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Quantification of DNA Double 
Strand Breaks and Oxidation 
Response in Children and Adults 
Undergoing Dental CBCT Scan
Niels Belmans   1,2, Liese Gilles1, Randy Vermeesen2, Piroska Virag3, Mihaela Hedesiu4, 
Benjamin Salmon   5, Sarah Baatout2, Stéphane Lucas6, Ivo Lambrichts1, Reinhilde Jacobs7,8, 
Marjan Moreels2* & DIMITRA Research Group†

Assessing the possible biological effects of exposure to low doses of ionizing radiation (IR) is one of the 
prime challenges in radiation protection, especially in medical imaging. Today, radiobiological data 
on cone beam CT (CBCT) related biological effects are scarce. In children and adults, the induction of 
DNA double strand breaks (DSBs) in buccal mucosa cells and 8-oxo-7,8-dihydro-2′-deoxyguanosine 
(8-oxo-dG) and antioxidant capacity in saliva samples after CBCT examination were examined. No DNA 
DSBs induction was observed in children nor adults. In children only, an increase in 8-oxo-dG levels was 
observed 30 minutes after CBCT. At the same time an increase in antioxidant capacity was observed in 
children, whereas a decrease was observed in adults. Our data indicate that children and adults react 
differently to IR doses associated with CBCT. Fully understanding these differences could lead to an 
optimal use of CBCT in different age categories as well as improved radiation protection guidelines.

Uncertainties concerning low dose ionizing radiation exposure and medical imaging.  Currently, 
a debate exists within the radiation protection community about which model best reflects the relation between 
the ionizing radiation (IR) dose and the additional health risk. Several models have been described thus far. These 
include: the linear non-threshold (LNT) model, the linear threshold model, the hormetic model and the hyper-
sensitivity model1.

Currently, the linear non-threshold (LNT) model is used to estimate risks in radiation protection guidelines. 
Although the LNT model is supported by epidemiological evidence in the high dose range (>100 milliGray 
(mGy)), increasing evidence disproves it in the low dose range2–5. One of the main critiques is the fact that the 
LNT model does not take into account biological defence mechanisms (e.g. DNA repair mechanisms)6,7. In addi-
tion, a lot of uncertainties still exist about low doses (<100 mGy), mostly because of a lack of statistical power of 
the epidemiological data. Knowing which of these models supports the relation between exposure to low doses 
of IR and the involved risk best is of importance in medical imaging applications of IR. Such applications include 
computed tomography (CT) and, more recently, cone beam computed tomography (CBCT), which typically uses 
doses far below 100 mGy, (typically between 0.01–0.10 mGy)8–11.

Multiple controversial studies indicate that exposure of children to diagnostic radiology may lead to 
radiation-induced malignancies later in life. Retrospective studies observed that the use of CT scans in children 
could triple the risk of leukaemia and brain cancers12–14. A 24% increase in cancer incidence was seen in an 
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Australian linker study, which indicated exposure at younger age resulted in an increased cancer incidence15. The 
EPI-CT study was set up to gain more insight into the potential adverse effects associated with CT examinations 
in children16. Finally, it was estimated that the probability to develop radiation-induced malignancies after CBCT 
exposure is 6 cases per 1,000,000 CBCT scans on average, with age at exposure and gender mostly influencing the 
risk17,18. Despite these potential links between diagnostic radiology and radiation-induced malignancies, absolute 
evidence from prospective studies is scarce3,8. Yeh et al. (2018) estimated the risks of dental CBCT and found that 
the risk of exposure-induced death (REID) values were highest in 10-year old subjects. These REID values were 
two times higher than in 30-year old subjects. The risk was higher in females than in males. Furthermore, the risk 
decreased with increasing age19. Radiobiological research can help explain the uncertainties of epidemiological 
studies as well as give more insights into the underlying mechanisms20,21.

Since the introduction of CBCT in the late 1990s, its use has become widespread and is applied in several 
specialties in dental medicine including oral and maxillofacial surgery, orthodontics, periodontics and dental 
implants22–24. It is said that children are more radiosensitive than adults, therefore questions are raised about 
potential radiation-induced health effects associated with diagnostic radiology in children9,10,25–28. IR doses asso-
ciated with paediatric dental CBCT became a major concern for the general public when the New York Times 
published two articles about the topic (2010 and 2012)9,28–30.

IR can cause several types of DNA lesions, including single strand breaks, double strand breaks (DSBs) and 
base alterations31–33. DNA DSBs are considered the most harmful34. Inaccurate repair of DSBs could result in 
mutations, chromosome rearrangements, chromosome aberrations and loss of genetic information35,36. Therefore, 
eukaryotes have developed the DNA damage response (DDR)37. The DDR consists of a signalling cascade that 
results in the recruitment of multiple DDR proteins to the vicinity of DSBs, including histone H2AX phosphoryl-
ated on serine 139 (γH2AX) and p53-binding protein 1 (53BP1). Both γH2AX and 53BP1 form DNA damage foci 
and show a quantitative relationship between the number of foci and the number of DSBs38,39.

Over 60% of a cell consists of water, thus most of the DNA damage caused by X-rays is indirect via free radi-
cals such as ROS (e.g. the hydroxyl radical, superoxide radicals and hydrogen peroxide)31,40. An excess of reactive 
oxygen species (ROS), called oxidative stress, is countered by antioxidant defence mechanisms. ROS can cause 
oxidative DNA damage through oxidative base lesions41–43. An example of oxidative damage to DNA/nucleotides 
is 8-oxo-7,8-dihydro-2′-deoxyguanosine (8-oxo-dG). 8-oxo-dG is a base modification which is mutagenic, thus 
it can be sensed by DNA repair mechanisms44.

The buccal mucosa (BM), which lines the oral cavity, is an easily accessible source for collecting buccal 
mucosal cells (BMCs) in a minimally invasive, pain-free way45. BMCs have been used to study (amongst others) 
the impact of nutrition, lifestyle factors and exposure to genotoxins, including exposure to IR46,47. IR-induced 
genotoxicity can be monitored in BMCs by measuring γH2AX levels48,49.

Saliva is a bodily fluid that is secreted into the oral cavity. It originates mainly from the parotid, subman-
dibular and sublingual glands and is an aqueous solution (>99% water) containing both organic and inorganic 
molecules50. Saliva, commonly referred to as ‘mirror of the body’, has several advantages over other biological 
samples, such as blood: It is readily available, collection can be done in a non-invasive way, and its use is very 
cost-effective51,52. Therefore saliva is an ideal sample to collect from paediatric patients52,53. Currently, salivary 
diagnostics is becoming increasingly important in radiation biomarker research51,54. Since X-rays induce most 
damage to biomolecules via ROS, measuring ROS and their effects in saliva samples could be a feasible indicator 
of radiation exposure.

The main aim of our study is to characterize the short-term radiation-induced effects associated with CBCT 
examinations, specifically in children. To this end, the sub-objectives were 1) to evaluate the induction of DNA 
DSBs in BMCs, and 2) to evaluate oxidative stress (by measuring 8-oxo-dG levels) as well as total antioxidant 
capacity in saliva samples55. All tests were performed both in children and adults, to identify potential age-related 
differences.

Results
Patients and dose exposure.  In total, 147 children that participated in this study were 11 ± 3 years old. 73 
boys and 74 girls were included. Besides, 23 adults (9 men and 14 women) that participated were 43 ± 17 years 
old. The average absorbed doses to the salivary glands were 1613 ± 19 µGy, 2416 ± 324 µGy and 4283 ± 353 µGy, 
for Promax 3D, Accuitomo 170 and NewTom VGi-evo respectively (see Supplementary Data 1)56,57. The study was 
approved by the ethical committees of the participating hospitals (see Material & Methods section).

Power analysis.  Power analysis was based on validations experiments that were performed prior to this 
study55. The number of participants (N) are the numbers described in this manuscript. The results of the power 
analysis indicate that the sample size was sufficient for all analyses, i.e. equal to or greater than 0.9 (Supplementary 
Table 1).

DNA double strand break detection in exfoliated buccal mucosal cells before and after CBCT 
examination.  The results from co-localized γH2AX and 53BP1 foci, which are a measure for DNA DSBs, 
show no changes in the amount of DSBs after CBCT examination, neither in children nor adults (Fig. 1).

In children (N = 38, degrees of freedom (DF) = 2, Friedman statistic = 2.7, p = 0.2538) a slight increase was 
seen in the amount of foci from 0.25 ± 0.054 foci/cell before CBCT to 0.47 ± 0.12 foci/cell 30 minutes after CBCT 
(p > 0.9999). 24 hours after CBCT the amount of foci returned to baseline levels (0.3 ± 0.09 foci/cell) (p > 0.9999). 
The decrease between 30 minutes after CBCT and 24 hours after, however, is not significant (p = 0.5614).

Similarly, no significant changes in the amount of co-localized γH2AX and 53BP1 foci were found in adult 
patients (N = 13, DF = 2, Friedman statistic = 1.0, p = 0.6065). Before CBCT, 0.0014 ± 0.0014 foci/cell were 
counted, which increased slightly to 0.0053 ± 0.0035 foci/cell 30 minutes after CBCT exposure (p > 0.9999). 
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Contrary to the children, the number of foci per cell remained increased 24 hours after CBCT when compared to 
before CBCT (0.0061 ± 0.0051 foci/cell; p > 0.9999). Between 30 minutes after CBCT and 24 hours after CBCT no 
significant difference was observed (p > 0.9999).

Interestingly, the amount of foci per cell was significantly higher in children than in adults at every time 
point. Before CBCT 0.25 ± 0.054 foci/cell were observed in children and 0.0014 ± 0.0014 foci/cell were observed 
in adults (Before CBCT: Mann-Whitney U value = 121, p = 0.0020; 30 minutes after CBCT: Mann-Whitney U 
value = 145, p = 0.0146; and 24 hours after CBCT: Mann-Whitney U value = 170, p = 0.0487).

