 29.3
3. Endo-periodontal pathology

(1 + 2) 39 14.1 35 12.6

4. Post-exo communication/fistula 9 3.2 14 5.0
5. Sinus elevation 6 2.2 11 3.9
6. Foreign bodies 16 5.7 23 8.3

RMS, right maxillary sinus; LMS, left maxillary sinus

3.5. Thickening of the Sinus Membrane and Its Interrelation with Dental Factors and
Iatrogenic Causes

Considering that the pathological thickening of the sinus membrane is considered by
Maillet et al. [16] for values ≥2 mm, the results are similar in both sinuses, with 55.0% for
the right maxillary sinus and 59.61% for the left maxillary sinus.

The relationship between the thickening of the sinus membrane and the dental factors
studied establishes that, in general, all of them can cause changes from minimal to most
severe; however, apical infections are more likely to produce thickening between 2 and
10 mm, as occurs with periodontitis (Table 6).

Table 6. Distribution, in percentages, of the thickening of the sinus membrane and its statistical
association with dental factors.

Dental Factors
RMS Thickening LMS Thickening

(1) (2) (3) (4) p (1) (2) (3) (4) p

Periapical pathology 27.0 37.8 21.6 13.5 0.021 20.6 47.1 17.6 14.7 0.106
Endodontic treatment 41.0 33.3 5.1 20.5 0.111 34.3 42.9 17.1 5.7 0.540

Periodontitis 31.3 47.5 12.5 8.8 0.014 27.2 44.4 16.0 12.3 0.054
Radicular cysts 50.0 0.0 25.0 25.0 0.349 0.0 50.0 25.0 25.0 0.361

RMS, right maxillary sinus; LMS, left maxillary sinus; (1) <2 mm; (2) 2–10 mm; (3) >10 mm; (4) total opacification.
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When observing iatrogenic causes, oroantral communications produce greater thick-
ening than implant treatments. Both irruption of the apical part of the implants in the
maxillary sinus, as well as sinus elevation techniques when they fail, and peri-implantitis,
present a greater probability of producing thicknesses between 2 and 10 mm. This thick-
ening is much higher when oroantral communications occur after tooth extraction, the
displacement of a root or the displacement of a third molar to the maxillary sinus (Table 7).

Table 7. Distribution, in percentages, of the thickening of the sinus membrane and its statistical
association with iatrogenic causes.

Iatrogenic Factors RMS Thickening LMS Thickening

Implant treatments (1) (2) (3) (4) p (1) (2) (3) (4) p

Implants 28.6 64.3 7.1 0.0 0.110 23.1 69.2 0.0 7.7 0.111
Sinus elevation 0.0 50.0 0.0 50.0 0.004 9.1 63.6 0.0 27.3 0.026
Peri-implantitis 0.0 100.0 0.0 0.0 0.001 0.0 100.0 0.0 0.0 0.001

Oroantral
communications (1) (2) (3) (4) p (1) (2) (3) (4) p

Exodontia 0.0 42.9 0.0 57.1 0.014 0.0 40.0 40.0 20.0 0.001
Root displacements 0.0 100.0 0.0 0.0 0.014 0.0 25.0 50.0 25.0 0.001

Third molar
displacements 0.0 100.0 0.0 0.0 0.014 0.0 33.3 0.0 66.7 0.001

RMS, right maxillary sinus; LMS, left maxillary sinus; (1) <2 mm; (2) 2–10 mm; (3) >10 mm; (4) total opacification.

4. Discussion

The present research work addresses a widely studied topic, namely, dental factors and
the thickening of the sinus membrane. However, it makes some significant contributions,
such as providing a joint assessment of results by dentists and otolaryngologists, as well
as the analysis of other factors that, in most publications, are not considered, such as
odontogenic cysts. It has also highlighted that apical lesions are being overtaken by
periodontitis, and that the rise of implant treatments is causing sinus problems that must
be taken into account, such as peri-implantitis as a possible factor of thickening and
contamination of the sinus membrane.

Changes in the sinus membrane in the form of thickening or opacification usually pose
problems of differential diagnosis between rhinological and odontogenic causes, given the
similarity in their clinical behaviour; therefore, radiographic studies play a fundamental
role, with conventional computed tomography or CBCT being the current gold standard
for accurate diagnosis [18].

Although radiographic findings, such as for periodontitis, oroantral fistula and peri-
apical abscesses, are often present, radiologists commonly do not mention dental pathology
as a source of sinusitis in their reports, as indicated by Vestin et al. [19]. Along the same
lines, Allevi et al. [20], in a systematic review conducted in 2020, warned that not only radi-
ologists, but also otorhinolaryngologists and dentists overlook the odontogenic aetiology
as a cause of sinusitis, often due to an inadequate consensus on the pathological conditions
to be considered.

The analysis of these odontogenic factors should be taken into account from the fifth
decade of life, as aetiological causes of developing sinus pathologies become more prevalent
from then. Matsumoto et al. [3], Pokorny et al. [18], and Lechien et al. [21] observed an
average age between 40 and 50 years, figures somewhat lower than those observed in this
study, in which the mean age reached values of 56.67 years ± 14.02 years. This agrees more
with the recent review by Craig et al. [22], in which the mean age was 51.2 ± 3.9 years.

