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Abstract 

Background This study aims to measure and compare the differences in vertical bone resorption after vertical aug‑
mentation using different types of autologous block bone.

Methods Data were collected from 38 patients who had undergone vertical ridge augmentation using an autolo‑
gous block bone before implant insertion. The patients were divided into three groups based on the donor sites: 
ramus bone (RB), chin bone (CB), and iliac crestal bone (IB).

Results The surgical outcome of the augmentation was evaluated at the follow‑up periods up to 60 months. In 
38 patients, the mean amount of vertical bone gain was 8.36 ± 1.51 mm in the IB group, followed by the RB group 
(4.17 ± 1.31 mm) and the CB group (3.44 ± 1.08 mm). There is a significant difference in vertical bone resorption 
between the groups (p < 0.001), and the RB group demonstrated significantly lower resorption than the CB and IB 
groups (p = 0.011 and p < 0.001, respectively). The most common postoperative complications included neurosensory 
disturbance in the CB graft and gait disturbance in the IB graft. Out of the 92 implants inserted after augmentation, 
four implants were lost during the study period, resulting in an implant success rate of 95.65%.

Conclusions The RB graft might be the most suitable option for vertical augmentation in terms of maintaining 
postoperative vertical height and reducing morbidity, although the initial gain was greater with the IB graft compared 
to other block bones.
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Background
Severe alveolar bone loss result from factors such as 
tumor excision, advanced periodontitis, or an extended 
interval following tooth extraction. Successful dental 
implantation depends on having sufficient high-quality 
bone at the recipient site [1–3].

Among many bone graft materials, autogenous bone 
grafts are often considered for vertical augmentation 
due to their potential for osteogenesis, osteoinduction, 
and osteoconduction [4, 5]. Moreover, autogenous bone 
grafts are known for lacking immune rejection and hav-
ing good biocompatibility, facilitating a rapid healing 
process [6]. However, they also have certain disadvan-
tages, including a secondary surgical site requirement 
and a limited amount of available donor bone [6, 7]. 
Moreover, postoperative complications on the donor or 
recipient site, temporary neurosensory alterations, infec-
tion, ischemia, and dehiscence may occur at the block 
bone graft site.
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There are several donor sites for autologous block 
bone grafts, including the iliac crest bone (IB), ramus 
bone (RB), and chin bone (CB). RB grafts are highly 
beneficial for augmenting atrophic alveolar ridges in 
partially edentulous patients and exhibit lower resorp-
tion rates due to their characteristics as endosteal bone, 
composed of almost cortical bone [8]. However, there 
are some disadvantages and precautions associated 
with their use. These include the risk of inferior alveo-
lar nerve damage, adjacent tooth injury, infection, tem-
porary limitation of mouth opening, and lingual nerve 
injury resulting from wide or incorrect lingual incisions 
[8, 9].

CB grafts provide easy access to the surgical site and 
compose cortical bone with dense bone marrow, result-
ing in expected increased vascularization after grafting 
[10]. However, caution must be exercised to avoid verti-
cal incisions near the mental nerve and neurosensory 
disturbance in the anterior tooth [8, 9, 11].

In cases requiring a significant amount of block bone, 
IB grafts are often the preferred choice for the recipient 
site [12]. IB allows for the harvest in larger quantities 
than RB or CB. IB grafts are also known to have vari-
ous reported complications, including infection, gait 
disturbance, and hernia [13, 14]. Moreover, significant 
surface resorption of transferred IB grafts on the recip-
ient alveolar bone has been observed in many interven-
tions [15, 16].

While many reports have focused on comparisons 
between block bone and particulate bone graft mate-
rials or between two different autogenous block bone 
grafts, few studies have explored comparisons among 
three block bone types. This study compares verti-
cal alveolar bone resorption when using various block 
bone types for grafting to select the most suitable block 
bone for each case. This approach aims to achieve suf-
ficient bone width and height, facilitating oral reha-
bilitation during the placement of dental implants in 
atrophic alveolar ridges.

