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Abstract: The purpose of this study is to define the accuracy of four intraoral scanners (IOS) through
the analysis of digital impressions of a complete dental arch model. Eight metal inserts were
placed on the model as reference points and then it was scanned with a laboratory scanner in
order to obtain the reference model. Subsequently, the reference model was scanned with four IOS
(Carestream 3600, CEREC Omnicam, True Definition Scanner, Trios 3Shape). Linear measurements
were traced on an STL file between the chosen reference points and divided into four categories:
three-element mesiodistal, five-element mesiodistal, diagonal, and contralateral measurements. The
digital reference values for the measurements were then compared with the values obtained from
the scans to analyze the accuracy of the IOS using ANOVA. There were no statistically significant
differences between the measurements of the digital scans obtained with the four IOS systems for
any of the measurement groups tested.

Keywords: intraoral scanner; digital impressions; complete dental arch accuracy

1. Introduction

One important option in the production of dental prostheses nowadays is the use
of CAD/CAM technologies [1,2]. Conventional impressions may be combined with
CAD/CAM technologies through digitalization of the impressions or of the final casts,
achieved with the use of laboratory scanners [3]. Intraoral scanners (IOS) allow one to
create, during impression taking, an STL file that is directly available to the technician.
Certain limits of the conventional workflows can be overcome, such as errors in impression
taking, plaster model production, storage of materials, and possible risks of cross-infection
between the dental office and lab [4–6]. IOS allow a real-time check of the impression
results, possibly avoiding additional appointments, new impressions, and further incon-
venience for the patient [7]. In addition, the possibility of complete digitalization of the
CAD/CAM process guarantees direct access to subtractive and additive technologies [3],
which allow the processing of materials in monolithic form [8].

However, the accuracy and precision of the impressions are equally important for
IOS in order to accurately reproduce a patient’s anatomy. Several studies [5,7,9] have
shown the equivalent accuracy of IOS in impression taking as compared to conventional
impression materials for various prosthetic restorations, such as single crowns and short-
span restorations of up to five elements [10], with various different materials being used
(metals, resins, ceramics) [11]. However, for some clinical situations, such as edentulous
patients [12], subgingival preparations [13], and full-arch impressions [7,14], IOS have not
been perfectly coded yet. In fact, they could have difficulties in detecting deep marginal
lines, because light cannot detect soft tissues and it may be more difficult to read the
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entire finishing line [15]. The use of IOS for partial and complete dental prostheses is still
questionable due to problems related to registering soft tissue dynamics and the absence of
reference points [16–18].

However, the use of IOS in complete arches still needs to be correctly defined; the
literature does not support the use of IOS for full-arch impressions in prosthetic dentistry
due to the challenging nature of these cases [19], even if their use for full-arch impressions
for orthodontic treatments is accepted [7]. The aim of the present study was to evaluate the
levels of accuracy, in terms of trueness, of four different IOS used to make impressions of
an anatomical model of a complete maxillary arch.