Gender predisposition was not uniform in the studies reviewed. The patients analysed
in this study were mostly men, coinciding with other authors, such as Bajoria et al. [23] and
Turfe et al. [24]. In contrast, Saibene et al. [25] and Arias-Irimia et al. [26] observed a greater
involvement of women.
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Periodontitis, endodontic treatments and periapical radiolucency were the most fre-
quent findings observed in this study, the first being clearly superior. The scientific literature
has attributed to periapical radiolucency and endodontic treatments a greater role in sinus
changes; however, studies in the dental field are beginning to show that periodontitis can
overtake these as an aetiological factor in changes to the sinus membrane. Thus, the role of
periodontitis has been shown in different studies to be the main factor, with even higher
figures than those found by us. Phothikhun et al. [27] showed that severe periodontal bone
loss was significantly associated with the thickening of the membrane of the maxillary
sinus for 42% of patients. Ren et al. [28], in a Chinese population, detected membrane
thickening of ≥2 mm in 48.9% of patients with periodontitis. An explanation for these
results is based on understanding how the prevalence of periodontitis increases with the
age of the patient. As noted by Newsome et al. [29], in older patients, there is enough time
for the loss of alveolar bone to occur and consequently to produce periodontitis.

One of the main challenges regarding these dental factors is the diagnostic criterion
used to consider whether their impact on the sinus membrane can lead to the development
of odontogenic sinusitis. Craig et al. [22], in a review conducted in 2021, noted that
odontogenic sinusitis should be diagnosed based on the laterality of the disease, the
symptoms, the findings of nasal endoscopy, the bacterial cultures of the sinuses, and
the findings of the CT scan. They note that although opacification of the nasal sinuses
or the thickening of the membrane on a CT scan may suggest sinusitis, these findings
are nonspecific, and nasal endoscopy is more effective at confirming infectious sinusitis.
However, if nasal endoscopy is normal or cannot be completed, patients could have been
tentatively confirmed to have sinusitis based on suspicious symptoms or CT findings.

According to most publications, the laterality of sinusitis due to odontogenic causes is
the most common (Table 8) [18,24,30–40]. However, we found in this study that bilateral
changes were observed in 17.9% of patients, which is in line with the results obtained by
Wang et al. [34] and Saibene et al. [25], who found bilateral involvement to be between 16
and 19% and to be 18.7%, respectively.

The symptomatology of odontogenic sinusitis should be assessed when two or more
of the four key symptoms of sinusitis—nasal obstruction (congestion), nasal discharge
(rhinorrhoea), facial pressure (pain or fullness), and anosmia or hyposmia—are present for
at least 12 weeks [12,41]. The evaluation of these symptoms, to determine the presence of
odontogenic sinusitis, can be performed, among others, with the Sino-Nasal Outcome Test
20 (SNOT-20), which consists of 20 indicators with scores using a Likert scale from 0 to 5,
helping to assess the intensity of symptoms or their impact on quality of life [42].

Despite this, these clinical manifestations may not be present, or may be minimal. In
the clinical histories of the patients included in this study, there were no signs or symptoms
suggestive of sinusitis, with the exception of cases with oroantral communications, cor-
roborating the observations made by Longhini and Ferguson [31], who only reported the
presence of pain in 29% of cases of odontogenic sinusitis. Brook [43] and Tataryn et al. [44]
agree that many patients may be asymptomatic due to the conserved permeability of the
osteomeatal complex, which allows the release of pressure from the interior of the sinus.
This is the reason why Whyte and Boeddinghaus [45] consider that unilateral opacifica-
tion of the maxillary sinus is the most distinctive feature of odontogenic sinusitis without
associated sinonasal symptoms in the absence of obstruction of the osteomeatal complex.

Establishing the level of opacification or thickening to diagnose odontogenic sinusitis
can be complex, given the different opinions collected in the scientific literature. There are
diverse estimations of the precise thickness of the sinus membrane at which it should be
considered pathological. Thus, Liston et al. [46] and Papapanou et al. [47] considered there
to be pathological thickening when there was an increase of >1 mm. For Maillet et al. [16]
and Shanbhag et al. [48], this thickening would be pathological from values of >2 mm, and
for Shahbazian et al. [49], it should be >3 mm. Where there does seem to be a consensus, at
least in the dental literature, is considering a thickening of >10 mm to be severe [28,50,51].
In this research, the criteria proposed by Maillet et al. [16] were established, in which the
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thickening of the sinus membrane should be considered to be pathological when it reaches
values of >2 mm, obtaining mean pathological values for both sinuses in 60.22% of the
cases. These results are lower than those found by Nascimento et al. [5], who observed
thickening of >2 mm in 86.9% of the cases, and higher than those observed in 2019 by
Askoy et al. [52], who found a value of 42.1%.

Table 8. Different studies have shown the mean age, gender, unilaterality and triggering factors of
odontogenic sinusitis.