Methods
A retrospective analysis was conducted on patients 
with vertical augmentation before implant placement 
using autologous block bone at the Department of Oral 
& Maxillofacial Surgery, Kyung Hee University Den-
tal Hospital from 2010 to 2021. The block bone donor 
sites used were RB, CB, and IB. The criteria for select-
ing the RB and CB groups in the randomized trial were 
determined based on patient and operator preferences. 
IB grafts were chosen when vertical bone loss exceeded 
5 mm. Patients aged 17 years and older classified as ASA 
I or II were included in this study. Oncology patients pre-
viously undergoing radiotherapy in the head and neck 
region were excluded. Patients with a follow-up period of 
less than 12 months after the block bone graft or without 
radiographic records were excluded. Patients who only 
received block bone grafts without implant placement, 
underwent horizontal augmentation, or received crushed 
bone grafts were also excluded. Of the eligible patients, 
38 met the selection criteria and were included in this 
study. Demographic data, including medical histories, 
dates of the graft surgery, locations of bone grafts, types 
of autogenous bone grafts used, additional bone graft 
materials employed, and type of implants, were obtained 
by reviewing patient medical records. All protocols were 
approved by the Institutional Review Board (IRB) of 
Kyung Hee University Dental Hospital (KH-DT23018).

Surgical procedures
In all three groups, the surgical procedures consisted 
of two stages: vertical augmentation with autologous 
block bone surgery and implant placement surgery. 
The implant placement was performed after a healing 
period of 4 to 8 months following the bone augmentation 
(Fig. 1).

In the IB group, both the harvesting and augmenta-
tion of the IB were carried out under general anesthesia 
in the operation room. Approximately 3–4  days later, 

Fig. 1 Block bone graft and implant insertion. a Before grafting, partial edentulous state on the right mandibular molar region (I). b Right 
after vertical augmentation of RB (T0). c After 4 to 8 months, implants were placed and the crew was removed. d Thirty‑six months after grafting 
(T4), the final prosthetic was completed
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postoperative radiographic images were taken to assess 
the surgical outcome.

The surgeries were performed under local anesthesia 
for the RB graft and CB graft groups. Each block bone 
was harvested according to the surgical plan. After the 
procedure, all patients underwent postoperative radio-
graphic images.

All patients were prescribed postoperative antibiotics 
and non-steroidal anti-inflammatory drugs (NSAIDs) 
to ensure proper control and prevention of infection, 
bleeding, and pain. Patients were instructed to main-
tain meticulous plaque control and follow a soft diet 
for an additional one to 2 weeks. Sutures were typically 
removed after an average of 10 days.

Radiographic evaluation and measurement of the height 
of bone change
To analyze the vertical bone loss and compare the three 
types of autologous block bone grafts, a 50 × 50 grid was 
superimposed on pre and postoperative radiographic 
images of each patient during specific periods. Plain 
panoramic views were the primary imaging method used 
(ASAHI Roentgen® parameters of 72 ~ 76 kVp, 8  mA), 
and periapical views (Dentsply sirona®, parameters of 
60 kVp, 6  mA, and exposure time of 0.16 ~ 0.20  s) were 
employed as supplementary imaging (Fig.  2). The time 
periods were categorized as follows: before bone aug-
mentation (I), immediately after bone augmentation (T0), 
3 months after bone augmentation (T1), 6 months after 
bone augmentation (T2), 12 months after bone augmen-
tation (T3), 36  months after bone augmentation (T4), 
and 60 months after bone augmentation (T5). The aver-
age marginal bone height was measured and recorded for 
each time period. To ensure accuracy, the bone height 
was calculated twice to eliminate any potential statistical 

errors. All measurements were conducted using the 
PACS calibration system (PiView-Star®, version 5.0.1, 
Infinitt Co., Seoul, Korea).

