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Abstract: Probiotics’ ability to integrate into dental biofilms is not yet clarified. The aim of this trial
was to detect probiotic bacteria from probiotic products in dental biofilm and saliva during and
after intake. In this parallel, randomized clinical trial, 39 subjects wore customized appliances to
build up intra-oral biofilms (72-h periods). The trial was divided into screening (S) to determine
baseline biofilm flora, intervention (I), and wash out (WO). During I (28 days), subjects consumed
a product containing (a) Enterococcus faecalis (b) Lactobacillus casei, or (c) Lactobacillus rhamnosus GG.
Probiotic bacteria and Streptococci spp. were detected in the biofilms and saliva of the 35 subjects
that were included in the analysis. During I and WO, the ratio of probiotics in the biofilm was
very low compared to total bacterial load, while saliva had slightly but not significantly higher
values. No significant changes of probiotic bacteria (p > 0.05) were found at any visit during I or WO.
The proportion of streptococci was significantly reduced (p < 0.05) during I and even lower in WO,
compared to S. Probiotic bacteria could neither integrate nor persist in dental biofilm and saliva but
did influence the growth of streptococci in biofilm and saliva.
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1. Introduction

The global probiotics market size was valued at 48.88 billion USD in 2019 and is projected to reach
USD 94.48 billion USD by 2027, exhibiting a compound annual growth rate (CAGR) of 7.9% during the
forecast period [1].

While probiotics have been praised for having a positive influence on the immune system and
regarding some gut-related diseases [2,3], most health claims are still unsupported and systematic
reviews reached no definite conclusions about their significant effects [4–7]. This is mostly due to the
heterogeneity of yeasts, products, doses, and vehicles. The underlying mechanisms are seen in the
competition with other yeasts, the interaction with virulence factors of other pathogens, the provision
of nutrients and cofactors, and the stimulation of the host’s immune response.

Meanwhile, probiotics have also been scientifically evaluated according to their effect on oral
health [8–12] because the oral cavity presents conditions similar to the gastrointestinal system regarding
the high diversity of the microbiota and exposure to food components.
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As to microbiome research in general, most research so far has focused on the gut microbiome [13],
but recently the oral microbiome and its implication in oral [14] and systemic diseases [15] have
been the subject of investigation. The oral microbiome is a highly dynamic community undergoing
multiple changes in composition during childhood, with a more stable microbiota in adults. Dysbiosis
characterized by overgrowth, e.g., by periopathogenic species, is seen as the cause of periodontal
diseases like gingivitis and periodontitis, a chronic inflammation of the tooth-supporting structures with
progressive alveolar bone loss [16]. Many studies have found clinical and inflammatory relationships
between chronic periodontitis and other chronic metabolic, inflammatory, and vascular disease such
as diabetes, cardiovascular diseases, chronic obstruction pulmonary disease (COPD), and metabolic
syndrome and obesity [17–20]. Regarding caries, a further frequent oral disease, the total oral biofilm
and especially oral streptococci play an important role as etiological agents [21].

Since dental diseases, especially periodontal diseases, are a major challenge to the immune system
and general health [22], antipathogenic strategies are important pillars of prevention. Several agents,
including antiseptics and antibiotics, have proven their preventive and therapeutic efficacy [23,24].
While studies have examined the effects of probiotic bacteria on salivary microbiota, gingivitis,
and periodontitis [8,9,12,25], the underlying (explanatory) mechanisms of probiotic bacteria, such as
their ability to integrate into dental biofilms resulting in displacement of other oral cavity bacteria,
remain postulations and have only been shown in vitro [26–28]. So far, the few clinical studies on
microbiological implication have only examined 10 subjects or less, were only of 14 days duration or
applied probiotic bacteria only outside the mouth and only on glass slabs [29,30]. Thus, the aim of this
randomized, three-armed clinical trial was to detect probiotic bacteria from probiotic products in in situ
dental biofilms and saliva during and after 28 days of intake. The fate of the probiotics, as well as the
proportion of oral streptococci, the major causative agents of caries, were examined in the supragingival
biofilm and saliva using fluorescent in situ hybridization (FISH) and the culture technique.

2. Materials and Methods

2.1. Sample Size Calculation

Assuming α = 0.05, β = 0.2 and an effect size of 0.9, the paired Wilcoxon signed rank test
(two-tailed) required a sample size of 13 (GPower 3.1.9.7).

2.2. Study Design and Population

The observer-blind, parallel, randomized clinical trial took place at the Department of
Periodontology and Peri-Implant Diseases of the Philipps-University, Marburg, Germany. It was
approved by the Medical Ethics Committee of Philipps University (no. 44/11) and conducted in
accordance with the ICH, Good Clinical Practice guidelines, and the Declaration of Helsinki (1964).
The clinical trial was registered as ‘DRKS 00017822’. Sixty potential participants took part in an initial
screening visit to assess their eligibility; the main inclusion criterion was a DMFT (number of decayed,
missing, and/or filled teeth) of 0–5, corresponding to low caries experience. Patients had to be over
18 years of age, in good health, without any allergies to the products used in the study and had to be
non-smokers (less than five cigarettes per day). They received participant information and signed an
informed consent form. Exclusion criteria were any systemic diseases, smoking, untreated periodontal
disease with signs of destructive periodontitis or inflammatory symptoms, caries, systemic antibiotic
therapy within the last 6 months, a history of probiotic intake, or pregnancy. Furthermore, the use of
any of the following drugs within the last 6 months: oral, intravenous, intramuscular, nasal or inhaled
corticosteroids, and/or a history of viral infection (i.e., HBV, HCV, HIV) was excluded. In the end,
39 participants (aged 18–32 years) were included. A flow chart of the study is presented in Figure 1.



Antibiotics 2020, 9, 803 3 of 16

Antibiotics 2020, 9, x FOR PEER REVIEW 3 of 16 

HIV) was excluded. In the end, 39 participants (aged 18–32 years) were included. A flow chart of the 

study is presented in Figure 1. 

 

Figure 1. Flow chart of the study. 

2.3. Grow-up of In Situ Biofilms 

All volunteers received individually customized acrylic appliances for the upper jaw into which 

six plasma sterilized bovine enamel discs (diameter 3 mm, height 2 mm) were inserted. The three 

discs on each side were positioned towards the interdental area of two teeth in order to generate and 

mimic approximal biofilms (for details see [31] and Figure 1). A total of 1872 enamel discs were 

prepared for the eight wearing cycles. The appliances had to be worn continuously for 72 h (3 days) 

except during eating and oral hygiene measures (twice daily for 2 min each, using only an allocated 

toothpaste and toothbrush), during which the appliances were put into a dish filled with tap water. 