Since both children and adults showed an increase 30 minutes after CBCT, these increases were compared (# 
foci/cell30 minutes after CBCT − # foci/cellbefore CBCT). The mean increase in children (0.17 ± 0.097 foci/cell) did not differ 
from the increase in adults (0.0078 ± 0.01 foci/cell) (Mann-Whitney U value = 412, p = 0.8089). Regarding the 
difference between 30 minutes after CBCT and 24 hours after, no significant difference was observed between chil-
dren (−0.17 ± 0.11 foci/cell) and adults (0.00087 ± 0.0066 foci/cell) (Mann-Whitney U value = 196, p = 0.2105).

8-oxo-dG levels in saliva samples.  8-oxo-dG levels were measured in saliva samples collected before and 
after CBCT examination. They were increased in children but not in adults 30 minutes after CBCT (Fig. 2).

In children, a significant increase in 8-oxo-dG levels was observed between samples taken before CBCT 
examination (1.86 ± 0.26 ng/ml) and 30 minutes after CBCT (4.11 ± 0.62 ng/ml) (N = 68, DF = 67, t value = 4, 
p < 0.0001), an average increase of 121% (Fig. 2). In adults, an increase from 1.52 ± 0.34 ng/ml 8-oxo-dG before 
CBCT to 2.42 ± 0.55 ng/ml 30 minutes after CBCT was observed (N = 19, DF = 18, t value = 1.58, p = 0.1317), 
resulting in an average increase of 59% (Fig. 2). No differences were observed between the values of children and 
adults before CBCT (Mann-Whitney U value = 643.5, p = 0.98) and 30 minutes after CBCT (Mann-Whitney U 
value = 622.5, p = 0.81).

In the group of children, data were split based on gender (Table 1). Both in boys and girls the amount of 
8-oxo-dG increased significantly after CBCT examination (N = 35, p = 0.024 and N = 33, t-value = 2.91, DF = 32, 
p = 0.0065, respectively). Furthermore, no differences between boys and girls was observed (Table 1). This was 

Figure 1.  No DNA double strand breaks (DSBs) are induced in buccal mucosal cells (BMCs) after cone beam 
computed tomography (CBCT) examination, neither in children nor in adults. No significant increases in the 
amount of γH2AX/53BP1 co-localized foci were observed 30 minutes and 24 hours after CBCT examination 
in children (Black dots; N = 38, degrees of freedom = 2, Friedman statistic = 2.7, p = 0.2538) and in adults 
(Red dots; N = 13, degrees of freedom = 2, Friedman statistic = 1.0, p = 0.6065). Before (Mann-Whitney U 
value = 121, p = 0.0020), 30 minutes after (Mann-Whitney U value = 145, p = 0.0146) and 24 hours after CBCT 
(Mann-Whitney U value = 170, p = 0.0487) the amount of DSBs was significantly higher in children then in 
adults. Only the data from patients of which results were obtained for all time points were included. Green 
dotted line = average number of foci; *p ≤ 0.05; **p ≤ 0.0021.

Figure 2.  Excretion of 8-oxo-7,8-dihydro-2′-deoxyguanosine (8-oxo-dG) into saliva is increased after cone 
beam computed tomography (CBCT) examination in children but not in adults. Only data from patients 
of which results were obtained for both time points were included. In children there is a significant average 
increase of 121% in 8-oxo-dG excretion 30 minutes after CBCT examination (N = 68, DF = 67, t value = 4, 
p < 0.0001). In adults there is an average increase in 8-oxo-dG excretion of 59% (N = 19, DF = 18, t value = 1.58, 
p = 0.1317). Green dotted line = average; ***p < 0.0001.

https://doi.org/10.1038/s41598-020-58746-5


4Scientific Reports |         (2020) 10:2113  | https://doi.org/10.1038/s41598-020-58746-5

www.nature.com/scientificreportswww.nature.com/scientificreports/

confirmed when the proportional change between values before and after CBCT were compared between boys 
and girls (p = 0.6907) (see Supplementary Data 2).

Plotting the proportional change in 8-oxo-dG levels of children against the absorbed dose received by the 
patients showed no visible trend or dose response (Fig. 3).

Total antioxidant capacity in saliva samples.  Ferric Reducing Antioxidant Power (FRAP) values were 
measured in saliva samples before and 30 minutes after CBCT examination. They were significantly increased in 
children and decreased significantly in adults 30 minutes after CBCT examination (Fig. 4).

Children showed a slight, but significant increase in FRAP value after CBCT examination. Thirty minutes 
after CBCT examination, FRAP values increased from 260.80 ± 11.87 to 277.90 ± 13.22, an increase of about 
7% (N = 117, t-value = 1.98, DF = 116, p = 0.0498). Contrary to the results in children, a decrease of about 9% 

Boys (N = 35) Girls (N = 33) P value* t-value
Degrees of 
freedom

8-oxo-dG (ng/ml)Before CBCT 1.71 ± 0.27 2.01 ± 0.46 0.63 Mann-Whitney U value = 537.5 N.A.

8-oxo-dG (ng/ml) 30 minutes after 
CBCT 4.21 ± 0.94 4.01 ± 0.83 0.96 Mann-Whitney U value = 573.5 N.A.

P value 0.024 0.0065

t-value (Wilcoxon test) 2.9

Degrees of freedom (Wilcoxon test) 32

Table 1.  Comparison between boys and girls for 8-oxo-dG excretion before and after cone beam computed 
tomography (CBCT) examination. *For inter-group testing a paired student T-test was performed; for intra-
group testing: an unpaired student T-test was performed.

Figure 3.  No dose response in 8-oxo-dG excretion in saliva 30 minutes after cone beam computed tomography 
in children. No visible dose response (linear or otherwise) was observed in 8-oxo-dG excretion in children. 
Radiation doses were the absorbed doses at the salivary glands as calculated by MC simulations56,103. Black full 
line: dose response curve; black dotted curved lines: 95% confidence interval of the dose response curve.

Figure 4.  Ferric reducing antioxidant power (FRAP) values increase in saliva samples from children after cone 
beam computed tomography (CBCT) examination, while decreasing in saliva samples from adults. In children 
(black violin plots) a significant increase in FRAP values was observed 30 minutes after CBCT examination 
(N = 117, t-value = 1.98, degrees of freedom (DF) = 116, p = 0.0498). In adults (red violin plots) a significant 
decrease was observed 30 minutes after CBCT examination (N = 17, t-value = 2.22, DF = 16, p = 0.0412). 
The FRAP values 30 minutes after CBCT are significantly higher in children than in adults (Welch-corrected 
t-value = 3.76, DF = 30.93, p = 0.0007). The response in children and adults differs significantly, with an 
average increase of 17.10 ± 8.62 in children and an average decrease of 17.40 ± 7.84 in adults (Welch-corrected 
t-value = 2.96, DF = 65, p = 0.0043). *p ≤ 0.05; ***p ≤ 0.0002.
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in FRAP values was found in adults. FRAP values decreased from 202.90 ± 21.28 at baseline to 185.50 ± 20.74 
30 minutes after CBCT examination (N = 17, t-value = 2.22, DF = 16, p = 0.0412). No significant differences 
were observed between children and adults before CBCT examination (t-value = 1.80, DF = 132, p = 0.0747). 
However, the FRAP values 30 minutes after CBCT examination were significantly higher in children than in 
adults (Welch-corrected t-value = 3.76, DF = 30.93, p = 0.0007). The response in children and adults differed sig-
nificantly when comparing the average increase in children with the average decrease in adults (Welch-corrected 
t-value = 2.96, DF = 65, p = 0.0043).

Results were also analysed based on gender (Table 2). In children, both boys and girls showed an increase 
in FRAP values, but the increase was only significant in girls (N = 62, t-value = 0.81, DF = 61, p = 0.4194 
and N = 55, t-value = 2.28, DF = 54, p = 0.0268, respectively). Additionally, in both adult men and women 
a decrease was observed, but this was also only significant for women (N = 4, Wilcoxon test, p > 0.9999 and 
N = 13, t-value = 2.27, DF = 12, p = 0.0428, respectively). Furthermore, in children it was observed that the base-
line levels were lower in the morning (225.10 ± 12.48) than baseline levels in the afternoon (282.30 ± 21.04) 
(Welch-corrected t-value = 2.34, DF = 82.42, p = 0.0217). The same was observed in adults (baseline morning: 
174 ± 21; baseline afternoon: 269 ± 42), although this difference was not statistically significant (Mann-Whitney 
U value = 12, p = 0.0897). Therefore, the data from children were split into a morning and afternoon group. The 
salivary FRAP values did not significantly differ after CBCT examination if data were corrected for time of sam-
ple collection. In the morning groups, there was no significant change in both boys and girls (N = 24, Wilcoxon 
test, p = 0.97 and N = 10, t-value = 0.81, DF = 9, p = 0.7394, respectively). In the afternoon group, FRAP levels in 
boys did not change (N = 17, Wilcoxon test, p = 0.89). However, in girls from the afternoon group FRAP levels 
increased significantly (N = 24, t-value = 2.14, DF = 23, p = 0.0431).

Discussion
Determining the biological effects of exposure to low doses of IR, such as those used in medical imaging, is of par-
amount concern in radiation protection today. This study aimed to characterize the short-term radiation-induced 
effects associated with CBCT examinations, specifically in children. To this end, the number of DNA DSBs was 
monitored in BMCs and 8-oxo-dG levels as well as total antioxidant capacity were monitored in saliva samples 
using previously optimized protocols55.