Vertical bone gain
The amount of vertical bone gain was assessed by meas-
uring the distance between the uppermost and lower-
most margins of the grafted block bone at the mesial, 
middle, and distal regions, with the adjacent tooth serv-
ing as the reference point (Fig. 2). Subsequently, the aver-
age value was calculated. To ensure reliability, the initial 
preoperative bone height was measured twice, yielding 
an intraclass correlation coefficient of 0.958.

Vertical bone resorption
The distance between the uppermost point of the block 
bone and the implant shoulder (or the top of the screw 
head) at the mesial, middle, and distal regions were 
measured at each time period, and the average value was 
calculated.

After the insertion of dental implants, the magnifi-
cation factor was determined based on the length of 
the implant fixture. This magnification factor was then 
applied to each patient, and a correction value was 
obtained by dividing the magnification factor by the 
actual measurement value.

Evaluation of implant survival and success rates
Implant survival was defined as the presence of the 
implant at the end of the follow-up period [17]. Implant 
success was determined based on the criteria by Albrek-
tsson and colleagues, which include “bone loss of less 
than 0.2  mm annually after the implant’s first year of 
service, absence of peri-implant radiolucency, and the 
absence of persistent pain, discomfort, or infection.”

Fig. 2 Measurement of the vertical amount of bone gain and resorption amount. a Vertical alveolar bone gain was measured using an immediate 
post‑operative radiograph, calculating the distance between the adjacent tooth and the top of the grafted bone or the head of the screw. b Three 
months after augmentation, the extent of vertical bone resorption was assessed
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Statistical analysis
A linear mixed model (LMM) was utilized to assess 
differences among three groups overtime periods. We 
conducted Mann-Whitney U tests to compare two 
groups at each time point. These analyses were con-
ducted using SPSS software (version 25.0, Chicago, IL). 
Logistic regression analysis was conducted to analyze 
the factors associated with vertical bone resorption. 

p values less than 0.05 were considered statistically 
significant.

Results
This study included 38 patients with 47 block bone graft 
procedures and received a total of 92 implants. Among 
them, 13 patients (mean age 57.62, M:F = 4:9) underwent 
RB, 13 patients (mean age 34.69, M:F = 5:8) underwent 
CB, 12 patients (mean age 53.92, M:F = 4:8) underwent IB 
procedures, respectively. All patients had implants at the 
grafted sites within 4 to 8 months after block bone graft-
ing. The total follow-up period averaged 43 months (13 
to 76 months) (Table 1).

The greatest vertical augmentation was observed in 
the IB group, measuring 8.36 ± 1.51  mm, followed by 
the RB group and CB group with 4.17 ± 1.31  mm and 
3.44 ± 1.08  mm, respectively. In the RB group, bone 
resorption was observed continuously at 3, 6, 12, 36, and 
60  months after augmentation, and the remaining bone 
height was 3.74  mm, 3.58  mm, 3.37  mm, 2.97  mm, and 
2.77  mm, respectively. Similarly, in the CB group, bone 
resorption persisted with the remaining bone height of 
3.03  mm, 2.93  mm, 2.55  mm, 2.28  mm, and 1.73  mm. 
In the IB group, bone resorption also continued with 
the highest resorption, and the remaining bone height 
was measured as 7.25 mm, 6.59 mm, 5.66 mm, 4.62 mm, 
and 3.66  mm (Table  2). Most graft material resorption 
occurred within 12  months after augmentation, with a 
measurement of 0.80  mm in the RB group, 0.89  mm in 
the CB group, and the IB group 2.80 mm at 12 months 
postoperation. The majority of dental implants were 
placed in the grafted sites between 4 and 8 months.

