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Abstract
Alveolar ridge atrophy presents a major challenge in implant dentistry, often necessitating surgical
augmentation to restore adequate bone volume for predictable implant placement. Among the various
autogenous grafting approaches, the inlay and onlay techniques are widely utilized, yet their comparative
clinical efficacy remains unclear. This systematic review aimed to evaluate the outcomes of vertical and
horizontal ridge augmentation using inlay versus onlay grafting techniques in atrophic alveolar ridges. An
extensive electronic and manual search of major databases was conducted in accordance with PRISMA
guidelines, and eligible randomized controlled trials and comparative clinical studies assessing autogenous
grafts were included. Six studies met the inclusion criteria. Both techniques produced appreciable gains in
bone height and width; however, the inlay technique demonstrated more favorable results in terms of graft
stability, reduced volumetric resorption, and improved soft tissue healing. Inlay grafts benefited from
superior vascularization and mechanical protection due to their placement within the osteotomized host
bone, resulting in fewer complications and better preservation of augmented volume. By contrast, onlay
grafts showed higher rates of resorption, flap dehiscence, and graft exposure, particularly in vertical
augmentations where soft tissue tension and limited vascular supply are significant challenges. Despite
promising findings, heterogeneity among studies and limited long-term data restrict definitive conclusions.
Further well-designed randomized controlled trials with standardized protocols and extended follow-up are
needed to strengthen the evidence base. Overall, the inlay technique appears to offer predictable and stable
outcomes, particularly in complex augmentation scenarios.

Categories: Dentistry
Keywords: atrophic ridges, inlay grafting technique, jawbones, onlay grafting technique, ridge augmentation
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Introduction And Background
Alveolar ridge atrophy remains a significant clinical challenge in dentistry and maxillofacial surgery,
particularly when planning implant-supported or prosthodontic rehabilitation in edentulous regions.
Following tooth loss, the alveolar bone undergoes a continuous and progressive resorptive process, resulting
in a substantial reduction in vertical height and horizontal width of the ridge [1,2]. This resorption is most
rapid during the first year after extraction but continues, albeit at a slower pace, throughout life [3].
Multiple etiologic factors contribute to ridge atrophy, including trauma, infection, periodontal disease,
congenital anomalies, and extended periods of edentulism [4,5]. In addition to local and pathological
factors, underlying skeletal discrepancies also play a crucial role in determining alveolar bone volume and
ridge morphology. Variations in sagittal jaw relationships, such as those observed between skeletal Class I
and Class III patterns, have been shown to influence baseline jawbone dimensions and the severity of
alveolar deficiencies. Patients with skeletal Class III patterns may present with altered mandibular and
maxillary bone volumes, potentially necessitating more complex augmentation strategies to achieve
prosthetically driven implant placement [6]. Recognizing these anatomical variations is essential for
individualized treatment planning and for selecting appropriate ridge augmentation techniques. 

The resulting deficiency compromises prosthetic stability, esthetics, and functional outcomes, often
necessitating surgical augmentation procedures before implant placement [7]. Thus, re-establishing
adequate alveolar bone volume becomes a prerequisite for achieving predictable osseointegration and long-
term prosthetic success [8,9]. Autogenous bone grafting is widely regarded as the gold standard for ridge
augmentation due to its inherent osteogenic, osteoconductive, and osteoinductive properties [10]. Among
the various surgical strategies, onlay and inlay grafting techniques are two established autogenous
approaches used to restore deficient alveolar ridges [11]. These methods differ in biological behavior,
mechanical stability, surgical indications, and long-term performance [11,12]. Onlay grafting involves
placement of a bone block or particulate graft on the external surface of the alveolar ridge to increase height
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or width [13]. It is often used in cases with generalized vertical or horizontal bone deficiency and typically
requires rigid fixation to ensure stability and intimate graft-host contact [12,13]. Successful onlay
augmentation depends heavily on adequate revascularization through the host bed and periosteum,
rendering the technique sensitive to surgical handling and flap management [14].

By contrast, the inlay grafting technique, although less commonly employed, offers unique biomechanical
and biological advantages in selected clinical scenarios [15]. This method involves preparation of a recipient
site within the existing alveolar ridge, such as a slot or tunnel, into which the graft is inserted [16]. By
positioning the graft within a three-dimensional host bone enclosure, the technique promotes superior
vascularization, mechanical stability, and potentially reduced graft resorption [17]. Inlay grafting is
particularly indicated for localized or saddle-type defects where the anatomy supports containment of the
graft [15-17].

Both techniques have demonstrated clinical success in restoring deficient ridges; however, each is associated
with notable limitations. Onlay grafts may undergo significant volumetric resorption, require longer
healing, and present higher risks of dehiscence or exposure, particularly in vertically augmented sites
[18,19]. Inlay grafts offer better mechanical protection and vascular supply but are more technique-sensitive
and limited by anatomical constraints [20]. Owing to these variations, the choice between onlay and inlay
grafting depends on defect morphology, surgeon expertise, functional demands, and long-term prosthetic
objectives [21,22].

Despite widespread use, a definitive consensus regarding the comparative clinical efficacy of these
techniques is lacking, with available studies differing in design, graft type, measurement methods, and
follow-up duration. Therefore, a systematic evaluation of current evidence is essential to guide clinical
decision-making and improve outcomes in the reconstruction of atrophic alveolar ridges. The present
systematic review aims to comprehensively compare the clinical outcomes of Ridge augmentation using the
inlay versus the onlay grafting technique.

Review
Methodology
Study Design

The present systematic review was conducted in accordance with the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) guidelines [23], and the protocol was prospectively
registered in the PROSPERO database (Registration ID: CRD42024626052).

Review Question

The primary review question guiding this systematic evaluation was: “Is the inlay grafting technique more
effective than the onlay grafting technique in augmenting vertical or horizontal deficiencies of the atrophic
alveolar ridge?” This question was developed to compare the clinical performance of both techniques in
terms of hard-tissue regeneration and postoperative outcomes and to determine whether one method
demonstrated superior predictability in restoring deficient alveolar ridges. The question was framed using
the PICOS format: Population (adults ≥18 years with atrophic alveolar ridges requiring augmentation),
Intervention (inlay/interpositional grafting), Comparator (onlay grafting), Outcomes (radiographic bone
height/width gain, graft resorption/volume maintenance, soft-tissue healing and complications, and
implant-related outcomes where reported), and Study design (randomized controlled trials (RCTs) and
comparative clinical studies, including prospective and retrospective observational studies with a direct
inlay-onlay comparison).

Eligibility Criteria

Prior to the literature search, well-defined inclusion and exclusion criteria were established to maintain
consistency and ensure relevance. RCTs and comparative clinical studies (prospective cohorts and
retrospective comparative studies) involving human participants aged ≥18 years and directly comparing
inlay versus onlay ridge augmentation were considered eligible. Studies had to evaluate autogenous bone
grafts placed using either the inlay or onlay technique and provide measurable outcomes, such as bone
height or width gain, graft resorption, or soft-tissue healing. Full-text publications written in English and
presenting original clinical data were included. Studies involving animal models, in vitro experiments, case
reports, case series, narrative or systematic reviews, and investigations using synthetic substitutes were
excluded. Studies in which patients presented with systemic conditions or medication use known to
influence bone metabolism, as well as studies involving previously augmented sites, were also omitted to
avoid confounding factors.

Information Sources
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A comprehensive and systematic electronic search was conducted across multiple databases to ensure
thorough coverage of the available literature. The databases included PubMed, MEDLINE, Embase, EBSCO,
the Cochrane Central Register of Controlled Trials (CENTRAL), Web of Science, and Google Scholar. To
broaden the search and reduce the possibility of missing relevant studies, the reference lists of all eligible
and near-eligible articles were manually screened. No restrictions were applied regarding the year of
publication to allow inclusion of all potentially relevant historical and contemporary evidence. Only studies
published in English were considered.

Search Strategy

A structured and reproducible search strategy was developed using combinations of controlled vocabulary
terms and free-text keywords related to ridge augmentation and grafting techniques. Since all keywords
related to the topic that could sufficiently identify all the relevant articles in the search could not be covered
using MeSH terms, a combination with free-text keywords was adopted. Commonly used keywords included
“inlay grafting technique,” “onlay grafting technique,” “ridge augmentation,” and “atrophic alveolar ridge.”
Boolean operators such as AND and OR were used to refine and combine search terms appropriately. The
search strategy was applied consistently across all databases to minimize selection bias and ensure
comparability. The full electronic search strategy was developed using database-specific controlled
vocabulary (e.g., MeSH in PubMed) combined with free-text keywords and synonyms. The complete search
strings for each database, including MeSH terms and Boolean operators, are provided in the Appendix.