Exposure to IR can result in DSBs, which are considered very harmful, since inaccurate repair could result 
in mutations, chromosome rearrangements, chromosome aberrations and loss of genetic information31,32,35,36. 
Our results indicate that exposure to radiation doses used in CBCT examinations (0.184 mGy –9.008 mGy in 
this study) does not induce DNA DSBs in BMCs from children and adults, as observed using a microscopic 
γH2AX/53BP1 co-localization assay. Previously, both the γH2AX assay and the γH2AX/53BP1 assay were used 
to detect DNA DSBs after exposure to radiation doses used in diagnostic and interventional radiology, such as 
CT scans58–60. These studies report a significant increase in γH2AX foci in lymphocytes 1 hour after CT exami-
nation, which uses higher radiation doses than CBCT. Furthermore, our group recently showed that low doses 
associated with CBCT examinations are capable of inducing DNA DSBs in vitro in dental stem cells61. BMCs 
have also been used successfully as a biomarker for genotoxic effects, including using the γH2AX assay to detect 
radiation-induced DNA DSBs48,62,63. These studies report increase of genotoxic effects in BMCs after low dose IR 
exposure. Gonzalez et al. (2010) showed that in vitro exposure of BMCs to IR induces γH2AX foci48. Our findings 
are in line with previous publications focusing on genotoxicity induced by radiological examinations. In these 
studies, no genotoxic effects, i.e. micronucleated cells, were observed after low doses of IR, such as panoramic 
dental radiology and CBCT. These studies, however, all reported increases in other nuclear alterations (e.g. pyk-
nosis, karyorrhexis and karyolysis) that are associated with increased cytotoxicity63–66. Recently, Preethi et al. 
(2016) reported significant increases in the number of micronucleated cells in BMCs after dental radiography in 
paediatric patients62. Furthermore, Yoon et al. (2009) reported a significant increase in γH2AX foci in BMCs of 
adults after dental radiography67.

Our data show 0.0014 ± 0.0014 co-localized γH2AX/53BP1 foci per cell in BMCs from adults at baseline. This 
number is remarkably lower than the 0.08 ± 0.02 γH2AX foci per cell in non-irradiated BMCs reported previ-
ously by Gonzalez et al. (2010)48. These different observations can be explained by the higher sensitivity of the 
γH2AX/53BP1 co-staining, which eliminates the detection of γH2AX foci observed during S-phase replication 
fork stalling68. In addition, Gonzalez et al. (2010) treated the BMCs differently, e.g. after collection they incubated 
the BMCs in cell growth medium at 37° Celsius, which can also affect the number of foci counted48.

Interestingly, we found that before CBCT examination, but also 30 minutes and 24 hours after CBCT exami-
nation, the average number of γH2AX/53BP1 foci per cell was higher in children than in adults. This observation 

Boys (N = 62) Girls (N = 55) P value* t-value
Degrees of 
freedom

FRAP value Before CBCT 265.90 ± 19.39 263.00 ± 16.85 0.9318 0.086 132

FRAP value 30 minutes after CBCT 277.00 ± 22.84 295.40 ± 18.35 0.4963 0.68 132

P value 0.4194 0.0268

t-value 0.81 2.28

Degrees of Freedom 61 54

Table 2.  Comparison between boys and girls FRAP values before and after cone beam computed tomography 
(CBCT) examination. *For inter-group testing a paired student T-test was performed; for intra-group testing: an 
unpaired student T-test was performed.

https://doi.org/10.1038/s41598-020-58746-5


6Scientific Reports |         (2020) 10:2113  | https://doi.org/10.1038/s41598-020-58746-5

www.nature.com/scientificreportswww.nature.com/scientificreports/

contradicts what has been published before, namely that aging is associated with accumulation of DNA dam-
age69,70. One would expect the level of DNA damage, at least before CBCT examination, to be higher in adults 
than in children. However, BMCs are the first barrier in the inhalation and ingestion routes. Therefore, they are 
exposed to several genotoxins. These can be found in environmental and lifestyle factors such as diet, mouthwash, 
smoke, air pollution, etc.71–73. These factors can, at least partially, explain our observation, since children are more 
sensitive to these type of genotoxins compared to adults due to age-related differences in absorption, metabolism, 
development and body functions72.

Finally, we observed that the response after CBCT examination in children did not differ significantly from 
that of adults. This indicates that BMCs from children after CBCT examination do not show an increased radio-
sensitivity compared to BMCs from adults25–27. These findings are in line with results from Ribeiro et al. (2008). 
They compared the genotoxic and cytotoxic effects of dental radiography between children and adults and found 
no significant differences in micronucleus frequency or cytotoxicity74. However, the radiation doses used in radi-
ography are lower than those used in CBCT, thus this should be interpreted with caution.

This study shows that 8-oxo-dG levels excreted in saliva increased in children but not in adults 30 minutes 
after CBCT. Because of its mutagenic potential, excretion of 8-oxo-dG depends on cellular DNA repair mech-
anisms, such as nucleotide excision repair, nucleotide incision repair and Nudix hydrolase activity75. Therefore, 
a reduced DNA repair capacity may result in accumulation of 8-oxo-dG in the cells, thus resulting in a decrease 
in 8-oxo-dG excretion. Since DNA repair capacity was shown to decrease with age, this could explain why the 
concentration of 8-oxo-dG in saliva samples of adults was not increased significantly after CBCT examination, 
as it was in children76,77. Despite the significant increase in children and the limited increase in adults, no statis-
tical differences were observed between both groups. This is most likely due to the limited group size of the adult 
group.

Previously, an association between the excretion of 8-oxo-dG and high radiation doses was described78. This 
association was not linear and showed saturation between 0.5 and 1 Gy. However, such dependency was not 
observed in this study, for example children that were exposed to 0.8 mGy showed a similar increase in 8-oxo-dG 
excretion as children exposed to 0.2 mGy. These data indicate that there is a high variability in individual radi-
osensitivity in our study population. Alternatively, it could be that the very low IR doses associated with CBCT 
elicit a small biological response which is unrelated to the IR dose, like an all-or-nothing mechanism. This is simi-
lar to the use of a ‘priming dose’ in adaptive response studies. Here a very low dose of a stressor (e.g. a chemical or 
IR) results in a small response which in turn prepares cells to an exposure of the same stressor at a higher dose79. 
Our results mimic the effects seen when applying such a ‘priming dose’.

Although 8-oxo-dG was proposed as a marker for radiosensitivity, evidence is lacking or comes from radio-
therapy patients, who receive doses that are a lot higher than the doses in our study population80.

We describe for the first time that salivary 8-oxo-dG levels are significantly increased in both boys and girls 
after CBCT examination. No significant gender differences in salivary 8-oxo-dG levels were observed. Previous 
measurements in urine and other cells showed similar results81–83. To the best of our knowledge, similar findings 
of 8-oxo-dG secretion in saliva in children were not reported before. Previous studies analysed oxidative stress 
markers in adults. These studies reported higher ROS production and oxidative stress biomarkers in men when 
compared to premenopausal women (reviewed by Kander et.al.84). It is noteworthy that these studies are all 
related to cardiovascular diseases and not radiation exposure. However, there are studies that report higher oxi-
dative status in females which contradicts the aforementioned studies85.

Finally, the authors want to state that these results should be interpreted cautiously, since multiple sources 
of 8-oxo-dG exist. Guanosine bases in the nucleotide pool can also be oxidized and detected in saliva75,78,86,87. 
Therefore, the 8-oxo-dG that was detected can also originate from the nucleotide pool, rather than from the DNA.

FRAP values give information about the total antioxidant capacity of biological samples. Our data shows 
on opposite response between children and adults 30 minutes after CBCT examination: salivary FRAP values 
increase significantly in children, whilst they decrease significantly in adults. Furthermore, the response in chil-
dren is significantly different from that in adults, indicating that children react differently to CBCT-associated 
radiation exposure. Interpretation of the data needs to be done cautiously, since the data show that the time of 
sampling (in the morning or in the afternoon) significantly affected the baseline salivary FRAP values in children. 
The highest values were measured in the afternoon. Similar circadian changes in FRAP values were observed 
before88. After correcting for time of sampling, no significant changes in salivary FRAP levels were observed, 
except for girls that were sampled in the afternoon. However, since pair-wise tests were used, this circadian influ-
ence is expected to be limited in this study.

Total antioxidant capacity has been used previously as a salivary biomarker related to periodontal disease and 
dental caries. Decreases in total antioxidant capacity have been linked to periodontal disease89.

The use of total antioxidant capacity as a biomarker has several limitations. Firstly, the total antioxidant capac-
ity that is measured is the result of a complex mixture of antioxidants that is present in saliva. The major antiox-
idant in saliva has been reported to be uric acid, which accounts for more than 85% of the salivary antioxidant 
capacity. In addition, a wide array of other potent antioxidants are found in saliva, such as superoxide dismutase, 
catalase, glutathione peroxidase, ascorbic acid, several vitamins and albumin90,91. In this regard, future analy-
sis into the enzymatic activity of specific antioxidant enzymes, e.g. superoxide dismutase might be interesting. 
Secondly, a lot of biological variability of salivary total antioxidant capacity exists. We report an average salivary 
FRAP value of 202.90 ± 21.28 in adults at baseline, whereas an average of 610.83 ± 4.52 was reported before in 
healthy adults92. It is noteworthy that this patient population was Asian, where ours is European, which may sug-
gest ethnical differences in salivary FRAP values. Finally, several confounding factors have been described that 
affect the saliva composition and can thus affect the total antioxidant capacity. Confounding factors may include 
circadian rhythm, gender, age and diet88,90. This study also found an effect of circadian rhythm (see above), age 
and gender. Girls show a significant increase in salivary FRAP values, whereas women show a significant decrease. 
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Both boys and men showed a change (an increase and decrease, respectively), but this was not significant. These 
findings indicate that females are more susceptible to changes in total antioxidant capacity following IR exposure 
and that the net effects depends on the age of the individual. However, it is important to note that our patient 
group is relatively small (N = 72 for girls and N = 13 for women). Increasing the sample size could therefore yield 
different results. These limitations could interfere with interpretation of the results. Therefore, it is important to 
take these confounding factors into account during the design of a study. As with 8-oxo-dG, no dose response 
relationship was observed for FRAP values.

