Table 2: Clinical trials included in the analysis.
	Therapy
	Authors (year)
	Study design;

duration
	Number of patients/Sites
	Groups

C: control

T: test
	PRF obtaining protocol
	Objective and evaluation method.
	Results and conclusions

	Maxillary sinus lift
	Zhang, et al. [17]
	RCT,

Parallel,

6 months.
	10 patients/11 axillary sinuses.
	C: n = 5 

(MSL + Bio - Oss)

T: n = 6 

(MSL + Bio - Oss + PRF)
	300g/10 min
	To assess the influence of PRF on bone regeneration in maxillary sinus floor augmentation in combination with a xenograft, deproteinized bovine bone.

HMFM/Imaging
	NSD in morphological characteristics in both groups.

Group with PRF had 1.4 times higher percentage of new bone formed than the control group (18.3 ( 5.6% vs. 12.95 ( 5.3%)

There were no advantages or disadvantages with the use of PRF in combination with xenograft at 6 months.

	Autologous bone block
	Moussa, et al. [21]

	RCT,

Parallel,

4 months.
	12 patients/14 sites
	C: n = 7

(Autologous block without PRF)

T: n = 7

(PRF covering autologous block)
	3.500 rpm/12-15 min.
	Increase in anterior maxilla with block of autogenous bone harvested from the palate and PRF

Clinical/Imaging.
	The reabsorption of the graft surface is significantly less with the PRF coverage. (p < 0.006)

The final volume of bone tissue without significant differences in thickness and height, however, there are differences in the initial and final volume.

	Alveolar preservation
	Du Toit, et al. [23]

	E RCT,

Parallel,

90 days.
	4 patients

(2 sites per patient, n = 8)


	C: n = 4

(Natural healing)

T: n = 4

(Socket + PRF)
	3.000 rpm/10 min.
	To verify histomorphometrically differences in bone tissue when using PRF in alveolar preservations prior to implants and socket healing by itself.

HMFM/Imaging
	The newly formed bone does not differ from bone without intervention at 90 days.

If PRF can rapidly stimulate bone formation, it should be evaluated by means of biopsies at 30, 60 and 90 days, to compare results and allow the installation of implants early vs. a control. However, taking biopsies during these periods is incompatible from the ethical point of view.

	Alveolar graft in cleft patients
	Shawky, et al. [22]

	RCT,

Parallel,

6 months.
	24 patients with unilateral alveolar cleft
	C: n = 12

(PRF + Anterior iliac crest graft)

T: n = 12 

(Iliac crest graft alone)


	3.000 rpm/10 min.
	To evaluate the effect of PRF on the quality and quantity of bone formation in the reconstruction with anterior iliac crest in unilateral alveolar cleft.

Clinical y CT (Hu)


	The percentage of newly formed bone (amount) in group A varied from 79.74% to 88.4%, with an average percentage of 82.6% ( 3.9%. In group B, the percentage of bone formation varied from 60.3% to 76.4%, with an average percentage of 68.38% ( 6.67%. There was a statistically significant increase in the percentage of newly formed bone in group A. The average bone density (quality) of newly formed bone was lower in group A than in group B, NSD (p > 0.05). The PRF in combination with autogenous bone was beneficial in improving the volume of newly formed bone in the reconstruction of the alveolar cleft and does not improve bone density.

	Intraosseus periodontal defects
	Pradeep, et al. [25]

	RCT,

Parallel,

9 months.
	54 patients in periodontal therapy

50 patients completed the study

(90 infra osseous three walls defects)
	C: n = 30 (OFD + PRP)

T1: n = 30 (OFD + PRP)

T2: n = 30 (OFD + PRF)
	PRF: 

3.000 rpm/10 min.

PRP: 

3000 rpm/10 min, refrigerated, CPD-A, autologous thrombin.
	To evaluate effects of open flap debridement (OFD) + PRP and of OFD + PRF in TRA-osseous 3-wall periodontal defects vs. surgical therapy alone.

Clinical/Imaging

PD and CAL
	Treatment with PRF or PRP stimulated a significant reduction in the reduction of PD and a bone increase compared to OFD at 9 months. The use of platelet concentrates improves the sites intervened without the need to use GBR techniques and reduces treatment costs. Parameters with SSD p < 0.05 with control, however, NSD between PRP and PRF.