Study Selection

All retrieved records were screened in two phases. Initially, titles and abstracts were reviewed independently
by two investigators to exclude irrelevant and duplicate studies. The screening process was optimized using
the Elicit systematic review tool, in which the search results were imported, duplicates were removed, and
each item was assigned a screening score based on fulfillment of the abovementioned PICOS criteria.
Articles that met the preliminary criteria or lacked sufficient information in the abstract proceeded to full-
text screening. In the second phase, full texts were assessed in detail against the predefined eligibility
criteria. Any disagreements regarding study eligibility were resolved through mutual discussion. When
consensus could not be reached, a third reviewer (RG) adjudicated the final decision.

Data Extraction

Data from the included studies were extracted systematically using a standardized data extraction form. Two
reviewers (HM and AB) independently recorded key details such as author names, publication year, country,
study design, sample size, demographic characteristics, inclusion and exclusion criteria, type of grafting
technique evaluated, duration of follow-up, and clinical outcomes. Extracted outcomes included changes in
bone height and width assessed radiographically, graft resorption rates, and qualitative observations of soft-
tissue healing. A third reviewer (RG) verified the completeness and accuracy of all extracted data. This tri-
level validation minimized errors and ensured that the dataset accurately reflected the original studies.

Outcome Measures

The primary outcomes of interest were the measurable gain in bone height and bone width achieved through
the respective grafting procedures, as determined by radiographic imaging modalities such as CBCT.
Secondary outcomes included the degree of graft resorption and the quality of soft tissue healing at the
grafted site. These parameters were selected for their direct relevance to determining the clinical success
and stability of ridge augmentation procedures and their implications for subsequent implant prosthetic
rehabilitation.

Risk-of-Bias Assessment

The methodological quality and risk of bias of the included studies were rigorously assessed using
established appraisal tools appropriate to each study design. RCTs were evaluated using the Cochrane Risk
of Bias 2.0 tool, which assesses domains related to randomization, deviations from intended interventions,
missing outcome data, outcome measurement, and selective reporting [24]. Non-randomized clinical studies
were appraised using the ROBINS-I tool, which assesses bias arising from confounding, participant selection,
intervention classification, deviations from intended interventions, missing data, outcome measurement,
and selective reporting [25]. Observational studies, where present, were assessed using the Newcastle-
Ottawa Scale [26]. Two reviewers (HM and AB) independently appraised each study, and discrepancies were
resolved through discussion or consultation with a third reviewer (RG).

Data Synthesis and Analysis

A qualitative narrative synthesis was planned initially due to anticipated variability in study design, grafting
techniques, and outcome reporting. A meta-analysis was planned for studies demonstrating methodological
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homogeneity and consistently reporting comparable outcomes, such as bone height or bone width
gain. Confidence intervals were reported when explicitly provided in the original studies; however,
consistent reporting of the confidence intervals was not possible due to heterogeneity in outcome
presentation across included trials. Continuous data were intended to be pooled using mean differences with
95% confidence intervals. Heterogeneity across studies was to be assessed using the I² statistic. Statistical
analyses, if feasible, were planned using Review Manager (RevMan v5.4) software. However, due to
substantial heterogeneity in methodology, materials, and outcomes across the included studies, a meta-
analysis was not performed in the present systematic review.

Results
A comprehensive electronic and manual search across databases yielded six eligible studies that met the
predefined inclusion criteria for this systematic review (Figure 1) [27-32]. All selected studies directly
compared inlay and onlay grafting techniques using autogenous or xenogeneic bone grafts for vertical and/or
horizontal ridge augmentation in partially edentulous patients. These studies employed clinical and
radiographic assessment tools, primarily cone-beam computed tomography (CBCT), to quantify changes in
alveolar ridge dimensions, graft resorption, and healing outcomes over time. The use of CBCT for outcome
assessment in the included studies is supported by its high diagnostic accuracy and three-dimensional
measurement capability. Previous validation studies have demonstrated that CBCT provides reliable and
precise detection of alveolar bone defects, including dehiscence and fenestration, with superior accuracy
compared to conventional two-dimensional imaging. This supports the validity of radiographic
measurements used across the included studies [33]. The data extracted from these studies are
comprehensively summarized in Table 1 [27-32].
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FIGURE 1: PRISMA flow diagram indicating the selection process of the
articles in the present systematic review

Author,

year

Study design

/ country

Sample

(age,

gender)

Defect

type

Inlay

intervention

Onlay

comparator

Graft

source /

type

Follow-

up

Primary

outcome(s)

Secondary

outcome(s)
Key quantitative results Complications Conclusion

Atef et

al.,

2019

[27]

RCT, Egypt

n = 20;

29–54

yrs;

9M/11F

Horizontal

mandibular

ridge

defect

Autogenous

interpositional

cortico-

cancellous

block

(symphysis)

Autogenous

onlay

cortico-

cancellous

block

(symphysis)

Autogenous

block

(symphysis)

4 months

Bone width

gain

(CBCT)

Graft

resorption;

soft-tissue

healing

Inlay: Bone width increased from 3.85 ±

0.6 mm preoperatively to 8.84 ± 0.54 mm

at four months (mean gain 5.02 ± 0.8 mm;

graft resorption 0.357 ± 0.29 mm; P =

0.08, not significant). Onlay: Bone width

increased from 3.74 ± 0.83 mm to 7.37 ±

1.98 mm (mean gain 3.6 ± 2.2 mm; graft

resorption 0.448 ± 0.27 mm; P = 0.0006).

Between-group comparison: Greater bone

width at four months in the inlay group (P

= 0.046). CI: NR

Mostly

uneventful;

transient

paresthesia

(inlay); two

complications

(onlay)

Inlay grafting

produced

greater

horizontal

gain and less

resorption.

El

n = 16;

Inlay

Autogenous

interpositional Marginal bone

Inlay: Mean vertical bone gain 3.34 ± 1.2

mm; crestal bone loss 1.65 ± 0.94 mm at Uneventful

The inlay

technique
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Zahwy

et al.,

2019

[28]

RCT, Egypt

31–48

yrs;

onlay

24–47

yrs;

10M/6F

Vertical

anterior

maxilla

block

(sandwich

technique) +

simultaneous

implant

Autogenous

onlay block +

simultaneous

implant

Autogenous

block

(symphysis)

6 months

Vertical

bone gain

(CBCT)

loss; soft-

tissue healing;

implant

success

six months. Onlay: Mean vertical bone

change −0.02 ± 1.86 mm; crestal bone

loss 4.77 ± 1.67 mm at six months.

Between-group comparison: Inlay showed

significantly greater vertical gain and lower

crestal bone loss (P < 0.05). CI: NR

(inlay); 3

dehiscences +

3 exposures +

2 graft losses

(onlay)

showed

significantly

higher vertical

gain and

fewer

complications.

Elsayed

et al.,

2024

[29]

RCT, Egypt

n = 14;

20–43

yrs;

8M/6F

Horizontal

anterior

maxilla

Interpositional

block graft

(symphysis;

piezo-

osteotomy)

Buccal onlay

block graft

(symphysis)

Autogenous

cortico-

cancellous

block

6 months

Horizontal

gain (CBCT

at 2, 5, 10

mm levels)

Graft

resorption;

soft-tissue

healing

Inlay: Mean horizontal bone gain at six

months = 2.4 ± 0.3 mm; graft resorption =

0.6 ± 0.2 mm. Onlay: Mean horizontal

bone gain at six months = 2.4 ± 1.2 mm;

graft resorption = 1.4 ± 0.5 mm. Between-

group comparison: onlay showed

significantly higher initial bone gain at T0

(P = 0.027), but significantly greater graft

resorption at six months (P = 0.003); final

bone gain at six months was comparable

between groups (P = 0.234). CI: NR

Uneventful

healing in both

groups

Both viable;

inlay showed

less

resorption

and better

long-term

stability.