In conclusion, our data provide evidence that CBCT examinations causes changes in the oxidation response 
in children. In adults, a slight increase in 8-oxo-dG levels and a significant decrease in the antioxidant response 
were observed. Despite this increase in oxidation response, no induction of DNA DSBs in BMCs was observed 
in children nor in adults.

Since no DNA DSBs are observed, the changes in 8-oxo-dG and FRAP levels can also be explained by an 
adaptive response4,93–95. Since 8-oxo-dG excretion and antioxidant capacity both increase in children, it could 
indicate that the intracellular defence mechanisms are being ‘primed’, i.e. they are being prepared for a subsequent 
exposure to IR. Indeed, since no DNA DSBs are observed, the DNA repair mechanisms are working properly, if 
DNA damage was ever induced at all, and the increase in 8-oxo-dG excretion and antioxidant capacity could indi-
cate an increase in the antioxidant defence system. However, these results are not observed in adults. Therefore, 
additional research into the oxidation response following CBCT examinations is required. Besides age-related 
differences, we observed some gender-related differences. Girls/women showed a significant increase/decrease 
in FRAP values after CBCT examination, whereas boys/men do not. Our data also demonstrate that saliva can be 
used for biomonitoring after IR exposure even if the radiation doses are very low (<1 mGy). However, no dose 
response relationship was found, neither for 8-oxo-dG levels nor for FRAP values.

Nonetheless, these results should raise awareness about radiation protection and the ‘As-Low-as- 
Diagnostically Acceptable being indication-oriented and patient-specific’ (ALADAIP) principle among clinicians 
and radiologists9. However, this should be investigated into more depth to gather more information about the 
potential link between possible biological effects and the CBCT settings that were used. Furthermore, the effects 
observed and described in this study are short-term effects, i.e. within 30 minutes after CBCT examination. We 
can conclude that molecular effects, although very small, occur and that further research is warranted. These 
findings are an incentive for continuing research into the short- and long-term biological effects after CBCT 
examination, especially the antioxidant response, since fully understanding them could lead to an optimal use of 
CBCT in a paediatric population as well as improved radiation protection guidelines.

Materials and Methods
EU OPERRA - DIMITRA study.  The DIMITRA study is an non-interventional, prospective study that 
focusses on radiation-induced effects related to diagnostic CBCT exposure in children. It is a multicentre study 
carried out in three European centres: the Oral and MaxilloFacial Surgery – Imaging & Pathology department 
(Katholieke Universiteit Leuven, Leuven, Belgium), the Dental Medicine Department of the Bretonneau Hospital 
(Paris, France) and the Iuliu Hatieganu University of Medicine and Pharmacy (Cluj-Napoca, Romania)55. All 
experiments and methods were performed in accordance with relevant guidelines and regulations. All experi-
mental protocols were approved by a named institutional/licencing committee. Ethical approval was obtained at 
the participating sites (Commissie Medische Ethiek KU Leuven, B322201525196, Belgium; Comité d’Evaluation 
de l’Ethique des projets de Reserche Biomédicale Paris Nord, N°16-021, France; Comisia de Etica UMF Iuliu 
Hatieganu Cluj-Napoca, 208/21.04.2015, Romania). In case of underage children, both parents needed to consent 
unless one parent has explicit permission from the other parent55.

Patient selection.  Patients with various indications were referred to the clinic for CBCT examination. They 
were examined using CBCT device settings that match their individual needs. Thus the FOV, kV, mAs and resolu-
tion mode are adjusted to fit with each individual’s indication and age, in agreement with the ALADAIP principle, 
as described in the DIMITRA position statement by Oenning et al.9. Throughout the three participating centres, 
three CBCT devices were used: Accuitomo 170 (Mortia, Osaka, Japan), NewTom VGi evo (Cefla S.C., Imola, 
Italy) and Promax 3D (Planmeca OY, Helsinki, Finland).

Eligible patients were children/adolescents from 3 to 18 years old, as well as adults (>18 years old), with good 
oral hygiene. Exclusion criteria were the presence of systemic diseases, the use of antibiotics or anti-inflammatory 
drugs, smoking and not giving informed consent prior to enrolment.

Informed consent.  Informed consent was obtained for each participating patient. In case of underage chil-
dren, informed consent from a parent and/or legal guardian was obtained prior to inclusion in the study.

Buccal mucosal cell collection and immunocytological staining.  The collection and staining method 
were described in detail by Belmans et al.55. Briefly, synthetic swabs were used to collect BMCs just before, 30 min-
utes and 24 hours after CBCT examination using a protocol modified from Thomas et al.45. Before each swabbing 
the patientrinsed his/her mouth twice with water. The swabs were put in Saccomanno’s fixative (50% ethanol and 
2% polyethylene glycol in milliQ water) and stored at 4 °C. Next, the BMCs were centrifuged at 580 g for 10 min-
utes. Then they were washed three times in buccal buffer (BuBu) (0.01 M Tris-HCl, 0.1 M EDTA, 0.02 M NaCl, 
1% FBS, pH = 7). Next the BMCs were passed through a 100 µm nylon filter (Falcon®, VWR Belgium, Leuven, 
Belgium). Then the BMCs were washed one last time and pelleted. The pelleted BMCs were fixed in 500 µl of 
2% paraformaldehyde (PFA) (Sigma Aldrich, St-Louis, MO, USA). Afterwards, the BMCs were washed twice 
with 1x phosphate-buffered saline (PBS) (Gibco, Life Technologies, Ghent, Belgium). Then they were spotted 
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on coverslips by cytocentrifugation (ThermoFisher, Waltham, MA, USA). The coverslips were placed in 4-well 
culture plates (Nunc, ThermoFisher, Roskilde, Denmark) so that the BMCs were facing up.

The BMCs were washed with 1x PBS before permeabilization with 0.25% Triton X-100 in 1x PBS. After 
another washing step, the BMCs were blocked with 1x pre-immunized goat serum (ThermoFisher, Waltham, 
MA, USA) in 1x TBST and 0.005 g/v% TSA blocking powder (PerkinElmer, FP1012, Zaventem, Belgium) (TNB) 
for 1 hour at room temperature (RT). Afterwards, the BMCs were incubated with primary mouse monoclonal 
anti-γH2AX antibody (Millipore 05–636, Merck, Overijse, Belgium) (1:300 in TNB) and rabbit polyclonal anti-
53BP1 antibody (Novus Biologicals NB100–304, Abdindon, UK) (1:1000 in TNB). Incubation was done over-
night at 4 °C on a rocking platform. After incubation, the BMCs were washed in 1x PBS. Then the BMCs were 
incubated for 1 hour at RT with goat anti-mouse Alexa Fluor® 488-labelled antibody (ThermoFisher, A11001, 
Waltham, MA, USA) (1:300 in TNB) and goat anti-rabbit Alexa Fluor® 568-labelled antibody (1:1000 in TNB) 
(ThermoFisher, A11011, Waltham, MA, USA). Afterwards the BMCs were washed with 1x PBS and finally the 
coverslips were mounted with Prolong Diamond antifade medium with 4′,6-diamidino-2-phenylindole (DAPI) 
(ThermoFisher, Waltham, MA, USA).

Finally, images were acquired with a Nikon Eclipse Ti fluorescence microscope using a 40x dry objective 
(Nikon, Tokyo, Japan). Images were analysed with open source Fiji software96, which analyses each nucleus based 
on the DAPI signal and within each nucleus the signals from Alexa Fluor® 488 and −568 represent the γH2AX 
and 53BP1 foci, respectively. The number of co-localized foci per nuclei were determined using the Cellblocks 
toolbox97.

Saliva collection.  The collection of saliva samples was described in detail by Belmans et al.55. In summary, 
saliva samples were collected right before and 30 minutes after CBCT examination using the passive drool 
method98, and sampling coincided with the BMC collection. Immediately after collection, the whole saliva was 
stored at −20 °C until shipment. After shipment to the lab, saliva samples were centrifuged at 10,000 g at 4 °C and 
the supernatant was stored at −80 °C until further analysis.

8-oxo-dG enzyme-linked immunosorbent assay.  8-oxo-dG was analysed using a 8-oxo-dG 
enzyme-linked immunosorbent assay (ELISA). Prior to this assay, 500 µl of saliva was purified twice on a C18 solid 
phase extraction column (Varian, Lake Forest, CA, USA) as described by Shakeri Manesh et al.99. The 8-oxo-dG 
ELISA (Health Biomarkers Sweden AB, Stockholm, Sweden) was performed as described by Haghdoost et al.78. 
In short, 270 µl of sample/standard was added to 165 µl of primary antibody and incubated for 2 hours at 37 °C on 
a shaker. The ELISA plate was washed with 1x PBS and 140 µl of sample/standard was loaded per well. The plate 
was incubated overnight at 4 °C on a shaker. Next, the plate was washed with 1x washing solution and 140 µl of 
secondary antibody was added per well. After a 2 hour incubation at RT, the plate was washed with 1x washing 
solution. Afterwards, 140 µl of chromogenic substrate 3,3′,5,5′-tetramethylbenzidine (One-step substrate system, 
Dako, Glostrup Municipality, Denmark) was added and the plate was incubated for 15 minutes at RT. The colour 
reaction was stopped by adding 2 M sulphuric acid. Finally, the absorbance was measured at 450 nm (signal) and 
570 nm (background) using a microplate reader (ClarioStar, BMG Labtech, Ortenberg, Germany). 8-oxo-dG 
levels were interpolated based on a standard curve (range: 0.02–10 ng 8-oxo-dG/ml).

Total antioxidant capacity determination.  The Ferric Reducing Antioxidant Power (FRAP) assay (Cell 
Biolabs, CA, USA) was performed on whole saliva according to the manufacturer’s instructions. Briefly, 100 µl of 
sample/standard and 100 µl reaction reagent were added per well of a 96-well plate. Then the plate was incubated 
for 10 minutes at RT on a shaker. Finally, the absorbance was measured at 560 nm using a microplate reader 
(ClarioStar, BMG Labtech, Ortenberg, Germany).

