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Fibular Free Flap Mandibular Reconstruction

Myung Rok Oh, M.D., Nae Ho Lee, M.D., Kyung Moo Yang, ML.D.

Department of Plastic and Reconstruction Surgery, College of Medicine, Chonbuk National University

The need for reconstruction of large bone, soft tissue defect of mandible has greater emphasis
due to development of industry, traumatic accident and increase of tumor. The mandibular recon-
struction had greatly progressed through the first and the second World Wars. The Fibular free
flap by using microscope was reported in 1970 and many maxillofacial reconstructive surgeons
had used. In 1988, Dr. Hidalgo first reported mandibular reconstruction by using fibular free flap.
Mandibular reconstruction by using fibular free flap has several advantages. First, it provides up to
25 cm of bone, enough to reconstruct any length of mandible defect. Second, a skin island, based
on a septocutaneous blood supply, is available in a size large enough to simultaneously reconstruct
internal and external soft tissue defect. Third, The fibular donor site morbidity is low, fourth, it
provides a esthetic effect of mandible line. And finally bone viability is good. The Fibular osteo-
cutaneous free flap was performed after COMMANDO operation due to squamous cell cancer in
oral cavity (15 cases). Therefore we report out successful operation of the mandible reconstruction
by using fibular osteocutaneous free flap.
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Fig. 1. Case 1. (A) Preoperative finding of sublingual tumor mass. (B) Tumor mass. (C) Removal of tumor mass and
involved mandible. (D) Flap design on fibular area. (7)) Elevation of vascularized fibula about 7.8cm in length

and cutaneous flap about 6.0 5.0cm in size. (IY) One year after procedure.
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Fig. 2. Case 2. (A) Preoperative finding of tumor mass in oral cavity. (B) Removal of tumor mass and involved
mandible. (C) Flap design on fibular area. (D) Elevation of vascularized fibula about 10.0 c¢m in length and
cutaneous flap about 11.0x7.0cr in size. (E) Postoperative X-ray shows grafted osteocutaneous fibula. (F)
Three year after procedure.
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