2.4. Study Course and Products 

The study was organized into a screening period (S), intervention period (I), and wash out 

period (WO). The screening period (S) consisted of three weekly visits (V1–V3), to determine the 

baseline biofilm and salivary flora. After S, the subjects were randomly allocated to the three different 

Figure 1. Flow chart of the study.

2.3. Grow-up of In Situ Biofilms

All volunteers received individually customized acrylic appliances for the upper jaw into which
six plasma sterilized bovine enamel discs (diameter 3 mm, height 2 mm) were inserted. The three discs
on each side were positioned towards the interdental area of two teeth in order to generate and mimic
approximal biofilms (for details see [31] and Figure 1). A total of 1872 enamel discs were prepared for
the eight wearing cycles. The appliances had to be worn continuously for 72 h (3 days) except during
eating and oral hygiene measures (twice daily for 2 min each, using only an allocated toothpaste and
toothbrush), during which the appliances were put into a dish filled with tap water.
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2.4. Study Course and Products

The study was organized into a screening period (S), intervention period (I), and wash out
period (WO). The screening period (S) consisted of three weekly visits (V1–V3), to determine the
baseline biofilm and salivary flora. After S, the subjects were randomly allocated to the three different
treatments (n = 13 each), according to a random allocation table and numbers assigned by the order
of their attendance for the initial treatment phase. While the investigator and statistician were
blinded, the participants were aware of the product since blinding of the products was not possible.
The participants received the allocated product from a laboratory assistant not otherwise involved
in the study. The randomization code was kept in a sealed envelope and was disclosed after all
examinations and statistical analyses had been finished.

The intervention period (I) comprised two visits (V4: 72 h after beginning of intake, V5: after
14 days + 72 h of intake). During the 28 days of intervention, subjects had to consume one of the
following products:

• Treatment 1: Enterococcus faecalis (SYM), Symbioflor 1 (SymbioPharm GmbH, Herborn, Germany);
30 drops, three times daily (=5 × 50 mL bottles);

• Treatment 2: Lactobacillus casei DN-114 001 (ACT), Actimel Classic (Danone GmbH, Munich,
Germany); once daily, before lunch (=28 bottles during intervention);

• Treatment 3: Lactobacillus rhamnosus GG (INF); InfectoDiarrstop (InfectoPharm GmbH,
Heppenheim, Germany), twice daily (morning and evening), diluted in water (=56 sachets).

All products were used or prepared according to the manufacturer’s instructions but had to be
rinsed in the mouth for 2 min before swallowing, to allow a prolonged period of contact with the
oral microbiota.

The wash out period (WO) consisted of three visits (V6–V8); the appliances were again worn
directly after the last intake, after 14 and after 28 days, for 72 h each.

When the volunteers delivered their appliance at each visit, a 5 mL unstimulated saliva sample
was collected in a centrifugation tube (Nunc IVF; ORIGIO GmbH, Berlin, Germany) and centrifuged
with g = 1431 for 5 min (Labofuge 300, Kendro Laboratory Products GmbH, Langenselbold, Germany).
Sampling of unstimulated saliva was chosen since oral microbiome analysis from unstimulated saliva
performs equally to stimulated saliva or mouthwash rinse [32,33]. Supernatant was frozen immediately
and stored at −80 ◦C in reduced transport fluid (RTF) [21]. The biofilm-covered enamel specimens
were removed from the splints and processed for further analysis.

2.5. Fluorescence In Situ Hybridization (FISH)

The different probiotic bacteria, total oral streptococci, Streptococcus mutans and Streptococcus
sobrinus were detected and their percentage compared to eubacteria, in biofilm and saliva,
were calculated using the following specific gene probes, each on one enamel disc per subject.

• EUB 338 (5′-GCTGCCTCCGTAGGAGT-3′) for eubacteria (total count of all bacteria, [34]);
• LGC358a (5′-CCA TTG TGG AAG ATT CCC T-3′) for Lactobacillus spp. [35];
• Efs 129 (5′-CCCTCTGATGGGTAGGTT-3′) for Enterococcus faecalis [36];
• STR 405 (5′-TAG CCG TCC CTT TCT GGT-3′) for Streptococcus spp. [37];
• MUT590 (5′ ACT CCA GAC TTT CCT GAC-3′) for S. mutans [37,38];
• L-Ssob440-2 (5′ CAC ACG TTC TTC CCC TAC-3′) for S. sobrinus [35].

Briefly, the biofilms and saliva samples were fixed in 4% paraformaldehyde in phosphate-buffered
saline (PBS, 1.7 mM KH2PO4—5mM Na2HPO4 with 0.15 M sodium chloride, pH 7.2) for 12 h at 4 ◦C.
In order to minimize cell loss during the following hybridization and washing steps, the saliva samples
were coated with agarose and spotted onto microscope slides (Erie Scientific Company, Portsmouth,
NH, USA). Samples were further processed using FISH, as has been described in detail elsewhere [39].
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2.6. CLSM Analysis

The labelled biofilms were visualized in a chambered cover glass (µ Slide 8 well; ibidi GmbH,
Munich, Germany) with confocal laser scanning microscopy (Leica TCS SP2 AOBS, Mannheim,
Germany) using a 63×water immersion objective (HCX PL APO lbd.BL 63.0 × 1.2W, Leica, Mannheim,
Germany). The areas measured were from three representative locations on the biofilm and averaged
for statistical analysis. The quantification of the different microbial targets within the biofilm (in %) and
the measurement of biofilm thickness (BT in µm) were carried out as has previously been described [40].

2.7. Confirmation of Probiotic Bacteria by Culture Technique, MALDI-TOF and DNA Fingerprinting

In order to cultivate and identify the different probiotic bacteria E. faecalis, L. casei DN-114 001,
and L. rhamnosus GG in the products, serial dilutions were incubated, and isolates analyzed and
identified using MALDI-TOF-MS or the VITEK®2 microbial identification system and 16S rDNA
gene sequencing. For details see [41]. To confirm the origin of the probiotic bacteria in the subjects’
biofilms and saliva from probiotic products supplied, pulsed-field gel electrophoresis (PFGE) was
performed as described by Matushek et al. [42] and Klare et al. [43] with modifications as described by
Al-Ahmad et al. [44]. The control strain Staphylococcus aureus NCTC 8325 was used as a molecular size
standard for normalization.

2.8. Statistical Analysis

All parameters were analyzed for groups SYM, INF, ACT. The statistical analysis was conducted
by C.H. using SAS. The intra group differences compared to screening were tested using the two-sided
Wilcoxon signed rank test for paired samples (significance level α = 0.05). No multiple comparison
adjustments were made.

