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Abstract

After reconstruction of a segmental mandibular defect with a fibular free flap, a vascular crisis can be detected clinically and a “no-flow”
phenomenon found during re-exploration. Traditional methods used to solve this include removal of the failed flap and delayed mandibular
reconstruction, or restoration of the defect with a functional reconstruction plate or contralateral fibular free flap. Our aim therefore was to
investigate under what circumstances it is feasible to use a non-vascularised fibular bone graft (NVFB) as a free bone graft after the failure
of a vascularised fibular free flap. From 1 January 2010–31 December 2014, 10 patients who had NVFB after failure of a fibular free flap
were included in the study. All patients were treated at the Peking University School and Hospital of Stomatology. NVFB were preserved
successfully without infection in all 10 cases, and follow-up imaging showed that it had incorporated well with the residual mandible, the
basic function and facial aesthetics of which were maintained. In conclusion we have identified that by precise selection of patients, detailed
preoperative planning, and meticulous postoperative care, NVFB can be used as a “rescue” technique after failure of a fibular free flap, and
can successfully restore the segmental mandibular defect and facial contour.
© 2018 Published by Elsevier Ltd on behalf of The British Association of Oral and Maxillofacial Surgeons.
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Introduction

There are various indications for mandibular reconstruction,
the most common being malignant tumours, but they include
conditions such as benign tumours, injuries, developmen-
tal deformities, and osteomyelitis.1,2 Reconstruction of the
mandible is a complex procedure, and continues to be a chal-
lenge in reconstructive craniomaxillofacial plastic surgery
because the mandible has several important functions includ-
ing appearance, mastication, deglutition, speech, and oral
competence.3,4 In 1989 Hidalgo first described the use of
vascularised fibular free flaps (VFFF) for mandibular repair.5

Since then this approach has gained widespread acceptance,
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and is used worldwide.4,6 The flap is currently regarded
as the gold standard for reconstruction of large segmental
defects of the mandible, because the operation is relatively
straightforward, and it gives good functional outcomes and
improved cosmesis. However, its success is not assured if
there are adverse events such as a vascular crisis.7 A failed
flap normally has serious implications for the physical and
psychological health of the patient.

The purpose of this study was to find out under what cir-
cumstances it is feasible to use a non-vascularised fibular
bone graft (NVFB) as a free bone graft after the failure of a
VFFF.
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Table 1
Comparison of the 10 cases (all 10 were successful).

Case No. Age, (years) Sex (M/F) Diagnosis Length of bony
defect (cm)

HCL
classification8

Duration of follow
up (months)

1 25 M Recurrent ameloblastoma 11 H 18
2 48 M Osteomyelitis 8 CL 9
3 22 F Osteoma 17 CH 12
4 56 M Recurrent ameloblastoma 7.5 CL 18
5 34 F Odontogenic keratocyst 11.1 H 9
6 38 F Ossifying fibroma 6 L 6
7 27 M Traumatic segmental defect 9.5 CL 12
8 52 F Ameloblastoma 10.5 H 18
9 41 M Odontogenic keratocyst 9 L 6
10 46 M Ameloblastoma 8.5 CL 9

H Hemimandibulectomy = defect of the lateral segment of any length, including the condyle.
C Central defects = the entire anterior segment, including two canines and four incisors.
L = Lateral defects excluding the condyle.

Methods

Patients

Between 1 January 2010 and 31 December 2014, 890 patients
had vascularised fibular bone grafts at the Department of
Oral and Maxillofacial Surgery, Peking University School
and Hospital of Stomatology, of which 21 flaps failed. In 10
of these 21 patients the bone was not discarded but used as
a free bone graft to restore the defect, and we have made a
retrospective analysis of these 10 patients. General informa-
tion was collected, including age, sex, and the pathogenesis
and length of the mandibular defect. To categorise the defects
in the mandible and adjacent soft tissue as a result of treat-
ment, we used the standard international HCL classification.8

Defect H encompasses the mandible from the symphysis up
to and including the condyle; defect C covers the central
mandibular segment between teeth 33 and 43; and defect
L extends from the canine tooth to the base of the articular
process, leaving out the condyle.

Surgical  technique

Immediately a vascular crisis was recognised the surgical
site was explored. When a “no-reflow” phenomenon was
identified, then discussions were held by experienced senior
surgeons, case by case, about reconstruction with the NVFB
segment. Once a case was considered suitable for free bony
reconstruction, the soft tissue that was adherent to the bone
(including muscle, fascia, and marrow) was removed as thor-
oughly as possible and rigid fixation applied. The intraoral
and extraoral incisions were then closed in several layers to
achieve a water-tight seal. A drainage tube was inserted to
eliminate dead space.

Postoperative  treatment  and  follow-up

Postoperatively, all patients’ wounds were irrigated twice a
day with hydrogen peroxide and 0.2% chlorhexidine diluted
in saline, and prophylactic antibiotics were continued intra-

venously for seven days. If necessary, intermaxillary fixation
was applied to reduce the movement between the graft and
the native residual mandible.

The mean (range) duration of follow-up was 12 (6–18)
months, and clinical and radiological examinations were
made. The reconstruction was considered successful if the
continuity and consolidation of bone were obvious clini-
cally and radiologically, with no evidence of infection. Facial
aesthetics were assessed subjectively. If the bone graft was
infected or resorbed either completely or to such an extent
that no prosthesis was possible, the operation was considered
a failure.

Results

Among the total of 890 patients who underwent VFBF in our
hospital from 1 January 2010–31 December 2014, a total of
21 flaps were considered to be failures. Of these 21 patients,
10 were selected to have NVFB (Table 1). There were six men
and four women, mean (range) age 39 (22–56) years. The
length of the defect ranged from 6–17 cm. The patients were
followed-up for a mean (range) of 12 months (range 6–18
months) after the reconstructive procedure. In all 10 cases the
reconstruction was judged to be a success with no bony infec-
tion and good opening of the jaw. Most of the patients were
satisfied with their facial appearance during follow-up. Imag-
ing studies showed that the non-vascularised free bone graft
had incorporated well with the residual mandible (Fig. 1).

Criteria used to select suitable cases were investigated
retrospectively by comparing the results of the10 patients
accepted for free bone graft compared with those of the
11 who were not. The factors used to select the 10
successful cases were: early recognition of failure of per-
fusion (7–67 hours), good physical condition preoperatively,
minimal soft tissue loss during the primary operation (non-
malignant cases), a well-vascularised bed of soft tissue, and
the fact that we could get reliable primary closure and an oral
seal.
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