Table 1 Demographic data

RB CB IB

No. of patients (M:F) 13 (4:9) 13 (5:8) 12 (4:8)

Age (years) 57.62 ± 11.96 34.69 ± 16.64 53.92 ± 13.94

Mean follow-up period 49 months 35 months 46 months

No. of implants
 Maxilla posterior 
(right:left)

4 (1:3) 2 (0:2) 13 (7:6)

 Mandible posterior 
(right:left)

17 (9:8) 3 (3:0) 25 (10:15)

 Maxilla anterior 
(right:left)

1 (1:0) 11 (5:6) 3 (2:1)

 Mandible anterior 
(right:left)

0 (0:0) 9 (3:6) 4 (2:2)

 Total 22 25 45

Utilization and types of additional bone graft material per block 
bone
 Xenograft 5 3 3

 Allograft 5 0 2

 Xenograft + allograft 3 2 0

 Synthetic 1 0 0

 None 0 8 15

 Total 14 13 20

Table 2 Vertical bone resorption at each period (mm) and comparison between groups

p < 0.05 was considered as statistical significance

RB Ramus bone, CB Chin bone, IB Iliac bone

The mean amount of 
augmentation (mean ± SD, 
mm)

The mean amount of vertical bone resorption after grafting (mean ± SD, mm)

3 Mo (T0-T1) 6 Mo (T0-T2) 12 Mo (T0-T3) 36 Mo (T0-T4) 60 Mo (T0-T5)

RB 4.17 ± 1.31 0.33 ± 0.15 0.59 ± 0.25 0.80 ± 0.31 1.20 ± 0.47 1.40 ± 0.17

CB 3.44 ± 1.08 0.36 ± 0.24 0.51 ± 0.34 0.89 ± 0.53 1.16 ± 0.23 1.71 ± 0.35

IB 8.36 ± 1.51 1.11 ± 0.40 1.77 ± 0.74 2.80 ± 0.95 3.74 ± 0.88 4.70 ± 0.90

Comparison between groups at each time point (p value)
 RB-CB 0.748 0.437 0.430 0.841 0.400

 RB-IB < 0.001 < 0.001 < 0.001 < 0.001 0.002

 CB-IB < 0.001 < 0.001 < 0.001 < 0.001 0.002

Comparison between groups over the entire follow-up period (p value)
 RB-CB 0.011

 RB-IB < 0.001

 CB-IB < 0.001
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Over the entire study period, consistent vertical bone 
resorption was observed in the augmented bone (Fig. 3), 
and a significant difference was found among the three 
groups (p < 0.001). The vertical bone resorption in the RB 
group was significantly lower than those in the CB and IB 
groups when accounting for the entire follow-up period 
(p = 0.011 and p < 0.001, respectively; Table 2). However, 
the vertical resorption was not significantly different 
between the RB and CB groups when comparing at each 
time point. In contrast, both RB and CB groups showed 
significantly lesser vertical bone resorption than the IB 
group at all time points (p < 0.001) (Table 2).

Factors associated with vertical bone resorption
Out of the 92 implants, 14 implants did not meet the 
criteria for implant success, resulting in a success rate 
of 85%. Specifically, the RB and CB groups each had 
two implants that did not meet the criteria, while the IB 
group had ten implants that did not fulfill the success 
criteria. However, it was not statistically related to ver-
tical bone resorption (p = 0.762). Notably, among these 
14 implants, four implants inserted in the IB group were 
eventually lost, and the overall survival rate in this study 
was 95.65%. Out of the lost implants, three implants from 
a patient who underwent implant surgery on the left 
mandibular molar area were removed at 15 months and 4 
and 6 years due to peri-implantitis accompanied by block 
bone resorption. The only factor found to be related to 
vertical bone resorption was the type of block bone graft, 
specifically IB (p = 0.002; Table 3).

Postoperative complications
Intraoperative complications were rarely reported in all 
groups. However, the most common postoperative com-
plications in the IB graft groups were relatively frequent. 
Gait disturbance was a distinctive postoperative compli-
cation in the IB group, followed by wound dehiscence, 
ecchymosis, and bleeding at the recipient site. Neuro-
sensory alterations in the mandibular incisor teeth were 
reported by 3 patients in the CB group. The RB group 
exhibited the lowest incidence of postoperative compli-
cations (Table 4).