Statistics.  Statistical analysis was performed using GraphPad 7.02 (GraphPad Inc., CA, USA). The results 
of the DNA DSBs in BMCs were analysed using repeated measures one-way analysis of variance (ANOVA). 
8-oxo-dG and FRAP assay results were analysed using two-tailed paired t-tests. To analyse differences between 
age groups and differences in radiation sensitivity, two-tailed unpaired t-tests were performed. While all tests 
listed above are parametric tests, non-parametric alternatives were used if conditions were not met. P values 
lower than 0.05 were considered as statistically significant. Results are shown as mean ± standard error of the 
mean (SEM).

Power analysis.  Power analysis was performed in R100. Input values for expected differences and standard 
deviations, values were taken from a previously published validation study55. The power for the t-test with signif-
icance level 0.05 was calculated with the R-package ‘pwr’101. For one-way ANOVA, the power was calculated with 
a significance level of 0.05 using the R-package wp.rmanova102.

Received: 22 May 2019; Accepted: 3 January 2020;
Published: xx xx xxxx

References
	 1.	 UNSCEAR. UNSCEAR 2006 Report to the General Assembly with Scientific Annexes. Effects of Ionizing Radiation. Volume I 

Report and Annexes A and B. (2008).
	 2.	 Calabrese, E. J. From Muller to mechanism: How LNT became the default model for cancer risk assessment. Env. Pollut. 241, 

289–302, https://doi.org/10.1016/j.envpol.2018.05.051 (2018).
	 3.	 Tubiana, M., Feinendegen, L. E., Yang, C. & Kaminski, J. M. The linear no-threshold relationship is inconsistent with radiation 

biologic and experimental data. Radiology 251, 13–22, https://doi.org/10.1148/radiol.2511080671 (2009).

https://doi.org/10.1038/s41598-020-58746-5
https://doi.org/10.1016/j.envpol.2018.05.051
https://doi.org/10.1148/radiol.2511080671


9Scientific Reports |         (2020) 10:2113  | https://doi.org/10.1038/s41598-020-58746-5

www.nature.com/scientificreportswww.nature.com/scientificreports/

	 4.	 Feinendegen, L. E., Pollycove, M. & Neumann, R. D. Whole-body responses to low-level radiation exposure: New concepts in 
mammalian radiobiology. Exp. Hematol. 35, 37–46, https://doi.org/10.1016/j.exphem.2007.01.011 (2007).

	 5.	 Feinendegen, L. E. Evidence for beneficial low level radiation effects and radiation hormesis. Brit J. Radiol. 78, 3–7, https://doi.
org/10.1259/bjr/63353075 (2005).

	 6.	 Sacks, B., Meyerson, G. & Siegel, J. A. Epidemiology Without Biology: False Paradigms, Unfounded Assumptions, and Specious 
Statistics in Radiation Science (with Commentaries by Inge Schmitz-Feuerhake and Christopher Busby and a Reply by the 
Authors). Biol. Theory 11, 69–101, https://doi.org/10.1007/s13752-016-0244-4 (2016).

	 7.	 Siegel, J. A. et al. The BEIR VII Estimates of Low-Dose Radiation Health Risks Are Based on Faulty Assumptions and Data 
Analyses: A Call for Reassessment. J. Nucl. Med. 59, 1017–1019, https://doi.org/10.2967/jnumed.117.206219 (2018).

	 8.	 Lee, C. Y., Koval, T. M. & Suzuki, J. B. Low-Dose Radiation Risks of Computerized Tomography and Cone Beam Computerized 
Tomography: Reducing the Fear and Controversy. J. Oral. Implantol. 41, e223–230, https://doi.org/10.1563/AAID-JOI-D-13-00221 
(2015).

	 9.	 Oenning, A. C. et al. Cone-beam CT in paediatric dentistry: DIMITRA project position statement. Pediatr. Radiol., https://doi.
org/10.1007/s00247-017-4012-9 (2017).

	 10.	 Marcu, M. et al. Estimation of the radiation dose for pediatric CBCT indications: a prospective study on ProMax3D. Int. J. Paediatr 
Dent., https://doi.org/10.1111/ipd.12355 (2018).

	 11.	 Pauwels, R. et al. Effective dose range for dental cone beam computed tomography scanners. Eur. J. radiology 81, 267–271, https://
doi.org/10.1016/j.ejrad.2010.11.028 (2012).

	 12.	 Pearce, M. S. et al. Radiation exposure from CT scans in childhood and subsequent risk of leukaemia and brain tumours: a 
retrospective cohort study. Lancet 380, 499–505, https://doi.org/10.1016/S0140-6736(12)60815-0 (2012).

	 13.	 Huang, W. Y. et al. Paediatric head CT scan and subsequent risk of malignancy and benign brain tumour: a nation-wide 
population-based cohort study. Br. J. Cancer. 110, 2354–2360, https://doi.org/10.1038/bjc.2014.103 (2014).

	 14.	 Krille, L. et al. Risk of cancer incidence before the age of 15 years after exposure to ionising radiation from computed tomography: 
results from a German cohort study. Radiat. Env. Biophys. 54, 1–12, https://doi.org/10.1007/s00411-014-0580-3 (2015).

	 15.	 Mathews, J. D. et al. Cancer risk in 680,000 people exposed to computed tomography scans in childhood or adolescence: data 
linkage study of 11 million Australians. BMJ 346, f2360, https://doi.org/10.1136/bmj.f2360 (2013).

	 16.	 Bosch de Basea, M. et al. EPI-CT: design, challenges and epidemiological methods of an international study on cancer risk after 
paediatric and young adult CT. J Radiol Prot 35, 611–628, https://doi.org/10.1088/0952-4746/35/3/611 (2015).

	 17.	 Pauwels, R. et al. Estimating cancer risk from dental cone-beam CT exposures based on skin dosimetry. Phys. Med. Biol. 59, 
3877–3891, https://doi.org/10.1088/0031-9155/59/14/3877 (2014).

	 18.	 Aanenson, J. W., Till, J. E. & Grogan, H. A. Understanding and communicating radiation dose and risk from cone beam computed 
tomography in dentistry. J. Prosthet Dent., https://doi.org/10.1016/j.prosdent.2018.01.008 (2018).

	 19.	 Yeh, J. K. & Chen, C. H. Estimated radiation risk of cancer from dental cone-beam computed tomography imaging in orthodontics 
patients. BMC Oral. Health 18, 131, https://doi.org/10.1186/s12903-018-0592-5 (2018).

	 20.	 Boice, J. D. Jr. The linear nonthreshold (LNT) model as used in radiation protection: an NCRP update. Int. J. Radiat. Biol. 93, 
1079–1092, https://doi.org/10.1080/09553002.2017.1328750 (2017).

	 21.	 Ruhm, W., Eidemuller, M. & Kaiser, J. C. Biologically-based mechanistic models of radiation-related carcinogenesis applied to 
epidemiological data. Int. J. Radiat. Biol. 93, 1093–1117, https://doi.org/10.1080/09553002.2017.1310405 (2017).

	 22.	 Mozzo, P., Procacci, C., Tacconi, A., Martini, P. T. & Andreis, I. A. A new volumetric CT machine for dental imaging based on the 
cone-beam technique: preliminary results. Eur. radiology 8, 1558–1564 (1998).

	 23.	 Arai, Y., Tammisalo, E., Iwai, K., Hashimoto, K. & Shinoda, K. Development of a compact computed tomographic apparatus for 
dental use. Dentomaxillofac Radiol. 28, 245–248, https://doi.org/10.1038/sj/dmfr/4600448 (1999).

	 24.	 Venkatesh, E. & Elluru, S. V. Cone beam computed tomography: basics and applications in dentistry. J. Istanb. Univ. Fac. Dent. 51, 
S102–S121, https://doi.org/10.17096/jiufd.00289 (2017).

	 25.	 Brenner, D. J. Estimating cancer risks from pediatric CT: going from the qualitative to the quantitative. Pediatr Radiol 32, 228–221; 
discussion 242–224, https://doi.org/10.1007/s00247-002-0671-1 (2002).

	 26.	 Hall, E. J. Lessons we have learned from our children: cancer risks from diagnostic radiology. Pediatr. Radiol. 32, 700–706, https://
doi.org/10.1007/s00247-002-0774-8 (2002).

	 27.	 Schroeder, A. R. & Redberg, R. F. The harm in looking. JAMA Pediatr. 167, 693–695, https://doi.org/10.1001/
jamapediatrics.2013.356 (2013).

	 28.	 De Grauwe, A. et al. CBCT in orthodontics: a systematic review on justification of CBCT in a paediatric population prior to 
orthodontic treatment. Eur. J. Orthod., https://doi.org/10.1093/ejo/cjy066 (2018).

	 29.	 Bogdanich W. & McGinty, J. C. Radiation Worries for Children in Dentists’ Chair; Nov. 23, 2010; Section A, Page 1 of the New York 
edition with the headline: THE RADIATION BOOM; Radiation Worries Rise With 3-D Dental Images.; https://www.nytimes.
com/2010/11/23/us/23scan.html.

	 30.	 Gee, A. Radiation Concerns Rise With Patients’ Exposure; June 13, 2012; Section A, Page 18 of the New York edition with the 
headline: Radiation Concerns Rise With Patients’ Exposure.; https://www.nytimes.com/2012/06/13/health/as-medical-imaging-
risesradiation-concerns-follow.html.