3. Results

Of the 39 subjects, 35 (mean age 23.66 ± 3.44) completed all visits; in Group INF n = 12 (8 female,
4 male; age 23.17 ± 2.21), in group ACT n = 12 (4 female, 8 male; age 24.17 ± 4.61), group SYM n = 11
(6 female, 5 male: age 23.64 ± 3.29). One subject in the SYM group did not want to continue intake,
three participants (one in each group) stated that they had underestimated the effort.

3.1. Detection and Percentage of Probiotic Bacteria by Multiplex FISH in Biofilm

Figure 2a shows the percentage of probiotic bacteria (Lactobacillus spp. for treatments 1 and
2, treatment 3: E. faecalis) during screening (V1–V3; blue bars), during intake (V4, V5; green bars),
and during wash out (V6–V8; red bars). The proportion of Lactobacillus spp. throughout the biofilm
(see also CLSM images in Figure 3) was low for INF and ACT, with percentages not exceeding 2%.
To compare the treatment products with the baseline, the screening visits (V1–V3) were averaged since
they did not differ significantly (p > 0.05; Table 1). The I and WO percentages did not differ significantly
within any of the treatment products compared to the baseline (p > 0.05). There were no significant
differences between the three treatment groups (p > 0.05).
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Figure 3. Percentage of all Streptococcus spp. (a), Streptococcus sobrinus (b), and Streptococcus mutans (c)
in 72-h dental biofilm. ◦: Outliers with values between 1.5 and 3 times the interquartile range (IQR)
above the 75%-quantile (Q3) (Q3 + 1.5 × IQR ≤ value ≤ Q3 + 3 × IQR); *: Extremes with values more
than 3 times the IQR higher than Q3 (value > Q3 + 3 × IQR).
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Table 1. Statistical analysis (p-value) of all parameters, comparing visits with screening period in the
different groups.

Parameter (in Comparison to Screening) SYM INF ACT

Biofilm

% PB V4 0.477; n.s. 0.754; n.s. 0.347; n.s.
% PB V5 0.241; n.s. 0.286; n.s. 0.155; n.s.
% PB V6 0.477; n.s. 0.209; n.s. 0.286; n.s.
% PB V7 0.594; n.s. 0.530; n.s. 0.110; n.s.
% PB V8 0.959; n.s. 0.308; n.s. 0.239; n.s.

Saliva

% PB V4 0.328; n.s. 0.433; n.s. 0.182; n.s.
% PB V5 0.534; n.s. 0.388; n.s. 0.091; n.s.
% PB V6 0.790; n.s. 0.272; n.s. 0.034; *
% PB V7 0.790; n.s. 0.010; ** 0.003; **
% PB V8 0.142; n.s. 0.002; ** 0.003; **

Biofilm

% Streptococcus spp. V4 0.028; * 0.003; ** 0.091; n.s.
% Streptococcus spp. V5 0.008; ** 0.002; ** 0.328; n.s.
% Streptococcus spp. V6 0.008; ** 0.002; ** 0.010; **
% Streptococcus spp. V7 0.011; * 0.005; ** 0.003; **
% Streptococcus spp. V8 0.012; * 0.003; ** 0.007; **

% S. mutans V4 0.028; * 0.754; n.s. 0.657; n.s.
% S. mutans V5 0.021; ** 0.099; n.s. 0.286; n.s.
% S. mutans V6 0.038; * 0.099; n.s. 0.424; n.s.
% S. mutans V7 0.260; n.s. 0.114; n.s. 1.000; n.s.
% S. mutans V8 0.327; n.s. 0.110; n.s. 0.838; n.s.

% S. sobrinus V4 0.333; n.s. 0.008; **. 0.182; n.s.
% S. sobrinus V5 0.260; n.s. 0.695; n.s. 0.824; n.s.
% S. sobrinus V6 0.123; n.s. 0.583; n.s. 0.959; n.s.
% S. sobrinus V7 0.260; n.s. 0.114; n.s. 0.213; n.s.
% S. sobrinus V8 0.036; * 0.477; n.s. 0.314; n.s.

BT (in µm) V4 0.047; * 0.092; n.s. 0.575; n.s.
BT (in µm) V5 0.015; * 0.505; n.s. 0.131; n.s.
BT (in µm) V6 0.021; * 0.814; n.s. 1.000; n.s.
BT (in µm) V7 0.086; n.s. 0.959; n.s. 0.062; n.s.
BT (in µm) V8 0.401; n.s. 0.110; n.s. 0.374; n.s.

n.s.: non significant; *: p ≤ 0.05; **: p ≤ 0.01.

3.2. Detection and Percentage of Probiotic Bacteria by Multiplex FISH in Saliva

Saliva (Figure 2b) showed somewhat higher percentages of bacteria than biofilm (Figure 2a).
Lactobacillus spp. were found at values of up to 4.5% (with the exception of V3 in ACT: 6.5%). While for
the SYM group, no differences could be found between any of the visits (V4–V8) compared to baseline
screening (p > 0.05), the ACT group revealed significant reductions in lactobacilli counts during visits
6, 7, and 8 (p = 0.034, 0.003, 0.003) and the INF group during visits 7 and 8 (p = 0.10, 0.002). Proof of
the bacteria’s conformity during screening showed no match to the bacteria supplied. No significant
differences could be found when the different groups were compared (p > 0.05).

3.3. Detection and Percentage of Streptococci by Multiplex FISH in Biofilm

The percentage share of Streptococcus spp., S. mutans and S. sobrinus in biofilm for all visits and
all treatment groups is presented in Figure 3. Representative CLSM images for Streptococcus spp. are
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depicted in Figure 4. While SYM and INF groups showed significantly lower shares of Streptococcus
spp. in all visits (V4–V8) compared to screening (p-values SYM V4:0.028, V5:0.008, V6:0.008, V7:0.011,
V8:0.012; INF V4:0.003, V5:0.002, V6:0.002, V7:0.005, V8:0.003), reductions in ACT group were only
significant for V6 (p = 0.01), V7 (p = 0.003), and V8 (p = 0.007) (Table 1). No significant reductions in
S. mutans were found with the exception of the SYM group in V4 (p = 0.028), V5 (0.021), and V6 (0.038).
S. sobrinus was not significantly reduced during these periods, with the only exception being V4 of the
INF group (p = 0.008).
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Figure 4. Confocal laser scanning microscopic (CLSM) images from different sections of in situ oral
biofilm after the application of fluorescent in situ hybridization with different specific probes. (A) Green,
eubacteria-specific; (B) Streptococcus spp.-specific probe; (C) Z-section galleries of representative CLSM
images depicting a 3-day old biofilm hybridized with eubacteria-specific (green) and Lactobacillus
spp.-specific probe (red).