Fig. 3 Changes in the height of augmented bone

Table 3 Analysis of factors associated with vertical bone 
resorption

p < 0.05 was considered as statistical significance

DM Diabetes mellitus, RB Ramus bone, CB Chin bone, IB Iliac bone

p value Exp(B)

Age 0.574 1.025

Gender 0.789 0.484

Bone metabolic disease 0.994 0.981

DM 0.712 0.484

Smoking 0.133 12.449

Implant survival 0.102 12.570

Implant success 0.762 0.687

Block bone type
 RB Ref Ref

 CB 0.377 5.351

 IB 0.002 275.288
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Discussion
Autogenous bone graft offers several advantages, includ-
ing the absence of foreign body reactions, reduced risk 
of infection, better predictability, and favorable soft tis-
sue reaction. Despite the inconvenience of the donor site, 
it remains the gold standard to this day. Volumetric sta-
bility of graft is a critical factor for implant survival and 
success rates, which can be achieved through sufficient 
bone quantity and quality [12, 18, 19]. This study aimed 
to evaluate the differences in vertical bone resorption 
following three types of autologous block bone augmen-
tation, namely RB, CB, and IB. To date, only a limited 
number of studies have comprehensively analyzed RB, 
CB, and IB grafts simultaneously.

Several studies have reported a relatively high and sig-
nificant initial vertical resorption in IB grafts during the 
first year following autologous bone grafting, which is 
consistent with the findings of this study [20, 21]. Addi-
tionally, various clinical studies suggested that intraoral 
bone grafts have more cortical bone and smaller trabec-
ular bone than IB grafts. These characteristics enhance 
integration with the recipient site, improve the recipient 
site’s survival capacity, and promote better volume main-
tenance [22–28]. Consequently, IB grafts tend to exhibit 
a higher graft resorption rate, while CB or RB grafts have 
shown lower resorption rates during the initial postop-
erative period [29]. However, the relatively higher tra-
becular structure in IB grafts might lead to faster healing 
and resistance to local infections compared to RB or 
CB grafts [30, 31]. Nevertheless, definitive conclusions 
remain elusive due to the lack of standardization for 
objective comparisons [30].

In this analysis, IB grafts showed higher resorption rates 
than the other two graft types, although they resulted in 
the highest remaining bone volume among the three, 
due to their initial vertical bone gain. RB graft led to less 
vertical resorption compared to CB and IB grafts. These 

findings align with previous comparative studies. However, 
the interpretation of bone resorption quantities requires 
further investigation, particularly in relation to simultane-
ous implant placement with block bone grafts [32].

However, IB grafts were predominantly utilized for 
long-span augmentation procedures, required for full-
arch augmentation, as they facilitated successful vertical 
and horizontal bone volume augmentation [12]. When 
autogenous bone is harvested from CB or RB, the quan-
tity that can be collected could be limited, although the 
bone resorption rate is lower and more predictable com-
pared to that of IB. On the other hand, intraoral block 
bone grafts may offer the advantage of maintaining bone 
quality better than extra-oral donor bone [12]. Due to 
their membranous nature, intraoral bone grafts exhibit 
less bone resorption after grafting compared to endo-
chondral bone grafts. Additionally, intraoral bone grafts 
have better revascularized the transplanted tissue, result-
ing in improved integration with the recipient site. As a 
result, intraoral bone grafts are recognized for achieving 
superior osseointegration at the graft site compared to 
extraoral bone grafts [33–35].

In the current study, intraoral bone grafts showed 
fewer postoperative complications and lower morbidity 
compared to IB grafts. IB showed more frequent compli-
cations than the other grafts, including distinctive com-
plications such as gait disturbance, wound dehiscence, 
and ecchymosis at the donor site. The CB group had 
distinctive complaints about temporary neurosensory 
disturbance in the anterior mandibular area, although it 
decreased over time.