Mounir

et al.,

2017

[30]

RCT, Egypt

n = 16;

25–53

yrs;

10M/6F

Vertical

anterior

maxilla

Xenograft block

(sandwich

technique)

Particulate

xenograft +

titanium

mesh

Xenograft

(block for

inlay;

particulate

for onlay)

6 months
Vertical

bone gain

Complications:

implant

success

Inlay: Mean percentage vertical bone gain

at six months = 31.6% ± 22.5%. Onlay:

Mean percentage vertical bone gain at six

months = 20.7% ± 13.3%. Between-group

comparison: no statistically significant

difference between techniques (P = 0.2). 

CI: NR

Inlay

uneventful;

onlay

dehiscence +

mesh exposure

Inlay provided

higher gain

and fewer

complications.

Cordaro

et al.,

2010

[31]

Prospective

cohort, Italy

n = 16;

38–67

yrs;

12F/4M

3D atrophy

posterior

maxilla

Sinus lift +

particulated

mandibular

bone

Autogenous

block grafts

(ramus/chin)

Autogenous

mandibular

block ± Bio-

Oss/Bio-

Gide

Mean 40

months

Vertical and

horizontal

gain;

resorption;

implant

success

Adverse

events: donor

site morbidity

Horizontal augmentation: Mean width

increased from <4 mm at baseline to 5.5 ±

1.3 mm immediately post-grafting and 4.3

± 1.1 mm at four months, with mean

horizontal resorption of 1.2 mm (21%) (P

< 0.01). Vertical augmentation: Mean

height increased to 3.2 ± 0.6 mm

immediately post-grafting and reduced to

2.1 ± 0.3 mm at four months, with mean

vertical resorption of 1.1 mm (34%) (P <

0.05). Implant outcomes: 49 implants

placed with 100% survival at 32–48

months follow-up. CI: NR

Minor events:

dehiscence (1),

swelling (14),

hematoma (4),

transient pulp

sensitivity (7)

Autogenous

mandibular

grafting

achieved

stable 3D

reconstruction

with 100%

implant

success.

Barone

et al.,

2017

[32]

Retrospective

radiological,

Italy

n = 20;

35.8–

65.4

yrs;

5M/15F

Vertical

atrophy

posterior

mandible

Equine

xenograft block

(interpositional)

Autogenous

onlay block

(iliac crest)

Inlay:

equine

xenograft;

onlay:

autogenous

iliac crest

4 months

(volume);

12

months

(implant

MBL)

Volumetric

gain;

resorption

Marginal bone

loss;

complications

Inlay: Mean vertical gain 6.0 mm;

volumetric gain 0.40 cc; graft loss 35%

(1.7 mm); implant marginal bone loss 0.8

± 0.3 mm at 12 months; surgical success

rate 93.8% (95% CI 81.9–100%). Onlay:

mean vertical gain 7.4 mm; volumetric

gain 0.69 cc; graft loss 29% (1.9 mm);

implant marginal bone loss 1.3 ± 0.4 mm;

surgical success rate 82.4% (95% CI

64.2–100%). Between-group comparison:

Marginal bone loss was significantly higher

in the onlay group (P = 0.0006).

Dehiscences: 3

onlay, 1 inlay;

1 mandibular

fracture (inlay);

transient

paraesthesia in

15

Both

produced

significant

bone gain;

inlay showed

slightly better

implant MBL

and surgical

success

(93.8% vs.

82.4%).

TABLE 1: Summary of included studies on inlay versus onlay grafting techniques
RCT: randomized controlled trial; CBCT: cone-beam computed tomography; MBL: marginal bone loss; yrs: years; M: male; F: female; mm: millimetres; cc:
cubic centimetres; NS: not significant; 3D: three-dimensional; NR: not reported; CI: confidence intervals

The studies were conducted in different countries, predominantly from Egypt (n = 4) and Italy (n = 2),
reflecting both regional research interests and the availability of grafting protocols [27-32]. All studies were
published between 2010 and 2024, demonstrating continued clinical focus on optimizing ridge
augmentation strategies for implant-supported rehabilitation. The majority were RCTs (n = 4), while one
was a prospective cohort study and another a retrospective radiographic study [27-32]. Regarding sample
size, included studies involved a total of 102 patients, with individual studies ranging from 14 to 20
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participants. Participant ages ranged from 20 to 67 years, with most studies reporting mean ages of 38 to 54
years. Gender distribution across studies was balanced, with a slight female predominance noted in the
Italian cohorts.

The type of ridge defect varied among the studies. Horizontal ridge defects were evaluated in three studies,
vertical ridge defects in two studies, and complex three-dimensional posterior maxillary atrophy in one
study. The inlay grafting technique typically involves interpositional block grafts placed between buccal and
palatal/lingual plates or within a segmental osteotomy, often stabilized with miniplates. The onlay grafting
technique, in contrast, involved crestally placed block or particulate grafts, secured with screws or titanium
mesh [27-32]. Regarding graft materials, five studies used autogenous grafts, most commonly harvested from
the mandibular symphysis or ramus, while one study used xenogeneic equine block grafts in the inlay group
and autogenous iliac crest grafts in the onlay group. The follow-up periods ranged from 4 to 12 months, with
most studies evaluating changes at four or six months postoperatively and one study extending to one year
of implant follow-up.

The primary outcome in all studies was bone gain, measured horizontally or vertically, depending on the
defect [27-32]. The inlay group consistently demonstrated either equivalent or superior bone gain when
compared to the onlay group. For instance, in Atef et al. (2019) and Elsayed et al. (2024), both inlay and
onlay groups achieved comparable horizontal bone gains, but graft resorption was significantly lower in the
inlay group [27,29]. Similarly, El Zahwy et al. (2019) and Mounir et al. (2017) reported that inlay techniques
led to greater vertical bone gain and fewer postoperative complications, despite slightly more complex
surgical protocols [28,30]. Cordaro et al. (2010), in a prospective cohort study, showed that both techniques
achieved successful ridge reconstruction, though onlay grafts demonstrated greater resorption in both
horizontal and vertical dimensions [31]. Barone et al. (2017) found no significant difference in overall
volumetric bone loss between inlay xenografts and onlay iliac grafts. Still, the implant marginal bone loss
was significantly lower in the inlay group, suggesting better long-term stability [32].

The secondary outcomes included graft resorption, soft tissue healing, and adverse events. Inlay grafts were
associated with less resorption in four out of six studies, and with better soft tissue healing outcomes, such
as fewer incidences of flap dehiscence, graft exposure, or donor site morbidity. Onlay grafts, while
technically simpler in some contexts, were frequently associated with higher resorption rates, ranging from
21% to over 35% depending on graft type and location. Implant survival rates were high across all studies,
with no statistically significant failures during follow-up.

 Post-operative complications were reported in all studies, with a clear trend favoring the inlay grafting
technique for soft-tissue healing and graft stability. In El Zahwy et al. (2019) and Mounir et al. (2017), flap
dehiscence and graft exposure were observed exclusively in the onlay groups, while the inlay groups healed
uneventfully [28,30]. Atef et al. (2019) reported only one instance of transient paresthesia in the inlay group,
which resolved within a month, whereas the onlay group experienced more handling-related complications
[27]. Similarly, Elsayed et al. (2024) found no post-operative complications in either group, but the onlay
group showed greater graft resorption, indirectly reflecting compromised healing stability [29]. In the
prospective study by Cordaro et al. (2010), minor complications such as swelling, hematomas, and transient
pulpal sensitivity were reported across both groups. However, one case of flap dehiscence occurred in an
onlay-treated site [31]. Barone et al. (2017) recorded three flap dehiscences and one case of paraesthesia in
the onlay group, compared to only one surgical complication in the inlay group [32]. Collectively, these
findings suggest that inlay grafts are associated with fewer soft-tissue complications and improved
postoperative healing outcomes, likely due to their protected placement within the host bone and reduced
tension on the overlying soft-tissue flap [18].

Overall, the findings suggest that while both inlay and onlay grafting techniques are effective for ridge
augmentation, the inlay technique may offer advantages in terms of graft stability, reduced resorption, and
lower complication rates, particularly in vertical or combined defects. However, the heterogeneity in study
designs, graft materials, and outcome measures underscores the need for further well-powered, long-term
clinical trials to establish definitive clinical guidelines.