Authors Study Design No. Cases Average Age Gender Unilateral Dental
Factors

Iatrogenic
Factors

Lee and Lee [30], 2010 Retrospective 27 43 Male: 56%
Female: 44% Almost all 33% 67%

Longhini and Ferguson [31], 2011 Retrospective 21 53 Male: 48%
Female: 52% 57% 100%

Hoskison et al. [32], 2012 Retrospective 26 46 Male: 65%
Female: 35% Not reported 73% 27%

Pokorny and Tataryn [18], 2013 Retrospective 31 48 Male: 35%
Female: 65% 94% 100%

Crovetto-Martínez et al. [33], 2014 Retrospective 55 48 Male: 60%
Female: 40% 100% 69% 31%

Wang et al. [34], 2015 Retrospective 55 55 Male: 40%
Female: 60% 84% 58% 42%

Troeltzsch et al. [35], 2015 Retrospective 130 53 Male: 59%
Female: 41% 100% 28% 68%

Zirk et al. [36], 2017 Retrospective 121 57 Male: 44%
Female: 56% 92% 34% 66%

Ungar et al. [37], 2018 Prospective 25 49 Male: 36%
Female: 64% Not reported 16% 84%

Costa et al. [38], 2019 Retrospective 98 52 Male: 51%
Female: 49% 100% 39% 61%

Craig et al. [39], 2019 Prospective 37 53 Male: 65%
Female: 35% 89% 68% 32%

Turfe et al. [24], 2019 Prospective 60 55 Male: 58%
Female: 42% 100% 70% 30%

Safadi et al. [40], 2020 Prospective 45 58 Male: 51%
Female: 49% Not reported 38% 62%

The response of the sinus membrane to periapical pathology, endodontic treatments
and periodontitis can be diverse, although apical infections, and especially periodontitis,
play a greater role in the development of sinus thickening, in line with the article published
in 2021 by Huang et al. [53], who found a significant association with bone loss and
periapical radiolucency. The anatomical condition of the interrelation of the roots with
the floor of the maxillary sinus seems to be a key element and has been mentioned by
different authors, who report a significant association between the proximity of the diseased
tooth roots to the sinus and the prevalence of disease of the sinus [5,54–56]. In the present
study, this close relationship was observed in more than 70% of patients in both maxillary
sinuses. This result is very similar to that observed by Bajoria et al. [23], who analysed
1000 maxillary sinuses, finding that in 74.9% of cases, the apex of any of the teeth touched
the floor of the sinus, establishing that the incidence of thickening of the sinus membrane
was higher in cases in which the tip of the root exceeded and protruded through the floor
of the maxillary sinus.
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This finding itself does not seem sufficient to enable the diagnosis of odontogenic
sinusitis, given that it is necessary to evaluate the presence of signs and symptoms, as well
as to extend the study of CBCT to other paranasal sinuses.

Another relevant aspect is the interrelation between odontogenic sinusitis and iatro-
genic factors, whether relating ot surgical interventions, such as dental extractions, or
impacted teeth, as well as implant treatments. Authors such as Akhlaghi et al. [57], in their
systematic review, and Franco-Carro et al. [58], in a meta-analytic study, agree that the
most common iatrogenic cause of odontogenic sinusitis is tooth extraction. Its frequency
is estimated to be between 0.31% and 4.7%, and it usually occurs after the extraction of
an upper molar or premolar, or by the displacement of the tooth root or of a third upper
molar [59–61]. In these cases, the diagnosis of sinusitis is more accurate because sinus
occupation is accompanied by clinical manifestations, as could be observed in the clinical
histories of the patients, with pain and the sensation of fluid passing to the nose being the
predominant symptoms.

The role that implant treatments currently play is undergoing a progressive growth
due to the increase in population demand and, according to Chen et al. [12] and Kim
et al. [62], implant treatments should be considered to be the main cause of odontogenic
sinusitis. In these cases, it is convenient to differentiate between the cases in which the
implants pierce the floor of the maxillary sinus in their apical zone and those in which a
direct approach is performed for the increase in bone volume, such as sinus elevations,
and evolving complications in the form of peri-implantitis. Of the 27 observed cases of
perforated implants, the thickening occurred mostly in the 2–10 mm subtype, highlighting
that none of the patients presented symptoms. Thus, this thickening should not justify the
diagnosis of sinusitis. In the same vein, Jung et al. [14], who evaluated a group of patients
in whom the implants had penetrated more than 4 mm in the maxillary sinus, found no
clinical signs of sinusitis after a follow-up of ten months.

Sinus elevations are a different kind of situation, in which failure leads to a loss of
regenerative material, as well as an almost complete opacification of the maxillary sinus.
Moreover, failure is accompanied by clinical symptoms that identify the picture of sinusitis.
For authors such as Mahesh et al. [63], Chiapasco et al. [64], and Saibene et al. [65], these
interventions have become a routine procedure, meaning that more complications arise
from their use when the integrity of the sinus membrane is damaged and the graft material
migrates into the cavity, favouring bacterial contamination and subsequent sinus infection.
Its frequency is increasing, as shown by the studies conducted by Manor et al. [66] in 2010,
or Chirila et al. [67] in 2016, who established a frequency below 5%, to the most current
frequency, as published in 2020 by Molteni et al. [68], where sinus elevations led to sinusitis
in 10% of cases.