3.4. Culture Technique and DNA Fingerprinting

The culture technique used with MALDI-TOF and DNA fingerprinting with PFGE showed that
most subjects’ biofilm and saliva did not include the original strain supplied during the different
phases (S, I, WO) (Table 2, Figure 5).
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Table 2. Detected putative probiotic bacteria in biofilm and saliva samples in the different phase.

Lactobacillus casei Lactobacillus rhamnosus Enterococcus faecalis

Participant # Range/BES * Participant # Range/BES * Participant # Range/BES *

Screening (S) /Biofilm 1 10–500 2 10–40
Ingestion (I)/Biofilm 6 20–700 3 10–100

Wash out (WO)/Biofilm 2 500 2 20–100 1 2 × 103

Screening (S)/Saliva 2 200–104 3 40–1000 1 10
Ingestion (I)/Saliva 4 200–105 7 100–104

Wash out (WO)/Saliva 5 30–2.2 × 103 4 20–2000

(#: number; * BES: bovine enamel slab).
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Figure 5. Pulsed-field gel electrophoresis (PFGE) patterns of E. faecalis, L. casei, and L. rhamnosus strains
isolated from the supragingival biofilm of the different subjects. Red letters show the strains that were
isolated from volunteers and genetically identical to the probiotic product strain. SYM strain: Lane
A, ACT strain: Lane B, IINF strain: Lane H. Lane R above the PFGE indicates the reference strain
Staphylococcus aureus NCTC 8325.

An oral E. faecalis isolate was only detected in one subject, in low proportion in WO; this was
revealed to be identical with the strain isolated from SYM. L. rhamnosus was detected in low
concentrations in two subjects during S, in three subjects during I, and in two subjects during
WO. However, only two L. rhamnosus isolates found during I and two during WO were confirmed
to be similar to those supplied in INF. A few colonies of L. casei were found in one subject’s biofilm
during S, for six subjects in I, and two subjects in WO. L. casei isolates from four subjects during I and
two subjects during WO were revealed to be similar to those of ACT. All species were detected in most
of the volunteers, at a low proportion of 10–103 CFU/BES (bovine enamel slab).

L. casei, L. rhamnosus, and E. faecalis were also isolated in the saliva samples (Table 2).
The concentration of L. casei in saliva was in the range of 30–105 CFU/mL, whereas L. rhamnosus was
detected at a concentration of 20–104 CFU/mL. Only a few colonies of E. faecalis were revealed in saliva
of one volunteer in S. L. casei was detected in two subjects’ saliva samples during S, four volunteers
during I, and five subjects during WO. Only the L. casei isolates from three volunteers’ samples and
only those collected during I, were similar to those isolated from ACT. L. rhamnosus was isolated from
three volunteers’ saliva samples during S, seven subjects during I, and four during WO. The PFGE
revealed similarity between the isolated L. rhamnosus from two subjects during I and the original
strain isolated from INF, whereas such confirmation was only shown in two volunteers’ saliva samples
during WO. E. faecalis was only detected in one subject during S but was not confirmed by PFGE.
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Thus, when any lactobacilli or E. faecalis strains were found at all in FISH from I or WO, in biofilm
or saliva, they were not derived from the products being tested, or were in negligible amounts,
which supported the FISH conclusion (no significant increase due to intake).

3.5. Biofilm Thickness (in µm)

Mean thickness of the 3 day-old biofilms ranged between 11.00 (±3.04) and 20.85 (±7.71) µm in
all treatments groups (Table 3) and did not change significantly between phases or treatment groups
(p > 0.05).

Table 3. Biofilm thickness (BT in µm; mean ± SD).

SYM INF ACT

Screening (V1–V3) 15.59 ± 5.41 15.54 ± 5.50 14.10 ± 4.54
Intake (V4) 11.00 ± 3.04 12.45 ± 3.34 13.03 ± 4.04
Intake (V5) 11.85 ± 5.44 14.89 ± 5.71 12.09 ± 5.42

Wash-out (V6) 11.18 ± 2.40 15.22 ± 6.57 13.82 ± 5.56
Wash-out (V7) 12.93 ± 5.05 15.93 ± 5.16 19.27 ± 6.77
Wash-out (V8) 16.75 ± 4.40 20.85 ± 7.71 18.76 ± 11.85

4. Discussion

The hypothesis that probiotic bacteria are significantly raised during and after intake in biofilm
and saliva was rejected, while the hypothesis that the number of Streptococcus spp. are significantly
reduced during and after intake could be confirmed for SYM and INF. For ACT, Streptococcus spp.
numbers were only significantly reduced after intake (WO).

A combination of two microbiological methods was applied to detect probiotic bacteria in biofilm
and saliva. Due to the possibility of a diverse source of similar bacterial species, e.g., from food,
the culture technique was still required in order to characterize and compare the strains isolated with
the original strains cultivated from the probiotic products themselves by using PFGE [44]. The use of
FISH in combination with confocal laser scanning microscopy allows for the integration of different
probiotics within the biofilm to be explored in situ without its destruction [39,40]. Microbiome analysis
using next-generation sequencing would have been beneficial for examining total variations in the oral
microbiota; however, a specific examination of the probiotic bacteria—as in the present study—cannot
be achieved.

In contrast to some in vitro or laboratory based studies, the present clinical study could not detect
an increase of probiotic bacteria in dental biofilm even when supplied daily.

The clinical demonstration of the inability of probiotic bacteria to integrate into dental biofilm and
saliva, either during or after 1 month of intake, confirms former statements (e.g., [12]) that probiotic
bacteria cannot change adults’ residual oral microflora beyond the supply period. Teughels et al. [12]
even recommend antibiotic therapy before probiotic supply, to improve their establishment in the
microflora. This was not the case in the present study, which mimicked the normal situation when
using commercially available probiotic preparations.

Lodi et al. [29] examined in a combined in vitro/in situ study the influence of two probiotic,
fermented milk products, Batavito (B) and Yakult (Y), on biofilms, saliva microflora, and enamel.
Ten subjects wore intraoral splints with enamel slabs for 14 days (on the palatal site) and either a 20%
sugar solution or one of the probiotic products was applied eight times daily for 5 min outside the
mouth and then the splints were worn again. After 7 days of wash out time, the other product was
used (cross-over design). The biofilms were analyzed using classical cultivation on agar plates. Saliva
was collected in a further experiment in which volunteers had to drink 80 g of one of the milk products.
The authors could not detect any significant reduction in the total bacterial load (TBL) when comparing
the probiotic to sugar application. The S. mutans, lactobacilli, and EPS (extracellular polysaccharides)
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concentration was similar in all the groups. Only in saliva was a significant reduction of TBL compared
to the baseline seen, for B but not for Y.