In previous studies, the survival rates of implants placed 
into the autogenous bone block augmentation have ranged 
from 90.01 to 100% [2], and the success rate has been 
reported to be between 89.5 and 95.7% [36]. In another 
previous systematic review, the implant survival rate was 
90.4% for autogenous bone grafts, with follow-up periods 
ranging from 5 to 74 months [37]. In this study, while the 
survival rate was 95.65%, the success rate was 85%. This 
difference may be attributed to a greater amount of bone 
resorption observed in patients with IB grafts.

Due to limitations associated with plain radiographic 
images, the accuracy of measuring vertical bone height 
remains questionable. Follow-up CBCT scans are nec-
essary for a more precise evaluation of bone resorption. 
Additionally, this study did not assess the width of kerati-
nized gingiva, which is important to acknowledge as the 
presence and the width of keratinized gingiva may poten-
tially influence peri-implant health and crestal bone loss. 
Reduction of keratinized gingiva is often associated with 
atrophied alveolar ridges. Further studies with larger sam-
ple sizes and rigorous control of confounding factors are 
imperative to solidify these findings.

Table 4 Postoperative complications

RB (no. of 
patients)

CB (no. of 
patients)

IB (no. of 
patients)

Swelling and pain 0 2 0

Bleeding on the recipient site 0 0 1

Neurosensory alterations 0 3 0

Gait disturbance 0 0 7

Discomfort on adjacent teeth 1 0 0

Hematoma, ecchymosis on donor 
site

0 0 1

Infection (pus discharge) 1 2 0

Wound dehiscence 0 1 2

Ulcer 0 0 1
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Conclusions
This study assessed the extent of vertical block bone 
resorption following RB, CB, or IB grafting. Additionally, 
the stability of implant placement at the grafted sites was 
evaluated over up to 60 months. RB grafts resulted in less 
vertical resorption, while IB grafts showed a higher resorp-
tion rate compared to the other two types, despite achiev-
ing the greatest remaining bone volume among the three, 
primarily due to their initial vertical gain. RB grafts might 
be a favorable option for vertical augmentation as they 
help maintain postoperative vertical height while minimiz-
ing surgical morbidity. However, using IB grafts becomes 
inevitable when a substantial amount of vertical bone is 
required, provided careful periodontal management, due 
to the potential for crestal bone loss.

Abbreviations
RB  Ramus bone
CB  Chin bone
IB  Iliac crestal bone
CBCT  Cone beam computed tomography

Acknowledgements
None.

Authors’ contributions
Conceptualization: JJ; methodology: JJ, JWL, and CBJ; investigation: HK and JH; 
Formal analysis: HK, JH, and OJY; Writing—original draft: HK and JJ; Writing—
review and editing: OJY and JJ; supervision: JJ, JWL, and CBJ. All the authors of 
this study approved the manuscript for submission, and the manuscript has 
not been published and submitted for publication.

Funding
None

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was conducted after approval from the Institutional Review Board 
(IRB) of Kyung Hee University Dental Hospital (KH‑DT23018).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 7 August 2023   Accepted: 11 October 2023

References
 1. Aloy‑Prósper A et al (2015) The outcome of intraoral onlay block bone 

grafts on alveolar ridge augmentations: a systematic review. Med Oral 
Patol Oral Cir Bucal 20(2):e251–e258

 2. Stricker A et al (2021) Resorption of retromolar bone grafts after alveolar 
ridge augmentation‑volumetric changes after 12 months assessed by 
CBCT analysis. Int J Implant Dent 7(1):7

 3. Ma G, Wu C, Shao M (2021) Simultaneous implant placement with 
autogenous onlay bone grafts: a systematic review and meta‑analysis. Int 
J Implant Dent 7(1):61

 4. Cansiz E et al (2020) Long‑term evaluation of three‑dimensional volumet‑
ric changes of augmented severely atrophic maxilla by anterior iliac crest 
bone grafting. J Stomatol Oral Maxillofac Surg 121(6):665–671

