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In the 46 consecutive procedures of free vascularized osteocutaneous fibular graft, initial bony union
were obtained in the 43 grafted fibulas at average 3.75 months after operation. There were 2 delayed
unions and 1 nonunion. 44 cutaneous flaps were survived but 2 cases were necrotized due to deep infec-
tion and venous insufficiency. One necrotized flap was treated with latissimus dorsi free flap and the
other was treated with soleus muscle rotational flap. Grafted fibulas have been hypertrophied during the
follow up periods.

The most common complication was the fracture of grafted fibula (15 cases) and occurred at average
9.7 months after the operation. Fractured fibulas were treated with the cast immobilization or internal fix-
ation and conventional cancellous bone graft. We think that in the cast of presence of nonunited fibula
fracture at the recipient site, initial rigid internal fixation and bone graft for that is the one of the method
to prevent fracture of grafted fibula.
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A Histologic and Clinical Study between Temporoparietal
Fascia and Scapular Fascia Free Flap

Yang-Soo Kang, M.D., Hong-Cheol Rim, M.D., Bong-Su Ryu, M.D., Jeong-Yeol Yang, M.D.

Department of plastic and Reconstructive Sugery College of Medicine, Chosun University, Kwangju, Korea

Fascia and fasciocutaneous free flaps(using perforators) are best reconstructive methods with aesthetic
and functional advantages, particularly for reconstruction of variablc soft tissue defects of the extremi-
ties.

Although various donor sites have been used for these concerns including temporoparietal fascia,
scapular fascia, fascial component of lateral arm and posterior calf fascia.

The authors used temporoparietal and scapular fascia as a free flap for coverage of soft tissue defects
and we compare two flap mainly their histologic studies and clinical applications.

In our expierience, both fascia provide thin, pliable coverage for exposed bone & tendons and provide
good postoperative functional restoration on the recipient area, Histologically temporoparietal fascia flap
has more rich blood supply and scapular fascia flap is rich in adipose tissue in their composition.

In donor site morbidity, both flap can bring satisfactory results about the donor sites, but the donor site
of the temporoparietal fascia flap sometimes revealed conspicious linear scar and transient alopecia in
short-haired patients and the scapular fascia flap has a tendency to be wider and thicker in obese patients.

After successful application of the both fascia as a free flap in 30 patients(18 temporoparietal, 12 scapu-
lar fascia) since 1995; authors recommend using the temporoparietal fascia flap for women, who tend to
have more fat and longer hair, and the scapular fascia flap for men, who tend to be lean & shorter hair.
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