An additional study using (similar to the present) a combination of CLSM and FISH analyzed
a time series of samples from 6 to 72 h in two individuals and six participants that wore similar
appliances (with glass slabs) for 48 and 72 h [30]. The individuals had to apply 5 mL of a probiotic milk
product eight times a day (Cultura Dofilus® naturell) on each side of the top of the integrated glass
slabs. This short-term study used varying time points in their individuals, an extraoral application of
the probiotics, no enamel slabs, and thus no strict study protocol as in the present study; therefore,
no statistically supported statement was possible. However, they also could not detect any of three
probiotic bacteria contained in the product in their in situ biofilms. In their saliva samples (although
not strictly in all volunteers) probiotic bacteria were sporadically recorded.

The present study was also unable to detect significant differences between the I and WO periods,
suggesting that these probiotic bacteria have no adherence or coaggregation properties in the oral
cavity. Taking a mean salivary flow rate of 1 mL min−1 of the volunteers into consideration, a retention
of probiotic bacteria would only be possible if they could adhere to hard tissues or could coaggregate
with other supragingival biofilm microorganisms. So far, a coaggregation of Lactobacillus salivarius with
oral streptococci could only be proven in few in vitro studies [28,45]. However, adherence properties
of lactobacilli are currently highly discussed. Stamatova et al. [46] revealed high variations in the
ability of different yoghurt starter lactobacilli to adhere to saliva-coated surfaces. In this context,
the tongue, with its distinct surface characteristics (fissures, crypts, papillae, saliva), could also be
prone to the colonization, growth, and proliferation of microbiota [47]. It is a highly populated niche
which has a significant impact on the colonization of other regions in the oral cavity [48] and could be
a noninvasive biomarker for oral and systemic health [49]. Since it could be expected that colonization
of the tongue by probiotics may have an impact on the microbiota and the health of the oral cavity,
the fate of probiotics within tongue coatings should be considered in future clinical studies.

In dentistry, such properties of probiotic bacteria could be both a blessing and a curse: many studies
have shown changes in different cariological aspects after the supply of probiotic products, for example,
in rats [50], in children [51,52], and in vitro (partly with human isolates; [10,11,27,29]). In their review,
Gruner et al. [8] concluded that there was insufficient evidence for recommending probiotics for
managing dental caries and refer to only short-term studies or parameters with limited value for the
caries process (such as TBL, instead of caries incidence). Schwendicke et al. [10] highlight the principal
cariogenicity of lactobacilli, as in their biofilm model they found significant mineral loss in dentin
cavities caused by L. rhamnosus GG during sucrose supply concurrent with a lack of S. mutans inhibition.
Such potential caries risk was taken into account by the study inclusion criteria of DMFT < 5 (decayed,
missed, or filled teeth) in the study volunteers.

In contrast to the feared caries risks, a concomitant significant reduction in Streptococcus spp.
share in 72-h biofilm was found during intake, which was even more pronounced during wash out.
Thus, the data are in accordance with earlier studies that probiotic bacteria can replace or, better,
suppress Streptococcus spp. [27,53,54]. Laleman et al. [9] could only include two studies in their
meta-analysis, but confirmed that groups with probiotic intake showed significantly more subjects
with lower streptococci counts and fewer subjects with higher streptococci counts compared to control
groups. A very interesting and unique result from the present study is that the species S. mutans and
S. sobrinus were in general not reduced by probiotic bacteria, while Streptococcus group and therewith
obviously other species were significantly reduced by the probiotic supply. This seems to be in contrast
to Laleman et al. [9], who found reductions in S. mutans. However, Laleman confirmed (in personal
communication) that the commercial S. mutans tests which were used in the reviewed studies examined
nonspecific counts of the S. mutans group and were not as specific as the present FISH technique which
aims to detect S. mutans itself.
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A recent study using high throughput sequencing analysis and the same splint system as the
present study showed that the role and abundance of S. mutans in the in vivo supragingival oral biofilm
is overestimated [21].

Such reductions can be explained by bacteriocins which are generally held responsible for effects
in the gut and which could also have an influence on dental biofilm, without the direct integration
of probiotic bacteria. Furthermore, Laleman et al. [9] did not find any differences between the intake
and control group in terms of higher or lower lactobacilli counts, which is also in accordance with the
present data.

So far, changes in biofilm thickness under the influence of probiotics have not been examined and
are therefore not comparable. Significant reductions in biofilm thickness were only found in the SYM
group (E. faecalis) at visits 4–6 (I and first WO visit). The lactobacilli supplied in INF and ACT were
obviously not capable of reducing the biofilm thickness. It is interesting to note that, especially in these
visits, SYM was also able to reduce S. mutans significantly.

5. Conclusions

Probiotic bacteria from all products were not able to integrate or persist in dental biofilm and
saliva, but they did influence the growth of streptococci in biofilm. Biofilm thickness was not influenced
(with the exception of E. faecalis during intake and early wash out). The interaction obviously does
not happen through replacement but by interaction with other virulence factors, competition with
nutrients or cofactors, or possibly, by stimulation of the host’s immune response. The present findings
are initial steps to an explanation of the clinical effects of probiotic bacteria and products in oral cavity
and further dental research.

The weak points of this clinical in situ study are intrinsically related to the small sample size and
a targeted search for probiotic bacteria and oral streptococci, which could only provide an association
and not determine a cause–effect relationship. Longitudinal studies with higher sample sizes and
next-generation sequencing are required to examine the microbial fingerprint after (long-term) use of
probiotics. Since oral bacteria are swallowed and translocated to the gut, affecting the intestinal health
and disease [55], it is furthermore important to examine the influence of probiotic bacteria on both the
oral and gut microbiota, which so far have not been studied in parallel.

Author Contributions: N.B.A.: principal investigator and contributed to the conception, design, data analysis
and interpretation, drafted and critically revised the manuscript. T.M.A.: data analysis and interpretation, drafted
and critically revised the manuscript. C.H.: performed all statistical analyses and provided data figures. E.H.:
contribution to the conception and design of the study A.A.-A.: contribution to the conception and design of the
study, CLSM and PFGE data analysis, drafted and critically revised the manuscript. All authors have read and
agreed to the published version of the manuscript.

Funding: The study was supported by the German Research Foundation (DFG) grant AR 341/5-1.

Acknowledgments: We thank Marie Follo (Lighthouse Core Facility) for her help during the CLSM image analysis,
Lutz Netuschil for his contribution to data acquisition, and Petra Grimmelbein and Bettina Spitzmüller for their
laboratory work.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design of the
study; in the collection, analyses, or interpretation of data; in the writing of the manuscript; or in the decision to
publish the results.

References

1. Available online: https://www.fortunebusinessinsights.com/industry-reports/probiotics-market-100083
(accessed on 12 November 2020).