2. Materials and Methods

An anatomical model (ANA-4 Frasaco, Tettnang, Germany) of a complete upper
dental arch was used: eight spheres of polyethylene measuring 3 mm in diameter were
placed on the dental elements using ethyl cyanoacrylate. The spheres were characterized by
the presence of a cylindrical metal insert with a diameter of 0.61 mm and heights ranging
between 0.34 and 0.88 mm, with the most coronal portion characterized by an irregular
surface, dictated by the cut made with a tungsten carbide disc. The spheres were positioned
on the model at these points: distal fossa of the occlusal surface of the right third molar (h
0.84 mm); central fossa of the occlusal surface of the right first molar (h 0.38 mm); mesial
fossa of the occlusal surface of the right first premolar (h 0.41 mm); palatine face of the
right central incisor (h 0.51 mm); palatine face of the left central incisor (h 0.35 mm); mesial
fossa of the occlusal surface of the left first premolar (h 0.76 mm); central fossa of the
occlusal surface of the left first molar (h 0.88 mm); distal fossa of the occlusal surface of
the left third molar (h 0.85 mm) (Figure 1). The anatomical model was scanned using a
Swing HD laboratory scanner (Ascoli Piceno, Italy) to create a STL file to be used as a
reference model, with an accuracy of 10 µm, as declared by the manufacturer according to
ISO 12836:2015. Four STL files were then derived by scanning the master model using four
different IOS: a Carestream 3600 (Carestream Health, version 3.1.0; Rochester, NY, USA),
CEREC Omnicam (Dentsply Sirona, version 4.6.1; York, PA, USA), True Definition Scanner
(3M; Saint Paul, MN, USA), and Trios 3Shape (version 1.18.2.6; Copenaghen, Denmark).
From each STL file, a three-dimensional model was created using the “model creator”
module in DentalCAD 2.2 Valletta software (Exocad GmbH, Darmstadt, Germany). The
five STL files (one reference model and four IOS models) were subsequently analyzed using
DentalCAD 2.2 Valletta dental software in order to identify the most coronal point of each
individual metal insert of the spheres in the network of points formed by the vertices of
the triangles of the STL language (Figure 2). The identified points were used as references
to trace 28 linear measurements (mm) using the “virtual ruler” function in DentalCAD 2.2
Valletta, with a resolution of 0.001 mm (Figure 3). The 28 measurements were determined
by the reciprocal connections of all 8 landmarks positioned on the dental model and were
divided into four categories, as shown in Table 1.
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Figure 3. Example of contralateral measurement between premolars.

Table 1. Measurement categories.

Categories Measurements

Mesio-distal (3 elements)

Right third molar–Right first molar
Right first molar–Right first premolar
Right first premolar–Right central incisor
Left central incisor–Left first premolar
Left first premolar–Left first molar
Left first molar–Left third molar
Right central incisor–Left central incisor

Mesio-distal (5 elements)

Right third molar–Right first premolar
Right first molar–Right central incisor
Right first premolar–Left central incisor
Right central incisor–Left first premolar
Left central incisor–Left first molar
Left first premolar–Left third molar

Contralateral
Right first premolar–Left first premolar
Right first molar–Left first molar
Right third molar–Left third molar

Diagonal

Right third molar–Right central incisor
Right third molar–Left central incisor
Right third molar–Left first premolar
Right third molar–Left first molar
Right first molar–Left central incisor
Right first molar–Left first premolar
Right first molar–Left third molar
Right first premolar–Left first molar
Right first premolar–Left third molar
Right central incisor–Left first molar
Right central incisor–Left third molar
Left central incisor–Left third molar

Although the distance between the right central incisor and the left central incisor
does not provide the interposition of a third element between the two reference elements,
it falls into the mesio-distal (3 elements) category, since it represents the shortest possible
distance between the landmarks. The measurements were carried out in order to simulate
the extensions of different types of rehabilitation, starting from three-tooth short-span
restoration up to full-arch rehabilitations. The same operator performed the scanning
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and digital measurements. The measurements obtained from the reference model were
compared to the measurements obtained from the four IOS models. The difference ∆,
obtained for each individual measurement by the formula (A (reference measurement)
–A1 (IOS STL model measurement) = ∆), represents the value in mm of the distortion
(positive or negative) of the IOS measurement compared to digital reference model. The
Kolmogorov–Smirnov test was performed to test the normal distribution of the data and
one-way analysis of variance (ANOVA) was performed to test the differences between
measurements. SPSS software v.22 for MAC OS X was used. The p value was set at 0.05.

3. Results

The ANOVA did not show statistically significant differences between the measure-
ments of the digital scans obtained with IOS systems for any of the groups tested: mesio-
distal measurements (3 elements) = F (3.24) = 1.192; p = 0.334; mesio-distal measurements
(5 elements) = F (3.20) = 0.336; p = 0.799; contralateral measurements = F (3.8) = 0.843;
p = 0.508; diagonal measurements = F (3.44) = 0.282; p = 0.838. Table 2 shows the mean
values (expressed in µm) of the comparison of the linear measurements carried out on
the STL files of the digital models created from the impressions of the Frasaco model
obtained using the Swing HD (DOF), Carestream 3600, CEREC Omnicam, Trios 3Shape,
and 3M True Definition Scanner. The overall accuracy data for the complete arch are as
follows: 63 ± 48 µm for CS 3600; 63 ± 53 µm for CEREC Omnicam; 50 ± 42 µm for 3M
True Definition Scanner; 55 ± 42 µm for Trios 3Shape.