Risk-of-bias assessment
Three studies, Atef et al. (2019), El Zahwy et al. (2019), and Elsayed et al. (2024), were assessed as having a
low overall risk of bias [27-29]. These trials demonstrated a clear randomization process, precise adherence
to assigned interventions, minimal missing outcome data, objective radiographic measurement of outcomes,
and comprehensive reporting of prespecified results (Figure 2). Their methodological rigor lends strong
internal validity to the findings reported, especially regarding horizontal and vertical bone gain following
inlay versus onlay grafting procedures. The study by Mounir et al. (2017) was identified as having some
concerns overall [30]. Although it adhered to intervention protocols and had no missing data, the
randomization method was not clearly described, and selective reporting could not be ruled out because of
limited detail on whether all intended outcomes were analyzed. This introduces uncertainty when
interpreting the magnitude of bone gain and complication rates observed in that study.

 

2026 Mahajan et al. Cureus 18(1): e100809. DOI 10.7759/cureus.100809 7 of 16

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


FIGURE 2: Risk of bias of the randomized controlled trials using the
Cochrane RoB-2 tool
[27-30]

The prospective cohort study by Cordaro et al. (2010) was evaluated using the ROBINS-I tool (Table 2) and
found to have an overall moderate risk of bias [31]. The primary limitation was a lack of randomization and
minimal statistical adjustment for potential confounding variables. While the selection of participants was
clearly defined and the classification of interventions was well documented, outcome assessors were not
blinded, increasing the potential for observational bias, especially in subjective parameters such as graft
resorption and healing. Furthermore, although most outcomes were reported, not all variability or subgroup
analyses were presented, raising concerns about selective reporting. Nevertheless, the low risk of missing
data and adherence to intervention protocols support the overall reliability of the results, albeit with some
caution in interpretation.

Domain Cordaro et al., 2010 [31]

Bias due to Confounding Moderate - no randomization, limited control for confounders

Bias in the Selection of Participants Low - clear eligibility criteria and consecutive sampling

Bias in the Classification of Interventions Low - interventions clearly defined

Bias due to Deviations from Intended Interventions Low - interventions delivered as planned

Bias due to Missing Data Low - minimal missing data

Bias in the Measurement of Outcomes Moderate - assessors not blinded

Bias in the Selection of the Reported Result Moderate - not all outcome variability discussed

Overall Risk of Bias Moderate

TABLE 2: Risk of bias of the non-randomized controlled trials using the ROBINS-I tool

On the other hand, Barone et al. (2017) assessed using the Newcastle-Ottawa Scale received a total score of 5
out of 9, corresponding to a moderate-quality rating (Table 3) [32]. The study performed well in the
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selection domain, as it utilized secure records and clearly identified representative patient cohorts with
well-documented baseline characteristics. However, it failed to control for confounding variables, which is a
significant limitation in a retrospective study design. Although outcomes were measured using radiographic
analysis, an objective and reliable method, the retrospective nature of data collection introduces potential
for recall and measurement biases. Furthermore, the absence of standardized criteria for evaluating some
outcome parameters reduced the comparability and reproducibility of the findings.

Domain Barone et al., 2017 [32]

Selection (max 4) 3 - Representative sample, secure records, outcome not present at start

Comparability (max 2) 0 - No control for confounders

Outcome (max 3) 2 - Radiographic follow-up used, sufficient duration

Total Score 5

Quality Rating Moderate

TABLE 3: Risk of bias of the cross-sectional studies by the Newcastle-Ottawa Scale

Certainty of evidence
Using the Grading of Recommendations Assessment, Development, and Evaluation (GRADE) approach [34],
the certainty of evidence was evaluated across six studies (n = 102) comparing inlay versus onlay ridge
augmentation (Table 4) [27-32]. Owing to substantial heterogeneity in defect types, graft materials, surgical
protocols, and outcome reporting (including limited availability of 95% confidence intervals), results were
synthesized narratively, and evidence was downgraded primarily for imprecision, and where relevant for
inconsistency and indirectness. Publication bias could not be formally assessed because only six studies were
available, and a minimum of ten are required to generate a valid funnel plot.
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Outcome (follow-up)
Studies
contributing
(design)

Participants
Direction of the effect (inlay
vs. onlay)

Certainty
of
evidence

Main reasons for rating down

Horizontal ridge width gain
(four to six months; CBCT)

2 (RCTs:
Atef, 2019;
Elsayed,
2024)

34

Uncertain difference in the final
width gain (one RCT favored
inlay; one found comparable
final gain), but the trend favors
inlay for dimensional stability

Moderate

Imprecision (small samples; CIs not
reported); inconsistency in the
magnitude of the width gain between
trials

Vertical ridge height gain (six
months; CBCT/percent gain)

2 (RCTs: El
Zahwy,
2019;
Mounir,
2017)

32

Inconsistent: one RCT showed
clearly greater vertical gain with
inlay; the other showed no
statistically significant difference

Very low

Risk of bias (some concerns in one
RCT), inconsistency (discordant
results), imprecision (small samples;
CIs not reported; outcome metrics not
harmonized)

Graft resorption / graft loss
(hard-tissue stability) (four to
six months; radiographic)

4 (2 RCTs +
2 non-
randomized:
Cordaro,
2010;
Barone,
2017)

70

Generally favors inlay (less
resorption in both horizontal
RCTs; observational studies
broadly support stability
advantages, although metrics
vary)

Low

Study limitations (non-randomized
designs contribute),
indirectness/inconsistency of
measurement (mm, %, volumetric;
different sites/materials), imprecision
(CIs largely not reported)

Soft-tissue complications
(dehiscence/exposure/graft
loss) (four to six months;
clinical)

6 (4 RCTs +
2 non-
randomized)

102

The trend favors inlay
(complications are more
frequent in onlay in multiple
studies), but event reporting is
non-uniform.

Low

Risk of bias (non-randomized
evidence; limited blinding),
imprecision (few events; incomplete
denominators), inconsistency in
definitions/reporting across studies

Implant-related outcomes
(crestal/ marginal bone loss;
survival/success) (six to 12
months for MBL; longer
survival reported in one cohort)

4 (2 RCTs +
2 non-
randomized:
Cordaro,
2010;
Barone,
2017)

68 (implant
counts
variably
reported)

Favors inlay for peri-implant
bone maintenance in some
studies; overall survival appears
high, but comparability is
limited.

Low

Risk of bias (non-randomized
designs), indirectness (different
implant timing/protocols and graft
materials), imprecision (small
samples; limited CI reporting),
inconsistency in outcome
definitions/timepoints

TABLE 4: GRADE certainty of evidence (summary of findings) for inlay versus onlay ridge
augmentation (six studies; total n = 102)
CBCT: cone-beam computed tomography; CI: confidence interval; MBL: marginal bone loss; mm: millimetre(s); %: percentage; RCT: randomized
controlled trial

Certainty was moderate for horizontal ridge width gain because the two RCTs showed clinically meaningful
gains in both groups, with limited precision due to small samples and absent confidence intervals [27,29].
Certainty was very low for vertical ridge height gain because the RCTs reported discordant findings and used
non-harmonized metrics, limiting confidence in comparative effects [28,30]. Evidence was low for hard-
tissue stability (resorption/graft loss) and soft-tissue complications: short-term RCT data [27-30] and non-
randomized studies [31,32] generally suggested better stability and fewer soft-tissue events with inlay, but
certainty was reduced by heterogeneous measurement approaches and inconsistent event reporting.
Certainty for implant-related outcomes was also low, as these endpoints were variably defined and timed
across four studies [28,30-32], and were influenced by differences in implant timing and follow-up.
Therefore, while the direction of effect often favors inlay for stability and peri-implant bone maintenance,
robust standardized RCTs are needed to confirm the magnitude and durability of benefit.

Discussion
The findings of the present systematic review offer meaningful insights into the comparative performance of
inlay and onlay grafting techniques for vertical and horizontal ridge augmentation in atrophic alveolar
ridges. Across the included studies, both methods consistently resulted in appreciable improvements in bone
volume; however, the inlay technique demonstrated more favorable outcomes in maintaining augmented
bone, minimizing graft resorption, and reducing post-operative complications [27-32]. These observations
are clinically significant, especially in implant dentistry, where achieving stable and sufficient bone volume
is essential for long-term implant success [35]. The reviewed evidence indicates that the biological and
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mechanical advantages of the inlay approach may provide superior conditions for graft stability and
integration.