	 31.	 D. K. Maurya, T. P. A. D. In Selected Topics in DNA Repair (ed. Clark C. Chen) Ch. 21, (InTech., 2011).
	 32.	 Lobrich, M. et al. gammaH2AX foci analysis for monitoring DNA double-strand break repair: strengths, limitations and 

optimization. Cell cycle 9, 662–669, https://doi.org/10.4161/cc.9.4.10764 (2010).
	 33.	 UNSCEAR. UNSCEAR 2013 Report: Sources, effects and risks of ionizing radiation - Volume II Annex B - Effects of radiation 

exposure of children. (2013).
	 34.	 Panier, S. & Boulton, S. J. Double-strand break repair: 53BP1 comes into focus. Nat. reviews. Mol. Cell Biol. 15, 7–18, https://doi.

org/10.1038/nrm3719 (2014).
	 35.	 Khanna, K. K. & Jackson, S. P. DNA double-strand breaks: signaling, repair and the cancer connection. Nat. Genet. 27, 247–254, 

https://doi.org/10.1038/85798 (2001).
	 36.	 Jackson, S. P. Sensing and repairing DNA double-strand breaks. Carcinogenesis 23, 687–696 (2002).
	 37.	 Ciccia, A. & Elledge, S. J. The DNA damage response: making it safe to play with knives. Mol. Cell 40, 179–204, https://doi.

org/10.1016/j.molcel.2010.09.019 (2010).
	 38.	 Goodarzi, A. A. & Jeggo, P. A. Irradiation induced foci (IRIF) as a biomarker for radiosensitivity. Mutat. Res. 736, 39–47, https://

doi.org/10.1016/j.mrfmmm.2011.05.017 (2012).
	 39.	 Asaithamby, A. & Chen, D. J. Cellular responses to DNA double-strand breaks after low-dose gamma-irradiation. Nucleic Acids 

Res. 37, 3912–3923, https://doi.org/10.1093/nar/gkp237 (2009).
	 40.	 Brenner, D. J. & Hall, E. J. Computed tomography–an increasing source of radiation exposure. N. Engl. J. Med. 357, 2277–2284, 

https://doi.org/10.1056/NEJMra072149 (2007).
	 41.	 Cooke, M. S., Evans, M. D., Dizdaroglu, M. & Lunec, J. Oxidative DNA damage: mechanisms, mutation, and disease. FASEB J. 17, 

1195–1214, https://doi.org/10.1096/fj.02-0752rev (2003).
	 42.	 Chapple, I. L. & Matthews, J. B. The role of reactive oxygen and antioxidant species in periodontal tissue destruction. Periodontol 

2000 43, 160–232, doi:10.1111/j.1600-0757.2006.00178.x (2007).

https://doi.org/10.1038/s41598-020-58746-5
https://doi.org/10.1016/j.exphem.2007.01.011
https://doi.org/10.1259/bjr/63353075
https://doi.org/10.1259/bjr/63353075
https://doi.org/10.1007/s13752-016-0244-4
https://doi.org/10.2967/jnumed.117.206219
https://doi.org/10.1563/AAID-JOI-D-13-00221
https://doi.org/10.1007/s00247-017-4012-9
https://doi.org/10.1007/s00247-017-4012-9
https://doi.org/10.1111/ipd.12355
https://doi.org/10.1016/j.ejrad.2010.11.028
https://doi.org/10.1016/j.ejrad.2010.11.028
https://doi.org/10.1016/S0140-6736(12)60815-0
https://doi.org/10.1038/bjc.2014.103
https://doi.org/10.1007/s00411-014-0580-3
https://doi.org/10.1136/bmj.f2360
https://doi.org/10.1088/0952-4746/35/3/611
https://doi.org/10.1088/0031-9155/59/14/3877
https://doi.org/10.1016/j.prosdent.2018.01.008
https://doi.org/10.1186/s12903-018-0592-5
https://doi.org/10.1080/09553002.2017.1328750
https://doi.org/10.1080/09553002.2017.1310405
https://doi.org/10.1038/sj/dmfr/4600448
https://doi.org/10.17096/jiufd.00289
https://doi.org/10.1007/s00247-002-0671-1
https://doi.org/10.1007/s00247-002-0774-8
https://doi.org/10.1007/s00247-002-0774-8
https://doi.org/10.1001/jamapediatrics.2013.356
https://doi.org/10.1001/jamapediatrics.2013.356
https://doi.org/10.1093/ejo/cjy066
https://www.nytimes.com/2010/11/23/us/23scan.html
https://www.nytimes.com/2010/11/23/us/23scan.html
https://www.nytimes.com/2012/06/13/health/as-medical-imaging-risesradiation-concerns-follow.html
https://www.nytimes.com/2012/06/13/health/as-medical-imaging-risesradiation-concerns-follow.html
https://doi.org/10.4161/cc.9.4.10764
https://doi.org/10.1038/nrm3719
https://doi.org/10.1038/nrm3719
https://doi.org/10.1038/85798
https://doi.org/10.1016/j.molcel.2010.09.019
https://doi.org/10.1016/j.molcel.2010.09.019
https://doi.org/10.1016/j.mrfmmm.2011.05.017
https://doi.org/10.1016/j.mrfmmm.2011.05.017
https://doi.org/10.1093/nar/gkp237
https://doi.org/10.1056/NEJMra072149
https://doi.org/10.1096/fj.02-0752rev


1 0Scientific Reports |         (2020) 10:2113  | https://doi.org/10.1038/s41598-020-58746-5

www.nature.com/scientificreportswww.nature.com/scientificreports/

	 43.	 Tothova, L., Kamodyova, N., Cervenka, T. & Celec, P. Salivary markers of oxidative stress in oral diseases. Front. Cell Infect. 
Microbiol. 5, 73, https://doi.org/10.3389/fcimb.2015.00073 (2015).

	 44.	 Kasai, H. & Nishimura, S. Hydroxylation of deoxy guanosine at the C-8 position by polyphenols and aminophenols in the presence 
of hydrogen peroxide and ferric ion. Gan 75, 565–566 (1984).

	 45.	 Thomas, P. et al. Buccal micronucleus cytome assay. Nat. Protoc. 4, 825–837, https://doi.org/10.1038/nprot.2009.53 (2009).
	 46.	 Ozkul, Y., Donmez, H., Erenmemisoglu, A., Demirtas, H. & Imamoglu, N. Induction of micronuclei by smokeless tobacco on 

buccal mucosa cells of habitual users. Mutagenesis 12, 285–287 (1997).
	 47.	 Kashyap, B. & Reddy, P. S. Micronuclei assay of exfoliated oral buccal cells: means to assess the nuclear abnormalities in different 

diseases. J. Cancer Res. Ther. 8, 184–191, https://doi.org/10.4103/0973-1482.98968 (2012).
	 48.	 Gonzalez, J. E., Roch-Lefevre, S. H., Mandina, T., Garcia, O. & Roy, L. Induction of gamma-H2AX foci in human exfoliated buccal 

cells after in vitro exposure to ionising radiation. Int. J. Radiat. Biol. 86, 752–759, https://doi.org/10.3109/09553002.2010.484476 
(2010).

	 49.	 Siddiqui, M. S., Francois, M., Fenech, M. F. & Leifert, W. R. Gammah2ax responses in human buccal cells exposed to ionizing 
radiation. Cytometry A 87, 296–308, https://doi.org/10.1002/cyto.a.22607 (2015).

	 50.	 Humphrey, S. P. & Williamson, R. T. A review of saliva: normal composition, flow, and function. J. Prosthet. Dent. 85, 162–169, 
https://doi.org/10.1067/mpr.2001.113778 (2001).

	 51.	 Pernot, E., Cardis, E. & Badie, C. Usefulness of saliva samples for biomarker studies in radiation research. Cancer Epidemiol. 
Biomarkers Prev. 23, 2673–2680, https://doi.org/10.1158/1055-9965.EPI-14-0588 (2014).

	 52.	 Hassaneen, M. & Maron, J. L. Salivary Diagnostics in Pediatrics: Applicability, Translatability, and Limitations. Front. Public. Health 
5, 83, https://doi.org/10.3389/fpubh.2017.00083 (2017).

	 53.	 Farnaud, S. J., Kosti, O., Getting, S. J. & Renshaw, D. Saliva: physiology and diagnostic potential in health and disease. 
ScientificWorldJournal 10, 434–456, https://doi.org/10.1100/tsw.2010.38 (2010).

	 54.	 Moore, H. D. et al. The human salivary proteome is radiation responsive. Radiat. Res. 181, 521–530, https://doi.org/10.1667/
RR13586.1 (2014).

	 55.	 Belmans, N. et al. Method validation to assess in vivo cellular and subcellular changes in buccal mucosa cells and saliva following 
CBCT examinations. Dentomaxillofac Radiol, https://doi.org/10.1259/dmfr.20180428 (2019).

	 56.	 Stratis, A. et al. Two examples of indication specific radiation dose calculations in dental CBCT and Multidetector CT scanners. 
Phys. Med. 41, 71–77, https://doi.org/10.1016/j.ejmp.2017.03.027 (2017).

	 57.	 Stratis, A. et al. Development of a paediatric head voxel model database for dosimetric applications. Br. J. Radiol. 90, 20170051, 
https://doi.org/10.1259/bjr.20170051 (2017).

	 58.	 Kuefner, M. A., Brand, M., Engert, C., Schwab, S. A. & Uder, M. Radiation Induced DNA Double-Strand Breaks in Radiology. Rofo 
187, 872–878, https://doi.org/10.1055/s-0035-1553209 (2015).

	 59.	 Halm, B. M. et al. Gamma-H2AX foci are increased in lymphocytes in vivo in young children 1 h after very low-dose X-irradiation: 
a pilot study. Pediatr. Radiol. 44, 1310–1317, https://doi.org/10.1007/s00247-014-2983-3 (2014).

	 60.	 Shi, L. & Tashiro, S. Estimation of the effects of medical diagnostic radiation exposure based on DNA damage. J. Radiat. Res. 59, 
ii121–ii129, https://doi.org/10.1093/jrr/rry006 (2018).

	 61.	 Virag, P. et al. Low-dose radiations derived from cone-beam CT induce transient DNA damage and persistent inflammatory 
reactions in stem cells from deciduous teeth. Dentomaxillofac Radiol, 20170462, https://doi.org/10.1259/dmfr.20170462 (2018).