Although we have not found studies on the impact of peri-implantitis in the max-
illary sinus, it can be assumed that the increase in this pathology may be an important
factor of sinus contamination and, in advanced cases and as a consequence of the loss
of the implant, establish oroantral communication with the consequent development of
odontogenic sinusitis.

With regard to the Whyte and Boeddinghaus classification, we believe that although
this can be used to compare with other studies, it should be modified in some respects.
Regarding dental pathology, the impacted teeth and odontogenic cysts are not considered,
entities that we have been able to verify that cause sinus changes. Similarly, and regarding
iatrogenic factors, peri-implantitis should be incorporated.

Finally, although the affectation is predominantly in the maxillary sinus, we consider
that one of the limitations of this research and, in general, of the CBCT for dental purposes
(which usually provide panoramic, axial and orthoradial images), is the non-extension
of the study to other paranasal sinuses and the osteomeatal complex. The measurements
of the latter would allow researchers and clinicians to determine if the thickening of the
mucosa is due to dental or multifactorial causes. In the same way, in future studies it would
be advisable to carry out control groups and use the Lund–Mackay classification. This
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allows researchers and clinicians to evaluate each of the affected sinuses according to the
following: (0) without opacification, (1) partial opacification and (2) total opacification,
assessing the severity of the affectation as normal = 0, mild = 1–3, moderate = 4–10 and
severe >10. In this way, it could be determined if dental factors, and especially iatrogenic
factors, could be triggers for the involvement of other sinuses [69].

5. Conclusions

The thickening of the sinus membrane caused by dental factors is a common finding
in CBCT studies, with periodontitis and apical pathology being the most common causes.
Therefore, the evolution of this thickening will depend on the dental treatment of these
affections, recommending the clinical and radiological follow-up of these patients.

On the contrary, iatrogenic factors, such as tooth extractions, still are the main causes
for the development of orosinusal communication associated with odontogenic sinusitis.
In addition, the increase in the number of implant treatments must be considered, in
which the failure in sinus lift techniques is the main factor causing sinusitis. In these
cases, the prognosis will depend on the surgical treatment carried out, either by closing
the communication or removing the grafted material, given the essential need for CBCT to
evaluate the changes in the sinus membrane.

Author Contributions: Conceptualization, M.H.R.-M., J.A.S.-Q. and J.M.M.-G.; methodology, J.A.S.-Q.
and J.M.M.-G.; validation, J.A.S.-Q. and J.M.M.-G.; formal analysis, M.H.R.-M. and C.M.-G.; inves-
tigation, M.H.R.-M., P.L.R.-S. and C.B.-D.; resources, P.L.R.-S., J.C.-B.B. and N.M.-R.; data cura-
tion, M.H.R.-M. and N.M.-R.; writing—original draft preparation, M.H.R.-M., P.L.R.-S. and C.B.-D.;
writing—review and editing, N.M.-R., J.C.-B.B. and C.M.-G.; visualization, C.B.-D. and J.M.M.-G.;
supervision, C.M.-G. and J.M.M.-G. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki and approved by the Ethics Committee of Hospital Clínico San Carlos,
Madrid (CI 21/172-E).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The databases used and/or analysed during the current study are
available from the corresponding author upon reasonable request.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Little, R.E.; Long, C.M.; Loehrl, T.A.; Poetker, D.M. Odontogenic sinusitis: A review of the current literature. Laryngoscope Investig.

Otolaryngol. 2018, 3, 110–114. [CrossRef]
2. Kirkham-Ali, K.; La, M.; Sher, J.; Sholapurkar, A. Comparison of cone-beam computed tomography and panoramic imaging in

assessing the relationship between posterior maxillary tooth roots and the maxillary sinus: A systematic review. J. Investig. Clin.
Dent. 2019, 10, e12402. [CrossRef]

3. Matsumoto, Y.; Ikeda, T.; Yokoi, H.; Kohno, N. Association between odontogenic infections and unilateral sinus opacification.
Auris Nasus Larynx 2015, 42, 288–293. [CrossRef] [PubMed]

4. Bomeli, S.R.; Branstetter, B.F., 4th; Ferguson, B.J. Frequency of a dental source for acute maxillary sinusitis. Laryngoscope 2009, 119,
580–584. [CrossRef]

5. Nascimento, E.H.L.; Pontual, M.L.A.; Pontual, A.A.; Freitas, D.Q.; Cruz Perez, D.E.; Ramos-Perez, F.M.M. Association between
Odontogenic Conditions and Maxillary Sinus Disease: A Study Using Cone-beam Computed Tomography. J. Endod. 2016, 42,
1509–1515. [CrossRef] [PubMed]

6. de Lima, C.O.; Devito, K.L.; Baraky Vasconcelos, L.R.; Prado, M.D.; Campos, C.N. Correlation between Endodontic Infection and
Periodontal Disease and Their Association with Chronic Sinusitis: A Clinical-tomographic Study. J. Endod. 2017, 43, 1978–1983.
[CrossRef]