Inlay grafting, also known as the interpositional graft or sandwich osteotomy technique, involves inserting a
graft block within a prepared osteotomy between the remaining alveolar bone segments [36]. This
configuration ensures intimate contact between the graft and host bone on multiple surfaces, facilitating
enhanced revascularization and superior mechanical support during healing [37]. These biological attributes
likely account for the superior clinical performance repeatedly observed in the included studies [38]. El
Zahwy et al. and Mounir et al. both documented significantly greater vertical bone gain in the inlay groups,
with less crestal bone loss and fewer soft-tissue complications than in the onlay groups [28,30]. The
protected positioning of the graft within the host bone reduces its exposure to mechanical loading, flap
tension, and periosteal pressure, which are factors commonly associated with graft resorption in onlay
placements [39]. Additionally, the sandwich osteotomy can allow simultaneous implant placement in
selected cases, reducing overall treatment time and improving patient convenience [40].

Interestingly, the biological advantages observed with inlay grafting techniques parallel findings reported in
other bone-supportive surgical interventions, such as periodontally accelerated osteogenic orthodontics
(PAOO). Systematic evidence suggests that controlled corticotomies and interpositional grafting in PAOO
not only accelerate tooth movement but also help preserve alveolar bone thickness and periodontal support
[41]. These outcomes are attributed to enhanced regional acceleratory phenomena and improved vascular
supply, mechanisms that closely resemble those facilitating graft stability in inlay ridge augmentation. Such
parallels reinforce the concept that surgically protected graft positioning and enhanced vascular access are
key determinants of successful alveolar bone regeneration [41].

In contrast, the onlay grafting technique, while widely used and often more straightforward, showed higher
rates of graft resorption and post-operative complications across several studies, even in osseous structures
other than the jawbones [42,43]. Onlay grafts primarily rely on revascularization from the underlying
recipient bed and have limited vascular contact surfaces compared with inlay grafts [19,44]. This reduced
blood supply may contribute to delayed integration and greater volumetric shrinkage during healing,
particularly in vertically augmented areas, where gravitational forces and soft-tissue pressure can destabilize
the graft [45]. Studies by Atef et al. and Elsayed et al. revealed that although initial bone gains were similar
between the techniques, the inlay groups maintained significantly greater augmented volume over time. In
contrast, the onlay grafts exhibited pronounced post-healing resorption [27-29]. Cordaro et al. further
supported these findings, reporting that although onlay grafts provided immediate dimensional
enhancement, a substantial proportion of the achieved volume was lost by the time of implant placement
[31].

Soft tissue response also emerged as a key differentiating factor between the two methods. Because the inlay
graft is contained within the bony envelope, it does not exert pressure on the overlying soft tissues. It
therefore presents a lower risk of flap tension, dehiscence, or graft exposure [46]. This contrast was evident
in studies by El Zahwy et al. and Mounir et al., in which onlay procedures were associated with multiple
instances of flap breakdown, exposure, and partial graft loss. In contrast, the inlay groups healed with fewer
complications [28,30]. Such complications not only jeopardize graft stability but also increase patient
morbidity and can delay subsequent implant placement [47]. Inlay grafts, by comparison, demonstrated a
generally lower incidence of adverse outcomes and improved implant survival following augmentation
[33,48].

A noteworthy study by Barone et al. compared autogenous onlay iliac crest grafts with equine xenogenic
inlay grafts and reported no significant difference in volumetric gain; however, the inlay group exhibited
significantly lower marginal bone loss around implants after one year [32]. Despite one mandibular fracture
during osteotomy, surgical success remained higher in the inlay group, suggesting that the mechanical
protection afforded by the inlay position may support long-term stability even when non-autogenous grafts
are used [49].

Post-operative complications across the included studies showed a consistent trend favoring the inlay
approach. The most common complications associated with onlay grafts were flap dehiscence, graft
exposure, and partial or total graft loss, likely due to increased soft tissue tension and compromised
vascularity at the graft site [16,20,50]. In contrast, inlay grafts were associated with uneventful healing in
most cases because they are protected within the osteotomized site and benefit from enhanced blood supply
[37,51]. Atef et al. reported only one case of transient paresthesia in the inlay group, while the onlay group
showed multiple complications [27]. Even in more demanding clinical scenarios described by Cordaro et al.
and Barone et al., healing was largely favorable with minimal adverse events in the inlay groups, and
implant survival remained high [31,32]. Collectively, these findings support the biomechanical and
biological superiority of inlay grafts in anatomically challenging ridges.

Although this systematic review's findings highlight a clear advantage of the inlay technique, several
limitations must be acknowledged. Only a small number of high-quality RCTs directly compared these
techniques, and the remaining evidence included non-randomized studies that were more susceptible to
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confounding. Considerable heterogeneity existed among studies regarding surgical technique, graft
material, defect morphology, and outcome measurement. Many studies lacked long-term follow-up, limiting
assessment of the durability of augmented bone and the long-term success of implants placed in
regenerated bone. Incomplete reporting of complications and variation in radiographic measurement
protocols further restricted comparability and generalizability. Future research should focus on larger,
multicenter randomized trials with standardized protocols, longer follow-up, and advanced imaging
modalities to better characterize outcomes. Additionally, evaluating novel biomaterials, minimally invasive
techniques, and patient-centered outcomes, such as satisfaction and cost-effectiveness, would enhance
clinical decision-making. A deeper understanding of graft biology and host response mechanisms will
support improved surgical refinements and predictable ridge augmentation outcomes.

Conclusions
The findings of this systematic review indicate that while both inlay and onlay grafting techniques are
capable of achieving clinically meaningful vertical and horizontal ridge augmentation, the inlay approach
consistently demonstrates superior stability, reduced graft resorption, and more favorable soft-tissue
healing in most clinical scenarios. These advantages appear particularly relevant in vertical augmentation
cases, where biomechanical and vascular considerations are critical to successful outcomes. Nevertheless,
the choice of technique should remain defect-specific, taking into account anatomical constraints, surgical
expertise, and prosthetic objectives. Further high-quality randomized controlled trials with standardized
methodologies and long-term follow-up are essential to validate these findings, refine clinical protocols,
and establish evidence-based guidelines for optimizing alveolar ridge augmentation.

Appendices
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Database
(interface)

Search string
Limits
applied

PubMed
(NCBI)

(("Alveolar Ridge Augmentation"[MeSH Terms] OR "Alveolar Bone Loss"[MeSH Terms] OR "Alveolar
Process"[MeSH Terms] OR alveolar ridge augment*[tiab] OR ridge augment*[tiab] OR ridge reconstruct*
[tiab] OR bone augment*[tiab]) AND ("Bone Transplantation"[MeSH Terms] OR "Bone Regeneration"
[MeSH Terms] OR "Dental Implantation, Endosseous"[MeSH Terms] OR "Dental Implants"[MeSH Terms]
OR autogenous[tiab] OR autologous[tiab] OR autograft*[tiab] OR "bone block"[tiab] OR block graft*[tiab])
AND (inlay[tiab] OR onlay[tiab] OR interpositional[tiab] OR "sandwich technique"[tiab] OR "sandwich
osteotomy"[tiab] OR "bone block graft"[tiab]))

Humans;
English; no
date limits

MEDLINE
(Ovid)

1. exp Alveolar Ridge Augmentation/ OR exp Alveolar Bone Loss/ OR Alveolar Process/ 2. (alveolar ridge
augment* OR ridge augment* OR ridge reconstruct* OR bone augment*).ti,ab,kf. 3. exp Bone
Transplantation/ OR exp Bone Regeneration/ OR exp Dental Implantation, Endosseous/ OR Dental
Implants/ 4. (autogenous OR autologous OR autograft* OR “bone block” OR block graft*).ti,ab,kf. 5. (inlay
OR onlay OR interpositional OR “sandwich technique” OR “sandwich osteotomy”).ti,ab,kf. 6. (1 OR 2) AND
(3 OR 4) AND 5 7. limit 6 to (humans AND english language)

Humans;
English; no
date limits

Embase

1. 'alveolar ridge augmentation'/exp OR 'alveolar bone loss'/exp OR 'alveolar process'/exp 2. (alveolar ridge
augment* OR ridge augment* OR ridge reconstruct* OR bone augment*).ti,ab,kw. 3. 'bone
transplantation'/exp OR 'bone regeneration'/exp OR 'dental implantation'/exp OR 'dental implant'/exp 4.
(autogenous OR autologous OR autograft* OR 'bone block' OR block graft*).ti,ab,kw. 5. (inlay OR onlay OR
interpositional OR 'sandwich technique' OR 'sandwich osteotomy').ti,ab,kw. 6. (1 OR 2) AND (3 OR 4) AND
5 7. limit 6 to (human AND english language)

