
Supplementary Table 1 Correlation between number of osteotomies/length of fibula segments and cancellous bone perfusion

Number of
osteotomies

Segment
length

Age HR SAP MAP

PE Spearman r �0.2747 0.3304 0.2668 �0.07542 0.1118 0.01493

95% CI �0.5499 to
0.05429

0.006921 to
0.5912

�0.0628 to
0.544

�0.3901 to
0.255

�0.2203 to
0.4208

�0.3108 to
0.3375

p-Value 0.0905 0.0400a 0.1006 0.6481 0.4979 0.9281

RT Pearson r 0.1924 �0.3199 0.09123 0.03319 0.03529 0.01645

95% CI �0.131 to
0.4789

�0.5771 to
�0.004829

�0.2309 to
0.3954

�0.2853 to
0.3451

�0.2834 to
0.3469

�0.3006 to
0.3303

p-Value 0.2405 0.0471a 0.5807 0.8410 0.8311 0.9238

Slope Spearman r �0.3173 0.2741 0.1771 �0.09561 0.01633 �0.003039

95% CI �0.5817 to
0.007657

�0.05498 to
0.5495

�0.156 to
0.4741

�0.4072 to
0.2359

�0.3095 to
0.3387

�0.3269 to
0.3215

p-Value 0.0490a 0.0913 0.2808 0.5626 0.9214 0.9854

WiR Spearman r �0.4168 0.568 0.02594 �0.1742 �0.02677 �0.09147

95% CI �0.6528 to
�0.1071

0.2988 to
0.7534

�0.3008 to
0.3472

�0.4718 to
0.1589

�0.3479 to
0.3000

�0.4037 to
0.2398

p-Value 0.0083b 0.0002c 0.8755 0.2887 0.8715 0.5797

WiPI Pearson r �0.4676 0.4431 0.08864 �0.06817 0.01151 0.02267

95% CI �0.6824 to
�0.1784

0.1483 to
0.6656

�0.2334 to
0.3932

�0.3756 to
0.2528

�0.3051 to
0.3258

�0.295 to
0.3358

p-Value 0.0027b 0.0047b 0.5915 0.6801 0.9446 0.8910

Abbreviations: CI, confidence interval; HR, heart rate; MAP, mean arterial pressure; PE, peak enhancement; r, correlation coefficient;RT, rise time;
SAP, systolic arterial pressure; TI, time local; TTP, time to peak;WiAUC, wash-in area under the curve;WiR, wash-in rate;WiPI, wash-in perfusion index.
Note: Depending on the distribution of data, Spearman’s correlation was used for PE andWiR, and Pearson’s correlation was used for RT andWiPI. HR
(beats perminute), SAP (mmHg), andMAP (mmHg) showed no correlation with perfusion parameters;n ¼ 39.The two-tailed p-values are presented.
ap< 0.05.
bp< 0.005.
cp < 0.001.

Supplementary Fig. 1 Time–intensity diagram of the indocyanine green (ICG) signal at the distal cross-sectional area of a nonperfused free fibula
graft. Intraoperative ICG angiography correctly predicted the later clinical course of the free fibula flap, which was lost despite several attempts
to salvage it by revising the microanastomoses. In retrospect, based on ICG measurements that were conducted before anastomosis, either
failure in raising the flap or occlusion of the peroneal artery (due to severe atherosclerosis) likely caused this flap loss.
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