Table 2. Mean |∆| values (µm).

Mean |∆| Values CS3600 Omnicam TDS Trios p Value

Mesio-Distal Measurements
(3 elements) 38 ± 18 34 ± 19 22 ± 14 43 ± 32 0.334

Mesio-Distal Measurements
(5 elements) 64 ± 59 48 ± 27 43 ± 42 43 ± 33 0.799

Contralateral Measurements 83 ± 69 136 ± 83 58 ± 52 103 ± 47 0.508

Diagonal Measurements 73 ± 51 69 ± 55 67 ± 46 55 ± 47 0.838

Full-Arch Overall Value 63 ± 48 63 ± 53 50 ± 42 55 ± 42 -

4. Discussion

Impression taking is a crucial phase in prosthodontics—the accuracy of this process
affects the quality of the final prosthesis, and in the long term its survival [5]. Impressions
obtained with conventional materials (polyether and polyvinylsiloxane) are the most com-
mon procedures in clinical practice; conventional workflows and CAD/CAM technologies
can be combined through indirect digitalization [20]. However, new digital techniques
allow the full digitalization of the workflow—intraoral digital scanners, through direct
scanning, can create a virtual 3D model [21,22]. The main feature to be evaluated in an in-
traoral scanner is accuracy, which is the result of the analysis of trueness and precision [23].
We define trueness as the closeness of agreement between a measurement result and a
real value [14]. In other studies, the accuracy of digital impressions is similar to that of
conventional impressions for single-tooth restorations and fixed partial prostheses of up
to 4 elements [7,19,23,24]. Digital impressions do not seem to have the same accuracy
as conventional impressions for partial fixed restorations with more than 5 elements or
prostheses involving complete arches with both natural teeth and implants. However, the
literature does not support the use of IOS for full-arch impressions yet [12,25–29]. The aim
of this study was to evaluate the level of accuracy, in terms of trueness, of four different
intraoral scanners used for the impression of an anatomical model of a complete maxillary
arch. In vitro studies have used different procedures to investigate the accuracy of full-arch
digital models—the most used procedure involves a three-dimensional analysis generated
by superimposing the digital model with a reference model using best-fit algorithms and
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by calculating the mean differences of the surface areas. Authors in the literature avoided
scan superimposition because of errors caused by superimposition computing process,
especially those in larger data sets, such as full-arch scans, and for high deviations between
superimposed areas [30]. Other studies in the literature used geometrical forms, which
were verified with a coordinate-measuring machine (CMM) [31]; even if they show high
trueness, these machines acquire just a small number of points from the refence model
surface, and the shape of the surface must be known before scanning in order to achieve
a precise model with a CMM. Furthermore, the tip of the tactile probe has a certain di-
ameter, which means small morphological structures cannot be detected. On the other
hand, with a reference scanner it is possible to acquire dental surface information with
no prior knowledge of the morphology. With an accuracy of up to 10 micron, reference
scanners are useful below the average deviations of conventional full impressions, and
therefore are suitable for accuracy measurements [23]. In this study, a laboratory scanner
was used to obtain both the reference data and the differences from the sample data derived
using intraoral scanners. Although the use of a reference scanner is a limiting factor in
this study (the maximum error margin is 10 µm), previous studies in the literature have
stated that the use of a reference scanner for the evaluation of trueness is possible [23]. For
each IOS system, the values of distortion of the three-element mesio-distal measurements
were lower than the values for the other measurement categories, while the values for the
five-element mesio-distal measurements were lower than the values of the contralateral
and diagonal measurement categories. The analyzed IOS systems showed similar deviation
models, with the lowest trueness values obtained for the contralateral linear measurements
category (except for the True Definition Scanner 3M, for which the lowest values were
for the diagonal linear measurements category). It can be concluded that as the scan area
increases, the amount of distortion of the impression increases as well. The results obtained
from the analysis of trueness show that there are no statistically significant differences
between the four different intraoral scanners. The limits of this study are the fact that it is
an in vitro analysis, which is not able to represent the different clinical realities that can
present themselves; therefore, there were no clinical variables, such as the presence of blood
and saliva, and the technical difficulty was dictated by the limited oral cavity space. The
analysis did not take into account the three-dimensionality of the dental surfaces—linear
measurements do not allow evaluation of the accuracy of a digital impression in terms of
the angulation and curvature of the dental walls, aspects that play fundamental roles in
the morphological reading of dental preparations. Finally, not all IOS that are currently
commercially available were used in this study.