 5. Kloss FR, Offermanns V, Kloss‑Brandstätter A (2018) Comparison of 
allogeneic and autogenous bone grafts for augmentation of alveolar 
ridge defects‑a 12‑month retrospective radiographic evaluation. Clin Oral 
Implants Res 29(11):1163–1175

 6. Kim T‑Y et al (2011) The retrospective study of marginal bone loss around 
dental implants according to different autogenous bone grafts. J Korean 
Assoc Oral Maxillofac Surg 37(6):483–9

 7. Sbordone C et al (2012) Volume changes of iliac crest autogenous 
bone grafts after vertical and horizontal alveolar ridge augmentation of 
atrophic maxillas and mandibles: a 6‑year computerized tomographic 
follow‑up. J Oral Maxillofac Surg 70(11):2559–2565

 8. Sakkas A et al (2017) Autogenous bone grafts in oral implantology‑is 
it still a “gold standard”? A consecutive review of 279 patients with 456 
clinical procedures. Int J Implant Dent 3(1):23

 9. Pikos MA (2005) Mandibular block autografts for alveolar ridge augmen‑
tation. Atlas Oral Maxillofac Surg Clin North Am 13(2):91–107

 10. Zeiter DJ, Ries WL, Sanders JJ (2000) The use of a bone block graft from 
the chin for alveolar ridge augmentation. Int J Periodontics Restorative 
Dent 20(6):618–627

 11. Sheikh Z, Sima C, Glogauer M (2015) Bone replacement materials and 
techniques used for achieving vertical alveolar bone augmentation. 
Materials 8(6):2953–2993

 12. Doonquah L, Lodenquai R, Mitchell AD (2015) Surgical techniques for 
augmentation in the horizontally and vertically compromised alveolus. 
Dent Clin North Am 59(2):389–407

 13. Dasmah A et al (2012) Particulate vs. block bone grafts: three‑dimensional 
changes in graft volume after reconstruction of the atrophic maxilla, a 
2‑year radiographic follow‑up. J Craniomaxillofac Surg 40(8):654–9

 14. Navarro Cuellar C et al (2014) Mandibular reconstruction with iliac crest 
free flap, nasolabial flap, and osseointegrated implants. J Oral Maxillofac 
Surg 72(6):1226.e1–15

 15. Möller B et al (2014) Prevention of the surface resorption of bone grafts 
by topical application of bisphosphonate on different carrier materials. 
Clin Oral Investig 18(9):2203–2211

 16. Boven GC et al (2014) Reconstruction of the extremely atrophied man‑
dible with iliac crest onlay grafts followed by two endosteal implants: a 
retrospective study with long‑term follow‑up. Int J Oral Maxillofac Surg 
43(5):626–632

 17. Chiapasco M, Zaniboni M, Rimondini L (2007) Autogenous onlay bone 
grafts vs. alveolar distraction osteogenesis for the correction of vertically 
deficient edentulous ridges: a 2–4‑year prospective study on humans. 
Clin Oral Implants Res 18(4):432–40

 18. Le B, Burstein J, Sedghizadeh PP (2008) Cortical tenting grafting tech‑
nique in the severely atrophic alveolar ridge for implant site preparation. 
Implant Dent 17(1):40–50

 19. Alérico FA et al (2014) Prospective tomographic evaluation of autog‑
enous bone resorption harvested from mandibular ramus in atrophic 
maxilla. J Craniofac Surg 25(6):e543–e546

 20. Binger T, Hell B (1999) Resorption of microsurgically vascularized bone 
grafts after augmentation of the mandible. J Craniomaxillofac Surg 
27(2):82–85

 21. Verhoeven JW et al (1997) The combined use of endosteal implants and 
iliac crest onlay grafts in the severely atrophic mandible: a longitudinal 
study. Int J Oral Maxillofac Surg 26(5):351–357