7. Peñarrocha-Oltra, S.; Soto-Peñaloza, D.; Bagán-Debón, L.; Bagan, J.V.; Peñarrocha-Oltra, D. Association between maxillary
sinus pathology and odontogenic lesions in patients evaluated by conebeam computed tomography. A systematic review and
meta-analysis. Med. Oral Patol. Oral Cir. Bucal 2020, 25, e34–e48. [CrossRef] [PubMed]

http://doi.org/10.1002/lio2.147
http://doi.org/10.1111/jicd.12402
http://doi.org/10.1016/j.anl.2014.12.006
http://www.ncbi.nlm.nih.gov/pubmed/25638394
http://doi.org/10.1002/lary.20095
http://doi.org/10.1016/j.joen.2016.07.003
http://www.ncbi.nlm.nih.gov/pubmed/27522456
http://doi.org/10.1016/j.joen.2017.08.014
http://doi.org/10.4317/medoral.23172
http://www.ncbi.nlm.nih.gov/pubmed/31880293


Biology 2022, 11, 165 13 of 15

8. Taschieri, S.; Torretta, S.; Corbella, S.; Del Fabbro, M.; Francetti, L.; Lolato, A.; Capaccio, P. Pathophysiology of sinusitis of
odontogenic origin. J. Investig. Clin. Dent. 2017, 8, e12202. [CrossRef]

9. Persoon, I.F.; Özok, A.R. Definitions and Epidemiology of Endodontic Infections. Curr. Oral Health Rep. 2017, 4, 278–285. [CrossRef]
10. Gaudin, R.A.; Hoehle, L.P.; Smeets, R.; Heiland, M.; Caradonna, D.S.; Gray, S.T.; Sedaghat, A.R. Impact of odontogenic chronic

rhinosinusitis on general health-related quality of life. Eur. Arch. Otorhinolaryngol. 2018, 275, 1477–1482. [CrossRef]
11. Fokkens, W.J.; Lund, V.J.; Hopkins, C.; Hellings, P.W.; Kern, R.; Reitsma, S.; Toppila-Salmi, S.; Bernal-Sprekelsen, M.; Mullol, J.

Executive summary of EPOS 2020 including integrated care pathways. Rhinology 2020, 58, 82–111. [CrossRef]
12. Chen, Y.W.; Huang, C.C.; Chang, P.H.; Chen, C.W.; Wu, C.C.; Fu, C.H.; Lee, T.J. The characteristics and new treatment paradigm

of dental implant-related chronic rhinosinusitis. Am. J. Rhinol. Allergy 2013, 27, 237–244. [CrossRef]
13. Hernández-Alfaro, F.; Torradeflot, M.M.; Marti, C. Prevalence and management of Schneiderian membrane perforations during

sinus-lift procedures. Clin. Oral Implant. Res. 2008, 19, 91–98. [CrossRef]
14. Jung, J.H.; Choi, B.H.; Jeong, S.M.; Li, J.; Lee, S.H.; Lee, H.J. A retrospective study of the effects on sinus complications of

exposing dental implants to the maxillary sinus cavity. Oral Surg. Oral Med. Oral Pathol. Oral Radiol. Endod. 2007, 103, 623–625.
[CrossRef] [PubMed]

15. D’Agostino, A.; Favero, V.; Nocini, R.; Venco, J.; Nocini, P.F.; Trevisiol, L. Does Middle Meatal Antrostomy Prevent the Onset of
Maxillary Sinusitis After Zygomatic Implant Placement? J Oral Maxillofac. Surg. 2019, 77, 2475–2482. [CrossRef]

16. Maillet, M.; Bowles, W.R.; McClanahan, S.L.; John, M.T.; Ahmad, M. Cone-beam computed tomography evaluation of maxillary
sinusitis. J. Endod. 2011, 37, 753–757. [CrossRef] [PubMed]

17. Whyte, A.; Boeddinghaus, R. Imaging of odontogenic sinusitis. Clin. Radiol. 2019, 74, 503–516. [CrossRef]
18. Pokorny, A.; Tataryn, R. Clinical and radiologic findings in a case series of maxillary sinusitis of dental origin. Int. Forum Allergy

Rhinol. 2013, 3, 973–979. [CrossRef]
19. Vestin Fredriksson, M.; Öhman, A.; Flygare, L.; Tano, K. When Maxillary Sinusitis Does Not Heal: Findings on CBCT Scans

of the Sinuses With a Particular Focus on the Occurrence of Odontogenic Causes of Maxillary Sinusitis. Laryngoscope Investig.
Otolaryngol. 2017, 2, 442–446. [CrossRef] [PubMed]

20. Allevi, F.; Fadda, G.L.; Rosso, C.; Martino, F.; Pipolo, C.; Cavallo, G.; Felisati, G.; Saibene, A.M. Diagnostic Criteria for Odontogenic
Sinusitis: A Systematic Review. Am. J. Rhinol. Allergy 2021, 35, 713–721. [CrossRef]