5. Conclusions

Within the limitations of the current study, the following conclusions may be drawn—
there were no statistically significant differences between the four IOS systems in terms
of the accuracy of impressions of a complete dental arch, and as the extension of the
scanned surface increased, there was an increase in the distortion of the impression. Future
developments of intraoral scanners and three-dimensional printing systems could expand
the application fields to the clinical use of fully digital workflows, especially in the reha-
bilitation of complete arches. Further in vitro and in vivo studies are needed to carefully
evaluate the progress of digital technologies in dentistry.

Author Contributions: Conceptualization, G.C., G.F., and S.C.; data curation, G.C. and N.M.; method-
ology, G.C., G.F., and A.F.; resources, S.C.; software, N.M. and F.G.; supervision, M.C. and S.C.;
validation, S.C.; writing—original draft, G.C.; writing—review and editing, G.C., N.M., and F.G. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.



Healthcare 2021, 9, 246 6 of 7

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Beuer, F.; Schweiger, J.; Edelhoff, D. Digital dentistry: An overview of recent developments for CAD/CAM generated restorations.

Br. Dent. J. 2008, 204, 505–511. [CrossRef] [PubMed]
2. Ortensi, L.; Ortensi, M.; Minghelli, A.; Grande, F. Implant-Supported Prosthetic Therapy of an Edentulous Patient: Clinical and

Technical Aspects. Prosthesis 2020, 2, 140–152. [CrossRef]
3. Bidra, A.S.; Taylor, T.D.; Agar, J.R. Computer-aided technology for fabricating complete dentures: Systematic review of historical

background, current status, and future perspectives. J. Prosthet. Dent. 2013, 109, 361–366. [CrossRef]
4. Barenghi, L.; Barenghi, A.; Cadeo, C.; Di Blasio, A. Innovation by Computer-Aided Design/Computer-Aided Manufacturing

Technology: A Look at Infection Prevention in Dental Settings. BioMed Res. Int. 2019, 2019, 1–15. [CrossRef]
5. Seelbach, P.; Brueckel, C.; Wöstmann, B. Accuracy of digital and conventional impression techniques and workflow. Clin. Oral

Investig. 2013, 17, 1759–1764. [CrossRef]
6. Lee, S.J.; Gallucci, G.O. Digital vs. conventional implant impressions: Efficiency outcomes. Clin. Oral Implant. Res. 2013,

24, 111–115. [CrossRef]
7. Mangano, F.; Gandolfi, A.; Luongo, G.; Logozzo, S. Intraoral scanners in dentistry: A review of the current literature. Bmc Oral

Heal. 2017, 17, 1–11. [CrossRef]
8. Mobilio, N.; Catapano, S. The use of monolithic lithium disilicate for posterior screw-retained implant crowns. J. Prosthet. Dent.