 22. Chen NT et al (1994) The roles of revascularization and resorption on 
endurance of craniofacial onlay bone grafts in the rabbit. Plast Reconstr 
Surg 93(4):714–22. discussion 723‑4

 23. Donovan MG et al (1993) Autologous calvarial and iliac onlay bone grafts 
in miniature swine. J Oral Maxillofac Surg 51(8):898–903

 24. Ozaki W, Buchman SR (1998) Volume maintenance of onlay bone grafts 
in the craniofacial skeleton: micro‑architecture versus embryologic origin. 
Plast Reconstr Surg 102(2):291–299



Page 8 of 8Koo et al. Maxillofacial Plastic and Reconstructive Surgery           (2023) 45:38 

 25. Peer LA (1951) Fate of autogenous human bone grafts. Br J Plast Surg 
3(4):233–243

 26. Wong RW, Rabie AB (1999) A quantitative assessment of the healing 
of intramembranous and endochondral autogenous bone grafts. Eur J 
Orthod 21(2):119–126

 27. Chiapasco M, Casentini P, Zaniboni M (2014) Implants in reconstructed 
bone: a comparative study on the outcome of Straumann® tissue level 
and bone level implants placed in vertically deficient alveolar ridges 
treated by means of autogenous onlay bone grafts. Clin Implant Dent 
Relat Res 16(1):32–50

 28. Chiapasco M et al (2012) Evaluation of peri‑implant bone resorption 
around Straumann Bone Level implants placed in areas reconstructed 
with autogenous vertical onlay bone grafts. Clin Oral Implants Res 
23(9):1012–1021

 29. Nkenke E, Neukam FW (2014) Autogenous bone harvesting and grafting 
in advanced jaw resorption: morbidity, resorption and implant survival. 
Eur J Oral Implantol 7(Suppl 2):S203–S217

 30. Ersanli S, Arısan V, Bedeloğlu E (2016) Evaluation of the autogenous bone 
block transfer for dental implant placement: symphysal or ramus harvest‑
ing? BMC Oral Health 16:4

 31. Sbordone L et al (2009) Volume changes of autogenous bone grafts after 
alveolar ridge augmentation of atrophic maxillae and mandibles. Int J 
Oral Maxillofac Surg 38(10):1059–1065

 32. Pang KM et al (2021) Long‑term outcomes of implants placed in autog‑
enous onlay bone grafts harvested from mandibular ramus and risk 
analysis. Int J Oral Maxillofac Implants 36(4):745–754

 33. Misch CM (1996) Ridge augmentation using mandibular ramus bone 
grafts for the placement of dental implants: presentation of a technique. 
Pract Periodontics Aesthet Dent 8(2):127–35. quiz 138

 34. Misch CM (1997) Comparison of intraoral donor sites for onlay grafting 
prior to implant placement. Int J Oral Maxillofac Implants 12(6):767–776

 35. Misch CM, Misch CE (1995) The repair of localized severe ridge defects 
for implant placement using mandibular bone grafts. Implant Dent 
4(4):261–267

 36. Cordaro L, Amadé DS, Cordaro M (2002) Clinical results of alveolar ridge 
augmentation with mandibular block bone grafts in partially edentulous 
patients prior to implant placement. Clin Oral Implants Res 13(1):103–111

 37. Aghaloo TL, Moy PK (2007) Which hard tissue augmentation techniques 
are the most successful in furnishing bony support for implant place‑
ment? Int J Oral Maxillofac Implants 22(Suppl):49–70

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	Comparison of vertical bone resorption following various types of autologous block bone grafts
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Surgical procedures
	Radiographic evaluation and measurement of the height of bone change
	Vertical bone gain
	Vertical bone resorption
	Evaluation of implant survival and success rates
	Statistical analysis

	Results
	Factors associated with vertical bone resorption
	Postoperative complications

	Discussion
	Conclusions
	Acknowledgements
	References