	 62.	 Preethi, N., Chikkanarasaiah, N. & Bethur, S. S. Genotoxic effects of X-rays in buccal mucosal cells in children subjected to dental 
radiographs. BDJ Open. 2, 16001, https://doi.org/10.1038/bdjopen.2016.1 (2016).

	 63.	 Agarwal, P. et al. Genotoxic and cytotoxic effects of X-ray on buccal epithelial cells following panoramic radiography: A pediatric 
study. J. Cytol. 32, 102–106, https://doi.org/10.4103/0970-9371.160559 (2015).

	 64.	 Angelieri, F., de Oliveira, G. R., Sannomiya, E. K. & Ribeiro, D. A. DNA damage and cellular death in oral mucosa cells of children 
who have undergone panoramic dental radiography. Pediatr. Radiol. 37, 561–565, https://doi.org/10.1007/s00247-007-0478-1 
(2007).

	 65.	 Ribeiro, D. A. Cytogenetic biomonitoring in oral mucosa cells following dental X-ray. Dentomaxillofac Radiol. 41, 181–184, https://
doi.org/10.1259/dmfr/14555883 (2012).

	 66.	 Carlin, V. et al. Biomonitoring of DNA damage and cytotoxicity in individuals exposed to cone beam computed tomography. 
Dentomaxillofac Radiol. 39, 295–299, https://doi.org/10.1259/dmfr/17573156 (2010).

	 67.	 Yoon, A. J. et al. Expression of activated checkpoint kinase 2 and histone 2AX in exfoliative oral cells after exposure to ionizing 
radiation. Radiat. Res. 171, 771–775, https://doi.org/10.1667/RR1560.1 (2009).

	 68.	 Horn, S., Barnard, S., Brady, D., Prise, K. M. & Rothkamm, K. Combined analysis of gamma-H2AX/53BP1 foci and caspase 
activation in lymphocyte subsets detects recent and more remote radiation exposures. Radiat. Res. 180, 603–609, https://doi.
org/10.1667/RR13342.1 (2013).

	 69.	 Gorbunova, V. & Seluanov, A. DNA double strand break repair, aging and the chromatin connection. Mutat. Res. 788, 2–6, https://
doi.org/10.1016/j.mrfmmm.2016.02.004 (2016).

	 70.	 Ramsey, M. J. et al. The effects of age and lifestyle factors on the accumulation of cytogenetic damage as measured by chromosome 
painting. Mutat. Res. 338, 95–106 (1995).

	 71.	 Khan, S., Khan, A. U. & Hasan, S. Genotoxic assessment of chlorhexidine mouthwash on exfoliated buccal epithelial cells in chronic 
gingivitis patients. J. Indian. Soc. Periodontol. 20, 584–591, https://doi.org/10.4103/jisp.jisp_9_17 (2016).

	 72.	 Cavalcante, D. N., Sposito, J. C., Crispim, B. D., Nascimento, A. V. & Grisolia, A. B. Genotoxic and mutagenic effects of passive 
smoking and urban air pollutants in buccal mucosa cells of children enrolled in public school. Toxicol. Mech. Methods 27, 346–351, 
https://doi.org/10.1080/15376516.2017.1288767 (2017).

	 73.	 Shafi, F. A. Micronucleus frequency in buccal cells of males exposed to air pollution in Kufa City. Al-Mustansiriyah J. Sci. 28, 43–47 
(2017).

	 74.	 Ribeiro, D. A., de Oliveira, G., de Castro, G. & Angelieri, F. Cytogenetic biomonitoring in patients exposed to dental X-rays: 
comparison between adults and children. Dentomaxillofac Radiol. 37, 404–407, https://doi.org/10.1259/dmfr/58548698 (2008).

	 75.	 Evans, M. D., Saparbaev, M. & Cooke, M. S. DNA repair and the origins of urinary oxidized 2′-deoxyribonucleosides. Mutagenesis 
25, 433–442, https://doi.org/10.1093/mutage/geq.031 (2010).

	 76.	 Goukassian, D. et al. Mechanisms and implications of the age-associated decrease in DNA repair capacity. FASEB J. 14, 1325–1334 
(2000).

	 77.	 Gorbunova, V., Seluanov, A., Mao, Z. & Hine, C. Changes in DNA repair during aging. Nucleic Acids Res. 35, 7466–7474, https://
doi.org/10.1093/nar/gkm756 (2007).

	 78.	 Haghdoost, S., Czene, S., Naslund, I., Skog, S. & Harms-Ringdahl, M. Extracellular 8-oxo-dG as a sensitive parameter for oxidative 
stress in vivo and in vitro. Free. Radic. Res. 39, 153–162, https://doi.org/10.1080/10715760500043132 (2005).

	 79.	 Dimova, E. G., Bryant, P. E. & Chankova, S. G. “Adaptive response” - Some underlying mechanisms and open questions. Genet. 
Mol. Biol. 31, 396–408, https://doi.org/10.1590/S1415-47572008000300002 (2008).

	 80.	 Haghdoost, S. et al. Can 8-oxo-dG be used as a predictor for individual radiosensitivity? Int. J. Radiat. Oncol. Biol. Phys. 50, 
405–410 (2001).

https://doi.org/10.1038/s41598-020-58746-5
https://doi.org/10.3389/fcimb.2015.00073
https://doi.org/10.1038/nprot.2009.53
https://doi.org/10.4103/0973-1482.98968
https://doi.org/10.3109/09553002.2010.484476
https://doi.org/10.1002/cyto.a.22607
https://doi.org/10.1067/mpr.2001.113778
https://doi.org/10.1158/1055-9965.EPI-14-0588
https://doi.org/10.3389/fpubh.2017.00083
https://doi.org/10.1100/tsw.2010.38
https://doi.org/10.1667/RR13586.1
https://doi.org/10.1667/RR13586.1
https://doi.org/10.1259/dmfr.20180428
https://doi.org/10.1016/j.ejmp.2017.03.027
https://doi.org/10.1259/bjr.20170051
https://doi.org/10.1055/s-0035-1553209
https://doi.org/10.1007/s00247-014-2983-3
https://doi.org/10.1093/jrr/rry006
https://doi.org/10.1259/dmfr.20170462
https://doi.org/10.1038/bdjopen.2016.1
https://doi.org/10.4103/0970-9371.160559
https://doi.org/10.1007/s00247-007-0478-1
https://doi.org/10.1259/dmfr/14555883
https://doi.org/10.1259/dmfr/14555883
https://doi.org/10.1259/dmfr/17573156
https://doi.org/10.1667/RR1560.1
https://doi.org/10.1667/RR13342.1
https://doi.org/10.1667/RR13342.1
https://doi.org/10.1016/j.mrfmmm.2016.02.004
https://doi.org/10.1016/j.mrfmmm.2016.02.004
https://doi.org/10.4103/jisp.jisp_9_17
https://doi.org/10.1080/15376516.2017.1288767
https://doi.org/10.1259/dmfr/58548698
https://doi.org/10.1093/mutage/geq.031
https://doi.org/10.1093/nar/gkm756
https://doi.org/10.1093/nar/gkm756
https://doi.org/10.1080/10715760500043132
https://doi.org/10.1590/S1415-47572008000300002


1 1Scientific Reports |         (2020) 10:2113  | https://doi.org/10.1038/s41598-020-58746-5

www.nature.com/scientificreportswww.nature.com/scientificreports/

	 81.	 Topic, A. et al. Gender-related reference intervals of urinary 8-oxo-7,8-dihydro-2′-deoxyguanosine determined by liquid 
chromatography-tandem mass spectrometry in Serbian population. Clin. Biochem. 46, 321–326, https://doi.org/10.1016/j.
clinbiochem.2012.12.008 (2013).

	 82.	 Kaneko, K. et al. Measurement of urinary 8-oxo-7,8-dihydro-2-deoxyguanosine in a novel point-of-care testing device to assess 
oxidative stress in children. Clin. Chim. Acta 413, 1822–1826, https://doi.org/10.1016/j.cca.2012.07.009 (2012).

	 83.	 Matosevic, P. et al. Immunohistochemical expression of 8-oxo-7,8-dihydro-2′-deoxyguanosine in cytoplasm of tumour and 
adjacent normal mucosa cells in patients with colorectal cancer. World J. Surg. Oncol. 13, 241, https://doi.org/10.1186/s12957-015-
0667-6 (2015).

	 84.	 Kander, M. C., Cui, Y. & Liu, Z. Gender difference in oxidative stress: a new look at the mechanisms for cardiovascular diseases. J. 
Cell Mol. Med. 21, 1024–1032, https://doi.org/10.1111/jcmm.13038 (2017).

	 85.	 Brunelli, E., Domanico, F., La Russa, D. & Pellegrino, D. Sex differences in oxidative stress biomarkers. Curr. Drug. Targets 15, 
811–815 (2014).

	 86.	 Sangsuwan, T. & Haghdoost, S. The nucleotide pool, a target for low-dose gamma-ray-induced oxidative stress. Radiat. Res. 170, 
776–783, https://doi.org/10.1667/RR1399.1 (2008).

	 87.	 Haghdoost, S., Sjolander, L., Czene, S. & Harms-Ringdahl, M. The nucleotide pool is a significant target for oxidative stress. Free. 
Radic. Biol. Med. 41, 620–626, https://doi.org/10.1016/j.freeradbiomed.2006.05.003 (2006).

	 88.	 Kamodyova, N., Tothova, L. & Celec, P. Salivary markers of oxidative stress and antioxidant status: influence of external factors. 
Dis. Markers 34, 313–321, https://doi.org/10.3233/DMA-130975 (2013).

	 89.	 Zhang, T. et al. Total Antioxidant Capacity and Total Oxidant Status in Saliva of Periodontitis Patients in Relation to Bacterial Load. 
Front. Cell Infect. Microbiol. 5, 97, https://doi.org/10.3389/fcimb.2015.00097 (2015).

	 90.	 Battino, M., Ferreiro, M. S., Gallardo, I., Newman, H. N. & Bullon, P. The antioxidant capacity of saliva. J. Clin. Periodontol. 29, 
189–194 (2002).