2017, 118, 703–705. [CrossRef]
9. Gjelvold, B.; Chrcanovic, B.R.; Korduner, E.-K.; Collin-Bagewitz, I.; Kisch, J. Intraoral Digital Impression Technique Compared to

Conventional Impression Technique. A Randomized Clinical Trial. J. Prosthodont. 2016, 25, 282–287. [CrossRef]
10. Abdel-Azim, T.; Rogers, K.; Elathamna, E.; Zandinejad, A.; Metz, M.; Morton, D. Comparison of the marginal fit of lithium

disilicate crowns fabricated with CAD/CAM technology by using conventional impressions and two intraoral digital scanners.
J. Prosthet. Dent. 2015, 114, 554–559. [CrossRef] [PubMed]

11. Mobilio, N.; Fasiol, A.; Catapano, S. Survival Rates of Lithium Disilicate Single Restorations: A Retrospective Study. Int. J.
Prosthodont. 2018, 31, 283–286. [CrossRef] [PubMed]

12. D’Arienzo, L.F.; D’Arienzo, A.; Borracchini, A. Comparison of the suitability of intra-oral scanning with conventional impression
of edentulous maxilla in vivo. A preliminary study. J. Osseointegration 2018, 10, 115–120. [CrossRef]

13. Reich, S.; Vollborn, T.; Mehl, A.; Zimmermann, M. Intraoral optical impression systems–an overview. Int. J. Comput. Dent. 2013,
16, 143–162. [PubMed]

14. Chochlidakis, K.M.; Papaspyridakos, P.; Geminiani, A.; Chen, C.-J.; Feng, I.J.; Ercoli, C. Digital versus conventional impressions
for fixed prosthodontics: A systematic review and meta-analysis. J. Prosthet. Dent. 2016, 116, 184–190.e2. [CrossRef]

15. Zimmermann, M.; Mehl, A.; Mörmann, W.H.; Reich, S. Intraoral scanning systems—A current overview. Int. J. Comput. Dent.
2015, 18, 101–129.

16. Mansour, M.; Sanchez, E.; Machado, C. The Use of Digital Impressions to Fabricate Tooth-Supported Partial Removable Dental
Prostheses: A Clinical Report. J. Prosthodont. 2015, 25, 495–497. [CrossRef] [PubMed]

17. Kattadiyil, M.T.; Mursic, Z.; Alrumaih, H.; Goodacre, C.J. Intraoral scanning of hard and soft tissues for partial removable dental
prosthesis fabrication. J. Prosthet. Dent. 2014, 112, 444–448. [CrossRef]

18. Schwindling, F.S.; Stober, T. A comparison of two digital techniques for the fabrication of complete removable dental prostheses:
A pilot clinical study. J. Prosthet. Dent. 2016, 116, 756–763. [CrossRef] [PubMed]

19. Ahlholm, P.; Sipilä, K.; Vallittu, P.; Jakonen, M.; Kotiranta, U. Digital Versus Conventional Impressions in Fixed Prosthodontics: A
Review. J. Prosthodont. 2018, 27, 35–41. [CrossRef] [PubMed]

20. Pellegrino, G.; Basile, F.; Relics, D.; Ferri, A.; Grande, F.; Tarsitano, A.; Marchetti, C. Computer-Aided Rehabilitation Supported by
Zygomatic Implants: A Cohort Study Comparing Atrophic with Oncologic Patients after Five Years of Follow-Up. J. Clin. Med.
2020, 9, 3254. [CrossRef]

21. Joda, T.; Gallucci, G.O. The virtual patient in dental medicine. Clin. Oral Implant. Res. 2014, 26, 725–726. [CrossRef]
22. Pellegrino, G.; Grande, F.; Ferri, A.; Pisi, P.; Gandolfi, M.G.; Marchetti, C. Three-Dimensional Radiographic Evaluation of the

Malar Bone Engagement Available for Ideal Zygomatic Implant Placement. Methods Protoc. 2020, 3, 52. [CrossRef] [PubMed]
23. Ender, A.; Mehl, A. Accuracy of complete-arch dental impressions: A new method of measuring trueness and precision. J. Prosthet.

Dent. 2013, 109, 121–128. [CrossRef]
24. Ting-Shu, S.; Jian, S. Intraoral Digital Impression Technique: A Review. J. Prosthodont. 2015, 24, 313–321. [CrossRef] [PubMed]
25. Ender, A.; Attin, T.; Mehl, A. In vivo precision of conventional and digital methods of obtaining complete-arch dental impressions.