2. Sanders, M.E.; Merenstein, D.J.; Reid, G. Probiotics and prebiotics in intestinal health and disease:
From biology to the clinic. Nat. Rev. Gastroenterol. Hepatol. 2019, 16, 605–616. [CrossRef] [PubMed]

3. Vitetta, L.; Vitetta, G.; Hall, S. Immunological tolerance and function: Associations between intestinal bacteria,
probiotics, prebiotics, and phages. Front. Immunol. 2018, 9, 2240. [CrossRef] [PubMed]

https://www.fortunebusinessinsights.com/industry-reports/probiotics-market-100083
http://dx.doi.org/10.1038/s41575-019-0173-3
http://www.ncbi.nlm.nih.gov/pubmed/31296969
http://dx.doi.org/10.3389/fimmu.2018.02240
http://www.ncbi.nlm.nih.gov/pubmed/30356736


Antibiotics 2020, 9, 803 14 of 16

4. Forsberg, A.; West, C.E.; Prescott, S.L.; Jenmalm, M.C. Pre- and probiotics for allergy prevention: Time to
revisit recommendations? Clin. Exp. Allergy J. Br. Soc. Allergy Clin. Immunol. 2016, 46, 1506–1521. [CrossRef]
[PubMed]

5. Haß, U.; Herpich, C.; Norman, K. Anti-inflammatory diets and fatigue. Nutrients 2019, 11, 2315. [CrossRef]
6. Kanauchi, O.; Andoh, A.; AbuBakar, S.; Yamamoto, N. Probiotics and paraprobiotics in viral infection:

Clinical application and effects on the innate and acquired immune systems. Curr. Pharm. Des. 2018, 24,
710–717. [CrossRef]

7. Vuotto, C.; Longo, F.; Donelli, G. Probiotics to counteract biofilm-associated infections: Promising and
conflicting data. Int. J. Oral Sci. 2014, 6, 189–194. [CrossRef]

8. Gruner, D.; Paris, S.; Schwendicke, F. Probiotics for managing caries and periodontitis: Systematic review
and meta-analysis. J. Dent. 2016, 48, 16–25. [CrossRef]

9. Laleman, I.; Detailleur, V.; Slot, D.E.; Slomka, V.; Quirynen, M.; Teughels, W. Probiotics reduce mutans
streptococci counts in humans: A systematic review and meta-analysis. Clin. Oral Investig. 2014, 18,
1539–1552. [CrossRef]

10. Schwendicke, F.; Dörfer, C.; Kneist, S.; Meyer-Lueckel, H.; Paris, S. Cariogenic effects of probiotic lactobacillus
rhamnosus gg in a dental biofilm model. Caries Res. 2014, 48, 186–192. [CrossRef]

11. Schwendicke, F.; Korte, F.; Dörfer, C.E.; Kneist, S.; Fawzy El-Sayed, K.; Paris, S. Inhibition of streptococcus
mutans growth and biofilm formation by probiotics in vitro. Caries Res. 2017, 51, 87–95. [CrossRef]

12. Teughels, W.; Loozen, G.; Quirynen, M. Do probiotics offer opportunities to manipulate the periodontal oral
microbiota? J. Clin. Periodontol. 2011, 38 (Suppl. 11), 159–177. [CrossRef] [PubMed]

13. Xu, F.; Fu, Y.; Sun, T.-Y.; Jiang, Z.; Miao, Z.; Shuai, M.; Gou, W.; Ling, C.W.; Yang, J.; Wang, J.; et al.
The interplay between host genetics and the gut microbiome reveals common and distinct microbiome
features for complex human diseases. Microbiome 2020, 8, 145. [CrossRef] [PubMed]

14. Costalonga, M.; Herzberg, M.C. The oral microbiome and the immunobiology of periodontal disease and
caries. Immunol. Lett. 2014, 162, 22–38. [CrossRef] [PubMed]

15. Sampaio-Maia, B.; Caldas, I.M.; Pereira, M.L.; Pérez-Mongiovi, D.; Araujo, R. The Oral Microbiome in Health
and Its Implication in Oral and Systemic Diseases. Adv. Appl. Microbiol. 2016, 97, 171–210. [PubMed]

16. Willis, J.R.; Gabaldón, T. The Human Oral Microbiome in Health and Disease: From Sequences to Ecosystems.
Microorganisms 2020, 8, 308. [CrossRef]

17. Khumaedi, A.I.; Purnamasari, D.; Wijaya, I.P.; Soeroso, Y. The relationship of diabetes, periodontitis and
cardiovascular disease. Diabetes Metab. Syndr. 2019, 13, 1675–1678. [CrossRef]

18. Sanz, M.; Marco Del Castillo, A.; Jepsen, S.; Gonzalez-Juanatey, J.R.; D’Aiuto, F.; Bouchard, P.; Chapple, I.;
Dietrich, T.; Gotsman, I.; Graziani, F.; et al. Periodontitis and cardiovascular diseases: Consensus report.
J. Clin. Periodontol. 2020, 47, 268–288. [CrossRef]

19. Sapey, E.; Yonel, Z.; Edgar, R.; Parmar, S.; Hobbins, S.; Newby, P.; Crossley, D.; Usher, A.; Johnson, S.;
Walton, G.M.; et al. The clinical and inflammatory relationships between periodontitis and chronic obstructive
pulmonary disease. J. Clin. Periodontol. 2020, 47, 1040–1052. [CrossRef]

20. Jepsen, S.; Suvan, J.; Deschner, J. The association of periodontal diseases with metabolic syndrome and
obesity. Periodontology 2020, 83, 125–153. [CrossRef]

21. Anderson, A.C.; Rothballer, M.; Altenburger, M.J.; Woelber, J.P.; Karygianni, L.; Lagkouvardos, I.; Hellwig, E.;
Al-Ahmad, A. In-vivo shift of the microbiota in oral biofilm in response to frequent sucrose consumption.
Sci. Rep. 2018, 8, 14202. [CrossRef]

22. Pihlstrom, B.L.; Michalowicz, B.S.; Johnson, N.W. Periodontal diseases. Lancet Lond. Engl. 2005, 366,
1809–1820. [CrossRef]

23. Arweiler, N.B.; Auschill, T.M.; Sculean, A. Patient self-care of periodontal pocket infections. Periodontology 2000
2018, 76, 164–179. [CrossRef] [PubMed]

24. Zandbergen, D.; Slot, D.E.; Cobb, C.M.; Van der Weijden, F.A. The clinical effect of scaling and root planing
and the concomitant administration of systemic amoxicillin and metronidazole: A systematic review.
J. Periodontol. 2013, 84, 332–351. [CrossRef]