Humans;
English; no
date limits

EBSCOhost

((MH "Alveolar Ridge Augmentation" OR MH "Alveolar Bone Loss" OR MH "Alveolar Process" OR TI
(alveolar ridge augment* OR ridge augment* OR ridge reconstruct* OR bone augment*) OR AB (alveolar
ridge augment* OR ridge augment* OR ridge reconstruct* OR bone augment*)) AND (MH "Bone
Transplantation" OR MH "Bone Regeneration" OR MH "Dental Implantation, Endosseous" OR MH "Dental
Implants" OR TI (autogenous OR autologous OR autograft* OR "bone block" OR block graft*) OR AB
(autogenous OR autologous OR autograft* OR "bone block" OR block graft*)) AND (TI (inlay OR onlay OR
interpositional OR "sandwich technique" OR "sandwich osteotomy") OR AB (inlay OR onlay OR
interpositional OR "sandwich technique" OR "sandwich osteotomy")))

Humans (if
available);
English; no
date limits

Cochrane
CENTRAL
(Cochrane
Library)

#1 MeSH descriptor: [Alveolar Ridge Augmentation] explode all trees #2 MeSH descriptor: [Bone
Transplantation] explode all trees #3 MeSH descriptor: [Bone Regeneration] explode all trees #4 (alveolar
ridge augment* OR ridge augment* OR ridge reconstruct* OR bone augment*):ti,ab,kw #5 (autogenous OR
autologous OR autograft* OR "bone block" OR block graft*):ti,ab,kw #6 (inlay OR onlay OR interpositional
OR "sandwich technique" OR "sandwich osteotomy"):ti,ab,kw #7 (#1 OR #4) AND (#2 OR #3 OR #5) AND
#6

No date
limits; English
language

Web of
Science
Core
Collection

TS=((alveolar NEAR/2 ridge NEAR/2 augment*) OR (ridge NEAR/2 augment*) OR (ridge NEAR/2
reconstruct*) OR (bone NEAR/2 augment*)) AND TS=((inlay OR onlay OR interpositional OR "sandwich
technique" OR "sandwich osteotomy")) AND TS=((autogenous OR autologous OR autograft* OR "bone
block" OR "block graft*"))

Document
types:
Article/Clinical
Trial
(optional);
English; no
date limits

Google
Scholar

("alveolar ridge augmentation" OR "ridge augmentation" OR "ridge reconstruction" OR "bone augmentation")
AND (inlay OR interpositional OR "sandwich technique" OR "sandwich osteotomy" OR onlay) AND
(autogenous OR autologous OR autograft OR "bone block" OR "block graft")

No date
limits; sorted
in relevance
order

TABLE 5: Database-specific search strategies

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Acquisition, analysis, or interpretation of data:  Sanpreet S. Sachdev, Harshda S. Mahajan, Rajesh
Gaikwad, Akshaya Banodkar, Shubham B. Tale, Madhumitha Chidambaram

 

2026 Mahajan et al. Cureus 18(1): e100809. DOI 10.7759/cureus.100809 13 of 16



Drafting of the manuscript:  Sanpreet S. Sachdev, Harshda S. Mahajan, Shubham B. Tale, Madhumitha
Chidambaram

Critical review of the manuscript for important intellectual content:  Sanpreet S. Sachdev, Harshda S.
Mahajan, Rajesh Gaikwad, Akshaya Banodkar, Monisha Iyer

Concept and design:  Harshda S. Mahajan, Rajesh Gaikwad, Akshaya Banodkar, Shubham B. Tale,
Madhumitha Chidambaram, Monisha Iyer

Supervision:  Rajesh Gaikwad, Akshaya Banodkar

Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

References
1. Mercier P, Lafontant R: Residual alveolar ridge atrophy: classification and influence of facial morphology . J

Prosthet Dent. 1979, 41:90-100. 10.1016/0022-3913(79)90363-9
2. Hansson S, Halldin A: Alveolar ridge resorption after tooth extraction: a consequence of a fundamental

principle of bone physiology. J Dent Biomech. 2012, 3:1758736012456543. 10.1177/1758736012456543
3. Couso-Queiruga E, Stuhr S, Tattan M, Chambrone L, Avila-Ortiz G: Post-extraction dimensional changes: a

systematic review and meta-analysis. J Clin Periodontol. 2021, 48:126-44. 10.1111/jcpe.13390
4. Ortman HR: Factors of bone resorption of the residual ridge . J Prosthet Dent. 1962, 12:429-40.

10.1016/0022-3913(62)90124-5
5. Felton DA: Edentulism and comorbid factors. J Prosthodont. 2009, 18:88-96. 10.1111/j.1532-

849X.2009.00437.x
6. Alhawasli RY, Ajaj MA, Hajeer MY, Al-Zahabi AM, Mahaini L: Volumetric analysis of the Jaws in skeletal

class I and III patients with different facial divergence using CBCT Imaging. Radiol Res Pract. 2022,
2022:2416555. 10.1155/2022/2416555

7. Chappuis V, Araújo MG, Buser D: Clinical relevance of dimensional bone and soft tissue alterations post-
extraction in esthetic sites. Periodontol 2000. 2017, 73:73-83. 10.1111/prd.12167

8. Cardaropoli D, Araujo M, Buser D, et al.: Treatment options for the management of the postextraction
socket: report from the first Giuseppe Cardaropoli Foundation Consensus Conference. J Periodontal Res.
2025, 60:398-416. 10.1111/jre.13385

9. Masaki C, Nakamoto T, Mukaibo T, Kondo Y, Hosokawa R: Strategies for alveolar ridge reconstruction and
preservation for implant therapy. J Prosthodont Res. 2015, 59:220-8. 10.1016/j.jpor.2015.04.005

10. Kloss FR, Offermanns V, Kloss-Brandstätter A: Comparison of allogeneic and autogenous bone grafts for
augmentation of alveolar ridge defects-A 12-month retrospective radiographic evaluation. Clin Oral
Implants Res. 2018, 29:1163-75. 10.1111/clr.13380

11. Thoma DS, Benić GI, Zwahlen M, Hämmerle CH, Jung RE: A systematic review assessing soft tissue
augmentation techniques. Clin Oral Implants Res. 2009, 20 Suppl 4:146-65. 10.1111/j.1600-
0501.2009.01784.x

12. Aloy-Prósper A, Peñarrocha-Oltra D, Peñarrocha-Diago M, Peñarrocha-Diago M: The outcome of intraoral
onlay block bone grafts on alveolar ridge augmentations: a systematic review. Med Oral Patol Oral Cir Bucal.
2015, 20:e251-8. 10.4317/medoral.20194

13. Adeyemo WL, Reuther T, Bloch W, Korkmaz Y, Fischer JH, Zöller JE, Kuebler AC: Influence of host
periosteum and recipient bed perforation on the healing of onlay mandibular bone graft: an experimental
pilot study in the sheep. Oral Maxillofac Surg. 2008, 12:19-28. 10.1007/s10006-008-0098-4

14. Felice P, Pistilli R, Lizio G, Pellegrino G, Nisii A, Marchetti C: Inlay versus onlay iliac bone grafting in
atrophic posterior mandible: a prospective controlled clinical trial for the comparison of two techniques.
Clin Implant Dent Relat Res. 2009, 11 Suppl 1:e69-82. 10.1111/j.1708-8208.2009.00212.x

15. Waasdorp J, Reynolds MA: Allogeneic bone onlay grafts for alveolar ridge augmentation: a systematic
review. Int J Oral Maxillofac Implants. 2010, 25:525-31.