J. Prosthet. Dent. 2016, 115, 313–320. [CrossRef]
26. Goracci, C.; Franchi, L.; Vichi, A.; Ferrari, M. Accuracy, reliability, and efficiency of intraoral scanners for full-arch impressions: A

systematic review of the clinical evidence. Eur. J. Orthod. 2016, 38, 422–428. [CrossRef]
27. Imburgia, M.; Logozzo, S.; Hauschild, U.; Veronesi, G.; Mangano, C.; Mangano, F.G. Accuracy of four intraoral scanners in oral

implantology: A comparative in vitro study. Bmc Oral Heal. 2017, 17, 1–13. [CrossRef]
28. Ender, A.; Mehl, A. In-vitro evaluation of the accuracy of conventional and digital methods of obtaining full-arch dental

impressions. Quintessence Int. 2015, 46, 9–17.

http://doi.org/10.1038/sj.bdj.2008.350
http://www.ncbi.nlm.nih.gov/pubmed/18469768
http://doi.org/10.3390/prosthesis2030013
http://doi.org/10.1016/S0022-3913(13)60318-2
http://doi.org/10.1155/2019/6092018
http://doi.org/10.1007/s00784-012-0864-4
http://doi.org/10.1111/j.1600-0501.2012.02430.x
http://doi.org/10.1186/s12903-017-0442-x
http://doi.org/10.1016/j.prosdent.2016.12.023
http://doi.org/10.1111/jopr.12410
http://doi.org/10.1016/j.prosdent.2015.04.001
http://www.ncbi.nlm.nih.gov/pubmed/26100929
http://doi.org/10.11607/ijp.5601
http://www.ncbi.nlm.nih.gov/pubmed/29723326
http://doi.org/10.23805/jo.2018.10.04.02
http://www.ncbi.nlm.nih.gov/pubmed/23930576
http://doi.org/10.1016/j.prosdent.2015.12.017
http://doi.org/10.1111/jopr.12346
http://www.ncbi.nlm.nih.gov/pubmed/26371612
http://doi.org/10.1016/j.prosdent.2014.03.022
http://doi.org/10.1016/j.prosdent.2016.03.022
http://www.ncbi.nlm.nih.gov/pubmed/27236597
http://doi.org/10.1111/jopr.12527
http://www.ncbi.nlm.nih.gov/pubmed/27483210
http://doi.org/10.3390/jcm9103254
http://doi.org/10.1111/clr.12379
http://doi.org/10.3390/mps3030052
http://www.ncbi.nlm.nih.gov/pubmed/32707931
http://doi.org/10.1016/S0022-3913(13)60028-1
http://doi.org/10.1111/jopr.12218
http://www.ncbi.nlm.nih.gov/pubmed/25220390
http://doi.org/10.1016/j.prosdent.2015.09.011
http://doi.org/10.1093/ejo/cjv077
http://doi.org/10.1186/s12903-017-0383-4


Healthcare 2021, 9, 246 7 of 7

29. Patzelt, S.B.M.; Emmanouilidi, A.; Stampf, S.; Strub, J.R.; Att, W. Accuracy of full-arch scans using intraoral scanners. Clin. Oral
Investig. 2014, 18, 1687–1694. [CrossRef]

30. Kuhr, F.; Schmidt, A.; Rehmann, P.; Wöstmann, B. A new method for assessing the accuracy of full arch impressions in patients.
J. Dent. 2016, 55, 68–74. [CrossRef]

31. Pagano, S.; Moretti, M.; Marsili, R.; Ricci, A.; Barraco, G.; Cianetti, S. Evaluation of the Accuracy of Four Digital Methods by
Linear and Volumetric Analysis of Dental Impressions. Materials 2019, 12, 1958. [CrossRef] [PubMed]

http://doi.org/10.1007/s00784-013-1132-y
http://doi.org/10.1016/j.jdent.2016.10.002
http://doi.org/10.3390/ma12121958
http://www.ncbi.nlm.nih.gov/pubmed/31216639

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