25. Teughels, W.; Van Essche, M.; Sliepen, I.; Quirynen, M. Probiotics and oral healthcare. Periodontology 2000
2008, 48, 111–147. [CrossRef] [PubMed]

26. Matsumoto, M.; Tsuji, M.; Sasaki, H.; Fujita, K.; Nomura, R.; Nakano, K.; Shintani, S.; Ooshima, T. Cariogenicity
of the probiotic bacterium lactobacillus salivarius in rats. Caries Res. 2005, 39, 479–483. [CrossRef]

http://dx.doi.org/10.1111/cea.12838
http://www.ncbi.nlm.nih.gov/pubmed/27770467
http://dx.doi.org/10.3390/nu11102315
http://dx.doi.org/10.2174/1381612824666180116163411
http://dx.doi.org/10.1038/ijos.2014.52
http://dx.doi.org/10.1016/j.jdent.2016.03.002
http://dx.doi.org/10.1007/s00784-014-1228-z
http://dx.doi.org/10.1159/000355907
http://dx.doi.org/10.1159/000452960
http://dx.doi.org/10.1111/j.1600-051X.2010.01665.x
http://www.ncbi.nlm.nih.gov/pubmed/21323712
http://dx.doi.org/10.1186/s40168-020-00923-9
http://www.ncbi.nlm.nih.gov/pubmed/33032658
http://dx.doi.org/10.1016/j.imlet.2014.08.017
http://www.ncbi.nlm.nih.gov/pubmed/25447398
http://www.ncbi.nlm.nih.gov/pubmed/27926431
http://dx.doi.org/10.3390/microorganisms8020308
http://dx.doi.org/10.1016/j.dsx.2019.03.023
http://dx.doi.org/10.1111/jcpe.13189
http://dx.doi.org/10.1111/jcpe.13334
http://dx.doi.org/10.1111/prd.12326
http://dx.doi.org/10.1038/s41598-018-32544-6
http://dx.doi.org/10.1016/S0140-6736(05)67728-8
http://dx.doi.org/10.1111/prd.12152
http://www.ncbi.nlm.nih.gov/pubmed/29197129
http://dx.doi.org/10.1902/jop.2012.120040
http://dx.doi.org/10.1111/j.1600-0757.2008.00254.x
http://www.ncbi.nlm.nih.gov/pubmed/18715361
http://dx.doi.org/10.1159/000088183


Antibiotics 2020, 9, 803 15 of 16

27. Twetman, L.; Larsen, U.; Fiehn, N.E.; Stecksén-Blicks, C.; Twetman, S. Coaggregation between probiotic
bacteria and caries-associated strains: An in vitro study. Acta Odontol. Scand. 2009, 67, 284–288. [CrossRef]

28. Willcox, M.D.; Patrikakis, M.; Harty, D.W.; Loo, C.Y.; Knox, K.W. Coaggregation of oral lactobacilli with
streptococci from the oral cavity. Oral Microbiol. Immunol. 1993, 8, 319–321. [CrossRef]

29. Lodi, C.S.; Oliveira, L.V.; Brighenti, F.L.; Delbem, A.C.; Martinhon, C.C. Effects of probiotic fermented milk
on biofilms, oral microbiota, and enamel. Braz. Oral Res. 2015, 29. [CrossRef]

30. Ravn, I.; Dige, I.; Meyer, R.L.; Nyvad, B. Colonization of the oral cavity by probiotic bacteria. Caries Res.
2012, 46, 107–112. [CrossRef]

31. Arweiler, N.B.; Netuschil, L.; Beier, D.; Grunert, S.; Heumann, C.; Altenburger, M.J.; Sculean, A.; Nagy, K.;
Al-Ahmad, A.; Auschill, T.M. Action of food preservatives on 14-days dental biofilm formation, biofilm
vitality and biofilm-derived enamel demineralisation in situ. Clin. Oral Investig. 2014, 18, 829–838. [CrossRef]

32. Fan, X.; Peters, B.A.; Min, D.; Ahn, J.; Hayes, R.B. Comparison of the oral microbiome in mouthwash and
whole saliva samples. PLoS ONE 2018, 13, e0194729. [CrossRef] [PubMed]

33. Jo, R.; Nishimoto, Y.; Umezawa, K.; Yama, K.; Aita, Y.; Ichiba, Y.; Murakami, S.; Kakizawa, Y.; Kumagai, T.;
Yamada, T.; et al. Comparison of oral microbiome profiles in stimulated and unstimulated saliva, tongue,
and mouth-rinsed water. Sci. Rep. 2019, 9, 16124. [CrossRef] [PubMed]

34. Amann, R.I.; Binder, B.J.; Olson, R.J.; Chisholm, S.W.; Devereux, R.; Stahl, D.A. Combination of 16s
rrna-targeted oligonucleotide probes with flow cytometry for analyzing mixed microbial populations.
Appl. Environ. Microbiol. 1990, 56, 1919–1925. [CrossRef]

35. Quevedo, B.; Giertsen, E.; Zijnge, V.; Lüthi-Schaller, H.; Guggenheim, B.; Thurnheer, T.; Gmür, R. Phylogenetic
group- and species-specific oligonucleotide probes for single-cell detection of lactic acid bacteria in oral
biofilms. BMC Microbiol. 2011, 11, 14. [CrossRef] [PubMed]

36. Behr, T.; Koob, C.; Schedl, M.; Mehlen, A.; Meier, H.; Knopp, D.; Frahm, E.; Obst, U.; Schleifer, K.; Niessner, R.;
et al. A nested array of rrna targeted probes for the detection and identification of enterococci by reverse
hybridization. Syst. Appl. Microbiol. 2000, 23, 563–572. [CrossRef]

37. Paster, B.J.; Bartoszyk, I.M.; Dewhirst, F.E. Identification of oral streptococci using pcr-based, reverse-capture,
checkerboard hybridization. Methods Cell Sci. 1998, 20, 223–231. [CrossRef]

38. Thurnheer, T.; Gmür, R.; Giertsen, E.; Guggenheim, B. Automated fluorescent in situ hybridization for the
specific detection and quantification of oral streptococci in dental plaque. J. Microbiol. Methods 2001, 44,
39–47. [CrossRef]

39. Al-Ahmad, A.; Roth, D.; Wolkewitz, M.; Wiedmann-Al-Ahmad, M.; Follo, M.; Ratka-Krüger, P.; Deimling, D.;
Hellwig, E.; Hannig, C. Change in diet and oral hygiene over an 8-week period: Effects on oral health and
oral biofilm. Clin. Oral Investig. 2010, 14, 391–396. [CrossRef]