21. Lechien, J.R.; Filleul, O.; Costa de Araujo, P.; Hsieh, J.W.; Chantrain, G.; Saussez, S. Chronic maxillary rhinosinusitis of dental
origin: A systematic review of 674 patient cases. Int. J. Otolaryngol. 2014, 2014, 465173. [CrossRef] [PubMed]

22. Craig, J.R.; Tataryn, R.W.; Cha, B.Y.; Bhargava, P.; Pokorny, A.; Gray, S.T.; Mattos, J.L.; Poetker, D.M. Diagnosing odontogenic
sinusitis of endodontic origin: A multidisciplinary literature review. Am. J. Otolaryngol. 2021, 42, 102925. [CrossRef] [PubMed]

23. Bajoria, A.A.; Sarkar, S.; Sinha, P. Evaluation of Odontogenic Maxillary Sinusitis with Cone Beam Computed Tomography:
A Retrospective Study with Review of Literature. J. Int. Soc. Prev. Community Dent. 2019, 9, 194–204. [CrossRef] [PubMed]

24. Turfe, Z.; Ahmad, A.; Peterson, E.I.; Craig, J.R. Odontogenic sinusitis is a common cause of unilateral sinus disease with maxillary
sinus opacification. Int. Forum Allergy Rhinol. 2019, 9, 1515–1520. [CrossRef] [PubMed]

25. Saibene, A.M.; Pipolo, G.C.; Lozza, P.; Maccari, A.; Portaleone, S.M.; Scotti, A.; Borloni, R.; Messina, F.; Di Pasquale, D.; Felisati, G.
Redefining boundaries in odontogenic sinusitis: A retrospective evaluation of extramaxillary involvement in 315 patients. Int.
Forum Allergy Rhinol. 2014, 4, 1020–1023. [CrossRef]

26. Arias-Irimia, O.; Barona-Dorado, C.; Santos-Marino, J.A.; Martínez-Rodriguez, N.; Martínez-González, J.M. Meta-analysis of the
etiology of odontogenic maxillary sinusitis. Med. Oral Patol. Oral Cir. Bucal 2010, 15, e70–e73. [CrossRef]

27. Phothikhun, S.; Suphanantachat, S.; Chuenchompoonut, V.; Nisapakultorn, K. Cone-beam computed tomographic evidence of
the association between periodontal bone loss and mucosal thickening of the maxillary sinus. J. Periodontol. 2012, 83, 557–564.
[CrossRef] [PubMed]

28. Ren, S.; Zhao, H.; Liu, J.; Wang, Q.; Pan, Y. Significance of maxillary sinus mucosal thickening in patients with periodontal disease.
Int. Dent. J. 2015, 65, 303–310. [CrossRef]

29. Newsome, H.A.; Poetker, D.M. Odontogenic Sinusitis: Current Concepts in Diagnosis and Treatment. Immunol. Allergy Clin. N.
Am. 2020, 40, 361–369. [CrossRef]

30. Lee, K.C.; Lee, S.J. Clinical features and treatments of odontogenic sinusitis. Yonsei Med. J. 2010, 51, 932–937. [CrossRef]
31. Longhini, A.B.; Ferguson, B.J. Clinical aspects of odontogenic maxillary sinusitis: A case series. Int. Forum Allergy Rhinol. 2011, 1,

409–415. [CrossRef]
32. Hoskison, E.; Daniel, M.; Rowson, J.E.; Jones, N.S. Evidence of an increase in the incidence of odontogenic sinusitis over the last

decade in the UK. J. Laryngol. Otol. 2012, 126, 43–46. [CrossRef] [PubMed]
33. Crovetto-Martínez, R.; Martin-Arregui, F.J.; Zabala-López-de-Maturana, A.; Tudela-Cabello, K.; Crovetto-de la Torre, M.A.

Frequency of the odontogenic maxillary sinusitis extended to the anterior ethmoid sinus and response to surgical treatment. Med.
Oral Patol. Oral Cir. Bucal 2014, 19, e409–e413. [CrossRef]

34. Wang, K.L.; Nichols, B.G.; Poetker, D.M.; Loehrl, T.A. Odontogenic sinusitis: A case series studying diagnosis and management.
Int. Forum Allergy Rhinol. 2015, 5, 597–601. [CrossRef] [PubMed]