	 91.	 Moore, S., Calder, K. A., Miller, N. J. & Rice-Evans, C. A. Antioxidant activity of saliva and periodontal disease. Free. Radic. Res. 21, 
417–425 (1994).

	 92.	 Suma, H. R. et al. Estimation of salivary protein thiols and total antioxidant power of saliva in brain tumor patients. J. Cancer Res. 
Ther. 6, 278–281, https://doi.org/10.4103/0973-1482.73357 (2010).

	 93.	 Tang, F. R. & Loke, W. K. Molecular mechanisms of low dose ionizing radiation-induced hormesis, adaptive responses, 
radioresistance, bystander effects, and genomic instability. Int. J. Radiat. Biol. 91, 13–27, https://doi.org/10.3109/09553002.2014.9
37510 (2015).

	 94.	 Vieira Dias, J. et al. Gamma Low-Dose-Rate Ionizing Radiation Stimulates Adaptive Functional and Molecular Response in 
Human Aortic Endothelial Cells in a Threshold-, Dose-, and Dose Rate-Dependent Manner. Dose Response 16, 1559325818755238, 
https://doi.org/10.1177/1559325818755238 (2018).

	 95.	 Su, S. et al. Evidence for Adaptive Response in a Molecular Epidemiological Study of the Inhabitants of a High Background-
radiation Area of Yangjiang, China. Health Phys. 115, 227–234, https://doi.org/10.1097/HP.0000000000000860 (2018).

	 96.	 Schindelin, J. et al. Fiji: an open-source platform for biological-image analysis. Nat. Methods 9, 676–682, https://doi.org/10.1038/
nmeth.2019 (2012).

	 97.	 De Vos, W. H., Van Neste, L., Dieriks, B., Joss, G. H. & Van Oostveldt, P. High content image cytometry in the context of subnuclear 
organization. Cytometry A 77, 64–75, https://doi.org/10.1002/cyto.a.20807 (2010).

	 98.	 Munro, C. L., Grap, M. J., Jablonski, R. & Boyle, A. Oral health measurement in nursing research: state of the science. Biol. Res. 
Nurs. 8, 35–42, https://doi.org/10.1177/1099800406289343 (2006).

	 99.	 Shakeri Manesh, S. et al. MTH1, an 8-oxo-2′-deoxyguanosine triphosphatase, and MYH, a DNA glycosylase, cooperate to inhibit 
mutations induced by chronic exposure to oxidative stress of ionising radiation. Mutagenesis 32, 389–396, https://doi.org/10.1093/
mutage/gex003 (2017).

	100.	 R: A language and environment for statistic computing (R Foundation for Statistical Computing, 2019).
	101.	 Champely, S. pwr: Basic Functions for Power Analysis. (2018).
	102.	 wp.rmanova: Statistical Power Analysis for Repeated Measures ANOVA (2019).
	103.	 Stratis, A. et al. Development of a paediatric head voxel model database for dosimetric applications. Brit. J. Radiol. 90, doi:ARTN 

2017005110.1259/bjr.20170051 (2017).

Acknowledgements
The authors like to thank all patients (and their parents) for their willingness to contribute to this study. They also 
like to express their gratitude towards the hospital staff, especially Christelle Lefevre and the CRB facility (Dr. 
Sarah Tubiana, HUPNVS – APHP, France) for their indispensable help with the sample collection. The DIMITRA 
project has received funding from the European Atomic Energy Community’s Seventh Framework Programme 
FP7/2007–2011 under grant agreement no 604984 (OPERRA: Open Project for the European Radiation Research 
Area). The DIMITRA Research Group that contributed to this paper consists of N. Belmans, M. Moreels, S. 
Baatout, B. Salmon, A.C. Oenning, C. Chaussain, C. Lefevre, M. Hedesiu, P. Virag, M. Baciut, M. Marcu, O. 
Almasan, R. Roman, A. Porumb, C. Dinu, H. Rotaru, C. Ratiu, O. Lucaciu, B. Crisan, S. Bran, G. Baciut, R. 
Jacobs, H. Bosmans, R. Bogaerts, C. Politis, A. Stratis, R. Pauwels, K. de F. Vasconcelos, L. Nicolielo, G. Zhang, E. 
Tijskens, M. Vranckx, A. Ockerman, E. Claerhout, E. Embrechts.

Author contributions
Niels Belmans- Priniciple author of the paper. Conducted all experiments and analyses described in this 
manuscript. Liese Gilles- Aided NB in performing experiments and analyses described in the manuscript. 
Critically reviewed the manuscript. Randy Vermeesen- Aided NB in performing experiments described in 
the manuscript. Critically reviewed the manuscript. Piroska Virag, Mihaela Hedesiu and Benjamin Salmon- 
Contributed to design of the experiments, revised the manuscript and approved its publication. Sarah Baatout- 
Contributed to the conception of the study and to revision the manuscript and approved its publication. Stéphane 
Lucas- University co-director of NB. Critically revised the manuscript and approved its publication. Reinhilde 
Jacobs- Contributed to the conception and design of the experiments. Lead of the DIMITRA study. Critically 
revised the manuscript and approved its publication. Ivo Lambrichts- University director of NB. Critically 
revised the manuscript and approved its publication. Marjan Moreels- Aided NB in performing analyses and 
the interpretation thereof. Contributed to the conception and design of the experiments. Responsible of the 
experiments that were performed. Critically revised the manuscript and approved its publication.

https://doi.org/10.1038/s41598-020-58746-5
https://doi.org/10.1016/j.clinbiochem.2012.12.008
https://doi.org/10.1016/j.clinbiochem.2012.12.008
https://doi.org/10.1016/j.cca.2012.07.009
https://doi.org/10.1186/s12957-015-0667-6
https://doi.org/10.1186/s12957-015-0667-6
https://doi.org/10.1111/jcmm.13038
https://doi.org/10.1667/RR1399.1
https://doi.org/10.1016/j.freeradbiomed.2006.05.003
https://doi.org/10.3233/DMA-130975
https://doi.org/10.3389/fcimb.2015.00097
https://doi.org/10.4103/0973-1482.73357
https://doi.org/10.3109/09553002.2014.937510
https://doi.org/10.3109/09553002.2014.937510
https://doi.org/10.1177/1559325818755238
https://doi.org/10.1097/HP.0000000000000860
https://doi.org/10.1038/nmeth.2019
https://doi.org/10.1038/nmeth.2019
https://doi.org/10.1002/cyto.a.20807
https://doi.org/10.1177/1099800406289343
https://doi.org/10.1093/mutage/gex003
https://doi.org/10.1093/mutage/gex003


1 2Scientific Reports |         (2020) 10:2113  | https://doi.org/10.1038/s41598-020-58746-5

www.nature.com/scientificreportswww.nature.com/scientificreports/

Competing interests
The authors declare no competing interests.

Additional information
Supplementary information is available for this paper at https://doi.org/10.1038/s41598-020-58746-5.
Correspondence and requests for materials should be addressed to M.M.
Reprints and permissions information is available at www.nature.com/reprints.
Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2020

https://doi.org/10.1038/s41598-020-58746-5
https://doi.org/10.1038/s41598-020-58746-5
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/


13Scientific Reports |         (2020) 10:2113  | https://doi.org/10.1038/s41598-020-58746-5

www.nature.com/scientificreportswww.nature.com/scientificreports/

Consortia

DIMITRA Research Group
A. C. Oenning5, C. Chaussain5, C. Lefevre5, M. Baciut4, M. Marcu4, O. Almasan4, R. Roman4, I. 
Barbur4, C. Dinu4, H. Rotaru4, L. Hurubeanu4, V. Istouan4, O. Lucaciu4, D. Leucuta4, B. Crisan4, 
L. Bogdan4, C. Candea4, S. Bran4, G. Baciut4, H. Bosmans7, R. Bogaerts7, C. Politis7, A. Stratis7, 
R. Pauwels7, K. de F. Vasconcelos7, L. Nicolielo7, G. Zhang7, E. Tijskens7, M. Vranckx7, A. 
Ockerman7, E. Claerhout7 & E. Embrechts7

https://doi.org/10.1038/s41598-020-58746-5

	Quantification of DNA Double Strand Breaks and Oxidation Response in Children and Adults Undergoing Dental CBCT Scan

	Uncertainties concerning low dose ionizing radiation exposure and medical imaging. 
	Results

	Patients and dose exposure. 
	Power analysis. 
	DNA double strand break detection in exfoliated buccal mucosal cells before and after CBCT examination. 
	8-oxo-dG levels in saliva samples. 
	Total antioxidant capacity in saliva samples. 

	Discussion

	Materials and Methods

	EU OPERRA - DIMITRA study. 
	Patient selection. 
	Informed consent. 
	Buccal mucosal cell collection and immunocytological staining. 
	Saliva collection. 
	8-oxo-dG enzyme-linked immunosorbent assay. 
	Total antioxidant capacity determination. 
	Statistics. 
	Power analysis. 

	Acknowledgements

	Figure 1 No DNA double strand breaks (DSBs) are induced in buccal mucosal cells (BMCs) after cone beam computed tomography (CBCT) examination, neither in children nor in adults.
	Figure 2 Excretion of 8-oxo-7,8-dihydro-2′-deoxyguanosine (8-oxo-dG) into saliva is increased after cone beam computed tomography (CBCT) examination in children but not in adults.
	Figure 3 No dose response in 8-oxo-dG excretion in saliva 30 minutes after cone beam computed tomography in children.
	Figure 4 Ferric reducing antioxidant power (FRAP) values increase in saliva samples from children after cone beam computed tomography (CBCT) examination, while decreasing in saliva samples from adults.
	Table 1 Comparison between boys and girls for 8-oxo-dG excretion before and after cone beam computed tomography (CBCT) examination.
	Table 2 Comparison between boys and girls FRAP values before and after cone beam computed tomography (CBCT) examination.