16. Aloy-Prósper A, Carramolino-Cuéllar E, Peñarrocha-Oltra D, Soto-Peñaloza D, Peñarrocha-Diago M:
Intraoral onlay block bone grafts versus cortical tenting technique on alveolar ridge augmentations: a
systematic review. Med Oral Patol Oral Cir Bucal. 2022, 27:e181-90. 10.4317/medoral.25169

17. Vagropoulou GI, Klifopoulou GL, Vlahou SG, Hirayama H, Michalakis K: Complications and survival rates of
inlays and onlays vs complete coverage restorations: a systematic review and analysis of studies. J Oral
Rehabil. 2018, 45:903-20. 10.1111/joor.12695

18. Isaksson S, Alberius P: Maxillary alveolar ridge augmentation with onlay bone grafts and immediate
endosseous implants. J Craniomaxillofac Surg. 1992, 20:2-7. 10.1016/s1010-5182(05)80187-8

19. Alotaibi FF, Buti J, Rocchietta I, Mohamed Nazari NS, Almujaydil R, D'Aiuto F: Premature bone resorption in
vertical ridge augmentation: a systematic review and network meta-analysis of randomised clinical trials.
Clin Oral Implants Res. 2025, 36:787-801. 10.1111/clr.14435

20. Barausse C, Tayeb S, Pellegrino G, et al.: The inlay technique in alveolar ridge augmentation: a systematic
review. J Clin Med. 2025, 14: 10.3390/jcm14051684

 

2026 Mahajan et al. Cureus 18(1): e100809. DOI 10.7759/cureus.100809 14 of 16

https://dx.doi.org/10.1016/0022-3913(79)90363-9
https://dx.doi.org/10.1016/0022-3913(79)90363-9
https://dx.doi.org/10.1177/1758736012456543
https://dx.doi.org/10.1177/1758736012456543
https://dx.doi.org/10.1111/jcpe.13390
https://dx.doi.org/10.1111/jcpe.13390
https://dx.doi.org/10.1016/0022-3913(62)90124-5
https://dx.doi.org/10.1016/0022-3913(62)90124-5
https://dx.doi.org/10.1111/j.1532-849X.2009.00437.x
https://dx.doi.org/10.1111/j.1532-849X.2009.00437.x
https://dx.doi.org/10.1155/2022/2416555
https://dx.doi.org/10.1155/2022/2416555
https://dx.doi.org/10.1111/prd.12167
https://dx.doi.org/10.1111/prd.12167
https://dx.doi.org/10.1111/jre.13385
https://dx.doi.org/10.1111/jre.13385
https://dx.doi.org/10.1016/j.jpor.2015.04.005
https://dx.doi.org/10.1016/j.jpor.2015.04.005
https://dx.doi.org/10.1111/clr.13380
https://dx.doi.org/10.1111/clr.13380
https://dx.doi.org/10.1111/j.1600-0501.2009.01784.x
https://dx.doi.org/10.1111/j.1600-0501.2009.01784.x
https://dx.doi.org/10.4317/medoral.20194
https://dx.doi.org/10.4317/medoral.20194
https://dx.doi.org/10.1007/s10006-008-0098-4
https://dx.doi.org/10.1007/s10006-008-0098-4
https://dx.doi.org/10.1111/j.1708-8208.2009.00212.x
https://dx.doi.org/10.1111/j.1708-8208.2009.00212.x
https://pubmed.ncbi.nlm.nih.gov/20556251/
https://dx.doi.org/10.4317/medoral.25169
https://dx.doi.org/10.4317/medoral.25169
https://dx.doi.org/10.1111/joor.12695
https://dx.doi.org/10.1111/joor.12695
https://dx.doi.org/10.1016/s1010-5182(05)80187-8 
https://dx.doi.org/10.1016/s1010-5182(05)80187-8 
https://dx.doi.org/10.1111/clr.14435
https://dx.doi.org/10.1111/clr.14435
https://dx.doi.org/10.3390/jcm14051684
https://dx.doi.org/10.3390/jcm14051684


21. Finkemeier CG: Bone-grafting and bone-graft substitutes . J Bone Joint Surg Am. 2002, 84:454-64.
10.2106/00004623-200203000-00020

22. Gowd MS, Shankar T, Ranjan R, Singh A: Prosthetic consideration in implant-supported prosthesis: a
review of literature. J Int Soc Prev Community Dent. 2017, 7:S1-7. 10.4103/jispcd.JISPCD_149_17

23. Page MJ, McKenzie JE, Bossuyt PM, et al.: Updating guidance for reporting systematic reviews: development
of the PRISMA 2020 statement. J Clin Epidemiol. 2021, 134:103-12. 10.1016/j.jclinepi.2021.02.003

24. Sterne JA, Savović J, Page MJ, et al.: RoB 2: a revised tool for assessing risk of bias in randomised trials . BMJ.
2019, 366:l4898. 10.1136/bmj.l4898

25. Sterne JA, Hernán MA, Reeves BC, et al.: ROBINS-I: a tool for assessing risk of bias in non-randomised
studies of interventions. BMJ. 2016, 355:i4919. 10.1136/bmj.i4919

26. Stang A: Critical evaluation of the Newcastle-Ottawa scale for the assessment of the quality of
nonrandomized studies in meta-analyses. Eur J Epidemiol. 2010, 25:603-5. 10.1007/s10654-010-9491-z

27. Atef M, Osman AH, Hakam M: Autogenous interpositional block graft vs onlay graft for horizontal ridge
augmentation in the mandible. Clin Implant Dent Relat Res. 2019, 21:678-85. 10.1111/cid.12809

28. El Zahwy M, Taha SA, Mounir R, Mounir M: Assessment of vertical ridge augmentation and marginal bone
loss using autogenous onlay vs inlay grafting techniques with simultaneous implant placement in the
anterior maxillary esthetic zone: a randomized clinical trial. Clin Implant Dent Relat Res. 2019, 21:1140-7.
10.1111/cid.12849

29. Elsayed AO, Abdel-Rahman FH, Ahmed WM, Tawfik MA: Clinical and radiographic outcomes of autogenous
inlay graft vs autogenous onlay graft for anterior maxillary horizontal ridge augmentation: a randomized
control clinical study. J Contemp Dent Pract. 2024, 25:107-13. 10.5005/jp-journals-10024-3634

30. Mounir M, Mounir S, Abou-Elfetouh A, Shaker MA: Assessment of vertical ridge augmentation in anterior
aesthetic zone using onlay xenografts with titanium mesh versus the inlay bone grafting technique: a
randomized clinical trial. Int J Oral Maxillofac Surg. 2017, 46:1458-65. 10.1016/j.ijom.2017.04.021

31. Cordaro L, Torsello F, Accorsi Ribeiro C, Liberatore M, Mirisola di Torresanto V: Inlay-onlay grafting for
three-dimensional reconstruction of the posterior atrophic maxilla with mandibular bone. Int J Oral
Maxillofac Surg. 2010, 39:350-7. 10.1016/j.ijom.2010.02.016

32. Barone A, Toti P, Menchini-Fabris GB, Felice P, Marchionni S, Covani U: Early volumetric changes after
vertical augmentation of the atrophic posterior mandible with interpositional block graft versus onlay bone
graft: a retrospective radiological study. J Craniomaxillofac Surg. 2017, 45:1438-47.
10.1016/j.jcms.2017.01.018

33. Alsino HI, Hajeer MY, Alkhouri I, Murad RM: The diagnostic accuracy of cone-beam computed tomography
(CBCT) imaging in detecting and measuring dehiscence and fenestration in patients with Class I
malocclusion: a surgical-exposure-based validation study. Cureus. 2022, 14:e22789. 10.7759/cureus.22789

34. Shao SC, Kuo LT, Huang YT, Lai PC, Chi CC: Using Grading of Recommendations Assessment, Development,
and Evaluation (GRADE) to rate the certainty of evidence of study outcomes from systematic reviews: a
quick tutorial. Dermatol Sin. 2023, 41:3-7. 10.4103/ds.DS-D-22-00154

35. Yeung SC: Biological basis for soft tissue management in implant dentistry . Aust Dent J. 2008, 53 Suppl
1:S39-42. 10.1111/j.1834-7819.2008.00040.x

36. Sjöström M, Lundgren S, Sennerby L: A histomorphometric comparison of the bone graft-titanium interface
between interpositional and onlay/inlay bone grafting techniques. Int J Oral Maxillofac Implants. 2006,
21:52-62.