35. Troeltzsch, M.; Pache, C.; Troeltzsch, M.; Kaeppler, G.; Ehrenfeld, M.; Otto, S.; Probst, F. Etiology and clinical characteristics of
symptomatic unilateral maxillary sinusitis: A review of 174 cases. J. Craniomaxillofac. Surg. 2015, 43, 1522–1529. [CrossRef]

http://doi.org/10.1111/jicd.12202
http://doi.org/10.1007/s40496-017-0161-z
http://doi.org/10.1007/s00405-018-4977-5
http://doi.org/10.4193/Rhin20.601
http://doi.org/10.2500/ajra.2013.27.3884
http://doi.org/10.1111/j.1600-0501.2007.01372.x
http://doi.org/10.1016/j.tripleo.2006.09.024
http://www.ncbi.nlm.nih.gov/pubmed/17257862
http://doi.org/10.1016/j.joms.2019.06.189
http://doi.org/10.1016/j.joen.2011.02.032
http://www.ncbi.nlm.nih.gov/pubmed/21787483
http://doi.org/10.1016/j.crad.2019.02.012
http://doi.org/10.1002/alr.21212
http://doi.org/10.1002/lio2.130
http://www.ncbi.nlm.nih.gov/pubmed/29299521
http://doi.org/10.1177/1945892420976766
http://doi.org/10.1155/2014/465173
http://www.ncbi.nlm.nih.gov/pubmed/24817890
http://doi.org/10.1016/j.amjoto.2021.102925
http://www.ncbi.nlm.nih.gov/pubmed/33486208
http://doi.org/10.4103/jispcd.JISPCD_435_18
http://www.ncbi.nlm.nih.gov/pubmed/31058071
http://doi.org/10.1002/alr.22434
http://www.ncbi.nlm.nih.gov/pubmed/31529785
http://doi.org/10.1002/alr.21400
http://doi.org/10.4317/medoral.15.e70
http://doi.org/10.1902/jop.2011.110376
http://www.ncbi.nlm.nih.gov/pubmed/21910593
http://doi.org/10.1111/idj.12186
http://doi.org/10.1016/j.iac.2019.12.012
http://doi.org/10.3349/ymj.2010.51.6.932
http://doi.org/10.1002/alr.20058
http://doi.org/10.1017/S0022215111002568
http://www.ncbi.nlm.nih.gov/pubmed/21933468
http://doi.org/10.4317/medoral.19629
http://doi.org/10.1002/alr.21504
http://www.ncbi.nlm.nih.gov/pubmed/25732329
http://doi.org/10.1016/j.jcms.2015.07.021


Biology 2022, 11, 165 14 of 15

36. Zirk, M.; Dreiseidler, T.; Pohl, M.; Rothamel, D.; Buller, J.; Peters, F.; Zöller, J.E.; Kreppel, M. Odontogenic sinusitis maxillaris:
A retrospective study of 121 cases with surgical intervention. J. Craniomaxillofac. Surg. 2017, 45, 520–525. [CrossRef]

37. Ungar, O.J.; Yafit, D.; Kleinman, S.; Raiser, V.; Safadi, A. Odontogenic sinusitis involving the frontal sinus: Is middle meatal
antrostomy enough? Eur. Arch. Otorhinolaryngol. 2018, 275, 2291–2295. [CrossRef] [PubMed]

38. Costa, F.; Emanuelli, E.; Franz, L.; Tel, A.; Robiony, M. Single-step surgical treatment of odontogenic maxillary sinusitis:
A retrospective study of 98 cases. J. Craniomaxillofac. Surg. 2019, 47, 1249–1254. [CrossRef] [PubMed]

39. Craig, J.R.; McHugh, C.I.; Griggs, Z.H.; Peterson, E.I. Optimal timing of endoscopic sinus surgery for odontogenic sinusitis.
Laryngoscope 2019, 129, 1976–1983. [CrossRef]

40. Safadi, A.; Kleinman, S.; Oz, I.; Wengier, A.; Mahameed, F.; Vainer, I.; Ungar, O.J. Questioning the Justification of Frontal
Sinusotomy for Odontogenic Sinusitis. J. Oral Maxillofac. Surg. 2020, 78, 762–770. [CrossRef] [PubMed]

41. Fokkens, W.J.; Lund, V.J.; Mullol, J.; Bachert, C.; Alobid, I.; Baroody, F.; Cohen, N.; Cervin, A.; Douglas, R.; Gevaert, P.; et al. EPOS
2012: European position paper on rhinosinusitis and nasal polyps 2012. A summary for otorhinolaryngologists. Rhinology 2012,
50, 1–12. [CrossRef]

42. Pynnonen, M.A.; Kim, H.M.; Terrell, J.E. Validation of the Sino-Nasal Outcome Test 20 (SNOT-20) domains in nonsurgical patients.
Am. J. Rhinol. Allergy 2009, 23, 40–45. [CrossRef] [PubMed]

43. Brook, I. Sinusitis of odontogenic origin. Otolaryngol. Head Neck Surg. 2006, 135, 349–355. [CrossRef] [PubMed]
44. Tataryn, R.W.; Lewis, M.J.; Horalek, A.L.; Thompson, C.G.; Cha, B.Y.; Pokorny, A.T. Maxillary Sinusitis of Endodontic Ori-

gin. American Association of Endodontists Position Statement; American Association of Endodontists: Chicago, IL, USA, 2018;
pp. 1–11. Available online: https://www.aae.org/specialty/wp-content/uploads/sites/2/2018/04/AAE_PositionStatement_
MaxillarySinusitis.pdf (accessed on 23 July 2021).

45. Whyte, A.; Boeddinghaus, R. The maxillary sinus: Physiology, development and imaging anatomy. Dentomaxillofac. Radiol. 2019,
48, 20190205. [CrossRef] [PubMed]

46. Liston, P.N.; Walters, R.F. Foreign bodies in the maxillary antrum: A case report. Aust. Dent. J. 2002, 47, 344–346. [CrossRef]
47. Papapanou, P.N.; Sanz, M.; Buduneli, N.; Dietrich, T.; Feres, M.; Fine, D.H.; Flemmig, T.F.; Garcia, R.; Giannobile, W.V.; Graziani,

F.; et al. Periodontitis: Consensus report of workgroup 2 of the 2017 World Workshop on the Classification of Periodontal and
Peri-Implant Diseases and Conditions. J. Periodontol. 2018, 89 (Suppl. 1), S173–S182. [CrossRef]

48. Shanbhag, S.; Karnik, P.; Shirke, P.; Shanbhag, V. Association between periapical lesions and maxillary sinus mucosal thickening:
A retrospective cone-beam computed tomographic study. J. Endod. 2013, 39, 853–857. [CrossRef]

49. Shahbazian, M.; Vandewoude, C.; Wyatt, J.; Jacobs, R. Comparative assessment of periapical radiography and CBCT imaging for
radiodiagnostics in the posterior maxilla. Odontology 2015, 103, 97–104. [CrossRef]

50. Lu, Y.; Liu, Z.; Zhang, L.; Zhou, X.; Zheng, Q.; Duan, X.; Zheng, G.; Wang, H.; Huang, D. Associations between maxillary sinus
mucosal thickening and apical periodontitis using cone-beam computed tomography scanning: A retrospective study. J. Endod.
2012, 38, 1069–1074. [CrossRef]

51. Goller-Bulut, D.; Sekerci, A.E.; Köse, E.; Sisman, Y. Cone beam computed tomographic analysis of maxillary premolars and
molars to detect the relationship between periapical and marginal bone loss and mucosal thickness of maxillary sinus. Med. Oral
Patol. Oral Cir. Bucal 2015, 20, e572–e579. [CrossRef]

52. Aksoy, U.; Orhan, K. Association between odontogenic conditions and maxillary sinus mucosal thickening: A retrospective CBCT
study. Clin. Oral Investig. 2019, 23, 123–131. [CrossRef] [PubMed]

53. Huang, Y.T.; Hu, S.W.; Huang, J.Y.; Chang, Y.C. Assessment of relationship between maxillary sinus membrane thickening and
the adjacent teeth health by cone-beam computed tomography. J. Dent. Sci. 2021, 16, 275–279. [CrossRef]

54. Nunes, C.A.; Guedes, O.A.; Alencar, A.H.; Peters, O.A.; Estrela, C.R.; Estrela, C. Evaluation of Periapical Lesions and Their
Association with Maxillary Sinus Abnormalities on Cone-beam Computed Tomographic Images. J. Endod. 2016, 42, 42–46.
[CrossRef] [PubMed]

55. Dagassan-Berndt, D.C.; Zitzmann, N.U.; Lambrecht, J.T.; Weiger, R.; Walter, C. Is the Schneiderian membrane thickness affected
by periodontal disease? A cone beam computed tomography-based extended case series. J. Int. Acad. Periodontol. 2013, 15, 75–82.

56. Roque-Torres, G.D.; Ramirez-Sotelo, L.R.; de Acevedo Vaz, S.L.; de Almeida de Bóscolo, S.M.; Bóscolo, F.N. Association between
maxillary sinus pathologies and healthy teeth. Braz. J. Otorhinolaryngol. 2016, 82, 33–38. [CrossRef]

57. Akhlaghi, F.; Esmaeelinejad, M.; Safai, P. Etiologies and Treatments of Odontogenic Maxillary Sinusitis: A Systematic Review.
Iran Red Crescent Med. J. 2015, 17, e25536. [CrossRef]

58. Franco-Carro, B.; Barona-Dorado, C.; Martínez-González, M.J.S.; Rubio-Alonso, L.J.; Martínez-González, J.M. Meta-analytic study
on the frequency and treatment of oral antral communications. Med. Oral Patol. Oral Cir. Bucal 2011, 16, e682–e687. [CrossRef]

59. Gacic, B.; Todorovic, L.; Kokovic, V.; Danilovic, V.; Stojcev-Stajcic, L.; Drazic, R.; Markovic, A. The closure of oroantral communi-
cations with resorbable PLGA-coated beta-TCP root analogs, hemostatic gauze, or buccal flaps: A prospective study. Oral Surg.
Oral Med. Oral Pathol. Oral Radiol. Endod. 2009, 108, 844–850. [CrossRef] [PubMed]

60. Yoshino, K.; Ito, K.; Kuroda, M.; Sugihara, N. Prevalence of vertical root fracture as the reason for tooth extraction in dental clinics.
Clin. Oral Investig. 2015, 19, 1405–1409. [CrossRef]

61. Popescu, S.M.; Diaconu, O.A.; Scrieciu, M.; Marinescu, I.R.; Drăghici, E.C.; Truşcă, A.G.; Bănică, A.C.; Vătu, M.; Mercuţ, V. Root
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