37. Ghiacci G, Graiani G, Ravanetti F, et al.: "Over-inlay" block graft and differential morphometry: a novel
block graft model to study bone regeneration and host-to-graft interfaces in rats. J Periodontal Implant Sci.
2016, 46:220-33. 10.5051/jpis.2016.46.4.220

38. Gao A, Song Q, Shao Z, Pan H, Cui G: Inlay structure can improve bone graft stability in the Bristow
procedure. J Shoulder Elbow Surg. 2024, 33:781-91. 10.1016/j.jse.2023.08.023

39. Gil-Marques B, Pallarés-Sabater A, Brizuela-Velasco A, Sánchez Lasheras F, Lázaro-Calvo P, Gómez-Adrián
MD, Larrazábal-Morón C: Biomechanical analysis of the influence of the morphology of bone block grafts
on load transfer to soft tissue by finite element method. Materials (Basel). 2022, 15:10.3390/ma15249039

40. Roccuzzo A, Marchese S, Worsaae N, Jensen SS: The sandwich osteotomy technique to treat vertical alveolar
bone defects prior to implant placement: a systematic review. Clin Oral Investig. 2020, 24:1073-89.
10.1007/s00784-019-03183-6

41. Alsino HI, Hajeer MY, Burhan AS, Alkhouri I, Darwich K: The effectiveness of periodontally accelerated
osteogenic orthodontics (PAOO) in accelerating tooth movement and supporting alveolar bone thickness
during orthodontic treatment: a systematic review. Cureus. 2022, 14:e24985. 10.7759/cureus.24985

42. Tolstunov L, Hamrick JF, Broumand V, Shilo D, Rachmiel A: Bone augmentation techniques for horizontal
and vertical alveolar ridge deficiency in oral implantology. Oral Maxillofac Surg Clin North Am. 2019,
31:163-91. 10.1016/j.coms.2019.01.005

43. Familiari F, Madonna V, Mercurio M, Cinque ME, Gasparini G, Galasso O, Moatshe G: Outcomes and
complications of inlay versus onlay patellofemoral arthroplasty: a systematic review. Knee. 2023, 41:124-36.
10.1016/j.knee.2023.01.001

44. Schwartz-Arad D, Levin L: Intraoral autogenous block onlay bone grafting for extensive reconstruction of
atrophic maxillary alveolar ridges. J Periodontol. 2005, 76:636-41. 10.1902/jop.2005.76.4.636

45. Salata LZ, Rasmusson L, Kahnberg KE: Effects of a mechanical barrier on the integration of cortical onlay
bone grafts placed simultaneously with endosseous implant. Clin Implant Dent Relat Res. 2002, 4:60-8.
10.1111/j.1708-8208.2002.tb00154.x

46. Marzadori M, Stefanini M, Mazzotti C, Ganz S, Sharma P, Zucchelli G: Soft-tissue augmentation procedures
in edentulous esthetic areas. Periodontol 2000. 2018, 77:111-22. 10.1111/prd.12210

47. Uckan S, Veziroglu F, Dayangac E: Alveolar distraction osteogenesis versus autogenous onlay bone grafting
for alveolar ridge augmentation: technique, complications, and implant survival rates. Oral Surg Oral Med
Oral Pathol Oral Radiol Endod. 2008, 106:511-5. 10.1016/j.tripleo.2008.03.011

48. Wannfors K, Johansson B, Hallman M, Strandkvist T: A prospective randomized study of 1- and 2-stage
sinus inlay bone grafts: 1-year follow-up. Int J Oral Maxillofac Implants. 2000, 15:625-32.

 

2026 Mahajan et al. Cureus 18(1): e100809. DOI 10.7759/cureus.100809 15 of 16

https://dx.doi.org/10.2106/00004623-200203000-00020
https://dx.doi.org/10.2106/00004623-200203000-00020
https://dx.doi.org/10.4103/jispcd.JISPCD_149_17
https://dx.doi.org/10.4103/jispcd.JISPCD_149_17
https://dx.doi.org/10.1016/j.jclinepi.2021.02.003
https://dx.doi.org/10.1016/j.jclinepi.2021.02.003
https://dx.doi.org/10.1136/bmj.l4898
https://dx.doi.org/10.1136/bmj.l4898
https://dx.doi.org/10.1136/bmj.i4919
https://dx.doi.org/10.1136/bmj.i4919
https://dx.doi.org/10.1007/s10654-010-9491-z
https://dx.doi.org/10.1007/s10654-010-9491-z
https://dx.doi.org/10.1111/cid.12809
https://dx.doi.org/10.1111/cid.12809
https://dx.doi.org/10.1111/cid.12849
https://dx.doi.org/10.1111/cid.12849
https://dx.doi.org/10.5005/jp-journals-10024-3634
https://dx.doi.org/10.5005/jp-journals-10024-3634
https://dx.doi.org/10.1016/j.ijom.2017.04.021
https://dx.doi.org/10.1016/j.ijom.2017.04.021
https://dx.doi.org/10.1016/j.ijom.2010.02.016
https://dx.doi.org/10.1016/j.ijom.2010.02.016
https://dx.doi.org/10.1016/j.jcms.2017.01.018
https://dx.doi.org/10.1016/j.jcms.2017.01.018
https://dx.doi.org/10.7759/cureus.22789
https://dx.doi.org/10.7759/cureus.22789
https://dx.doi.org/10.4103/ds.DS-D-22-00154
https://dx.doi.org/10.4103/ds.DS-D-22-00154
https://dx.doi.org/10.1111/j.1834-7819.2008.00040.x
https://dx.doi.org/10.1111/j.1834-7819.2008.00040.x
https://pubmed.ncbi.nlm.nih.gov/16519182/
https://dx.doi.org/10.5051/jpis.2016.46.4.220
https://dx.doi.org/10.5051/jpis.2016.46.4.220
https://dx.doi.org/10.1016/j.jse.2023.08.023
https://dx.doi.org/10.1016/j.jse.2023.08.023
https://dx.doi.org/10.3390/ma15249039
https://dx.doi.org/10.3390/ma15249039
https://dx.doi.org/10.1007/s00784-019-03183-6
https://dx.doi.org/10.1007/s00784-019-03183-6
https://dx.doi.org/10.7759/cureus.24985
https://dx.doi.org/10.7759/cureus.24985
https://dx.doi.org/10.1016/j.coms.2019.01.005
https://dx.doi.org/10.1016/j.coms.2019.01.005
https://dx.doi.org/10.1016/j.knee.2023.01.001
https://dx.doi.org/10.1016/j.knee.2023.01.001
https://dx.doi.org/10.1902/jop.2005.76.4.636
https://dx.doi.org/10.1902/jop.2005.76.4.636
https://dx.doi.org/10.1111/j.1708-8208.2002.tb00154.x
https://dx.doi.org/10.1111/j.1708-8208.2002.tb00154.x
https://dx.doi.org/10.1111/prd.12210
https://dx.doi.org/10.1111/prd.12210
https://dx.doi.org/10.1016/j.tripleo.2008.03.011
https://dx.doi.org/10.1016/j.tripleo.2008.03.011
https://pubmed.ncbi.nlm.nih.gov/11055129/


49. Salama R: Xenogeneic bone grafting in humans. Clin Orthop Relat Res. 1983, 113-21.
50. Severi M, Simonelli A, Farina R, Tu YK, Lan CH, Shih MC, Trombelli L: Effect of lateral bone augmentation

procedures in correcting peri-implant bone dehiscence and fenestration defects: a systematic review and
network meta-analysis. Clin Implant Dent Relat Res. 2022, 24:251-64. 10.1111/cid.13078

51. Sheta M, Shoushan M, Elshall M, Nowair I, Megahed E: Augmentation of atrophic posterior mandible using
inlay xenograft versus autograft bone blocks. Egypt Dent J. 2022, 68:295-303.
10.21608/edj.2021.106192.1869

 

2026 Mahajan et al. Cureus 18(1): e100809. DOI 10.7759/cureus.100809 16 of 16

https://pubmed.ncbi.nlm.nih.gov/6339134/
https://dx.doi.org/10.1111/cid.13078
https://dx.doi.org/10.1111/cid.13078
https://dx.doi.org/10.21608/edj.2021.106192.1869
https://dx.doi.org/10.21608/edj.2021.106192.1869

	Assessment of Vertical/Horizontal Ridge Augmentation in Atrophic Alveolar Ridge Using Autogenous Onlay Versus Inlay Grafting Techniques: A Systematic Review
	Abstract
	Introduction And Background
	Review
	Methodology
	Results
	FIGURE 1: PRISMA flow diagram indicating the selection process of the articles in the present systematic review
	TABLE 1: Summary of included studies on inlay versus onlay grafting techniques

	Risk-of-bias assessment
	FIGURE 2: Risk of bias of the randomized controlled trials using the Cochrane RoB-2 tool
	TABLE 2: Risk of bias of the non-randomized controlled trials using the ROBINS-I tool
	TABLE 3: Risk of bias of the cross-sectional studies by the Newcastle-Ottawa Scale

	Certainty of evidence
	TABLE 4: GRADE certainty of evidence (summary of findings) for inlay versus onlay ridge augmentation (six studies; total n = 102)

	Discussion

	Conclusions
	Appendices
	TABLE 5: Database-specific search strategies

	Additional Information
	Author Contributions
	Disclosures

	References