40. Al-Ahmad, A.; Wunder, A.; Auschill, T.M.; Follo, M.; Braun, G.; Hellwig, E.; Arweiler, N.B. The in vivo
dynamics of streptococcus spp., actinomyces naeslundii, fusobacterium nucleatum and veillonella spp. In
dental plaque biofilm as analysed by five-colour multiplex fluorescence in situ hybridization. J. Med. Microbiol.
2007, 56, 681–687. [CrossRef]

41. Anderson, A.C.; Sanunu, M.; Schneider, C.; Clad, A.; Karygianni, L.; Hellwig, E.; Al-Ahmad, A. Rapid
species-level identification of vaginal and oral lactobacilli using maldi-tof ms analysis and 16s rdna sequencing.
BMC Microbiol. 2014, 14, 312. [CrossRef]

42. Matushek, M.G.; Bonten, M.J.; Hayden, M.K. Rapid preparation of bacterial DNA for pulsed-field gel
electrophoresis. J. Clin. Microbiol. 1996, 34, 2598–2600. [CrossRef] [PubMed]

43. Klare, I.; Konstabel, C.; Mueller-Bertling, S.; Werner, G.; Strommenger, B.; Kettlitz, C.; Borgmann, S.;
Schulte, B.; Jonas, D.; Serr, A.; et al. Spread of ampicillin/vancomycin-resistant enterococcus faecium of
the epidemic-virulent clonal complex-17 carrying the genes esp and hyl in German hospitals. Eur. J. Clin.
Microbiol. Infect. Dis. Off. Publ. Eur. Soc. Clin. Microbiol. 2005, 24, 815–825. [CrossRef] [PubMed]

44. Al-Ahmad, A.; Maier, J.; Follo, M.; Spitzmüller, B.; Wittmer, A.; Hellwig, E.; Hübner, J.; Jonas, D. Food-borne
enterococci integrate into oral biofilm: An in vivo study. J. Endod. 2010, 36, 1812–1819. [CrossRef] [PubMed]

45. Comelli, E.M.; Guggenheim, B.; Stingele, F.; Neeser, J.R. Selection of dairy bacterial strains as probiotics for
oral health. Eur. J. Oral Sci. 2002, 110, 218–224. [CrossRef] [PubMed]

46. Stamatova, I.; Kari, K.; Vladimirov, S.; Meurman, J.H. In vitro evaluation of yoghurt starter lactobacilli and
lactobacillus rhamnosus gg adhesion to saliva-coated surfaces. Oral Microbiol. Immunol. 2009, 24, 218–223.
[CrossRef]

http://dx.doi.org/10.1080/00016350902984237
http://dx.doi.org/10.1111/j.1399-302X.1993.tb00581.x
http://dx.doi.org/10.1590/1807-3107BOR-2015.vol29.0033
http://dx.doi.org/10.1159/000336960
http://dx.doi.org/10.1007/s00784-013-1053-9
http://dx.doi.org/10.1371/journal.pone.0194729
http://www.ncbi.nlm.nih.gov/pubmed/29641531
http://dx.doi.org/10.1038/s41598-019-52445-6
http://www.ncbi.nlm.nih.gov/pubmed/31695050
http://dx.doi.org/10.1128/AEM.56.6.1919-1925.1990
http://dx.doi.org/10.1186/1471-2180-11-14
http://www.ncbi.nlm.nih.gov/pubmed/21247450
http://dx.doi.org/10.1016/S0723-2020(00)80031-4
http://dx.doi.org/10.1023/A:1009715710555
http://dx.doi.org/10.1016/S0167-7012(00)00226-8
http://dx.doi.org/10.1007/s00784-009-0318-9
http://dx.doi.org/10.1099/jmm.0.47094-0
http://dx.doi.org/10.1186/s12866-014-0312-5
http://dx.doi.org/10.1128/JCM.34.10.2598-2600.1996
http://www.ncbi.nlm.nih.gov/pubmed/8880529
http://dx.doi.org/10.1007/s10096-005-0056-0
http://www.ncbi.nlm.nih.gov/pubmed/16374593
http://dx.doi.org/10.1016/j.joen.2010.08.011
http://www.ncbi.nlm.nih.gov/pubmed/20951293
http://dx.doi.org/10.1034/j.1600-0447.2002.21216.x
http://www.ncbi.nlm.nih.gov/pubmed/12120707
http://dx.doi.org/10.1111/j.1399-302X.2008.00498.x


Antibiotics 2020, 9, 803 16 of 16

47. Seerangaiyan, K.; Jüch, F.; Winkel, E.G. Tongue coating: Its characteristics and role in intra-oral halitosis and
general health-a review. J. Breath Res. 2018, 12, 034001. [CrossRef]

48. Danser, M.M.; Gómez, S.M.; Van der Weijden, G.A. Tongue coating and tongue brushing: A literature review.
Int. J. Dent. Hyg. 2003, 1, 151–158. [CrossRef]

49. Bernardi, S.; Karygianni, L.; Filippi, A.; Anderson, A.; Zurcher, A.; Hellwig, E.; Vach, K.; Macchiarelli, G.;
Al-Ahmad, A. Combining culture and culture independent methods reveals new microbial composition of
Halitosis patients’ tongue biofilm. Microbiol. Open 2020, 9, e958. [CrossRef]

50. Michalek, S.M.; Hirasawa, M.; Kiyono, H.; Ochiai, K.; McGhee, J.R. Oral ecology and virulence of lactobacillus
casei and streptococcus mutans in gnotobiotic rats. Infect. Immun. 1981, 33, 690–696. [CrossRef]

51. Näse, L.; Hatakka, K.; Savilahti, E.; Saxelin, M.; Pönkä, A.; Poussa, T.; Korpela, R.; Meurman, J.H. Effect of
long-term consumption of a probiotic bacterium, lactobacillus rhamnosus gg, in milk on dental caries and
caries risk in children. Caries Res. 2001, 35, 412–420. [CrossRef]

52. Stecksén-Blicks, C.; Sjöström, I.; Twetman, S. Effect of long-term consumption of milk supplemented
with probiotic lactobacilli and fluoride on dental caries and general health in preschool children:
A cluster-randomized study. Caries Res. 2009, 43, 374–381. [CrossRef] [PubMed]

53. Keller, M.K.; Hasslöf, P.; Stecksén-Blicks, C.; Twetman, S. Co-aggregation and growth inhibition of probiotic
lactobacilli and clinical isolates of mutans streptococci: An in vitro study. Acta Odontol. Scand. 2011, 69,
263–268. [CrossRef] [PubMed]

54. Simark-Mattsson, C.; Emilson, C.G.; Håkansson, E.G.; Jacobsson, C.; Roos, K.; Holm, S. Lactobacillus-mediated
interference of mutans streptococci in caries-free vs. Caries-active subjects. Eur. J. Oral Sci. 2007, 115, 308–314.
[CrossRef] [PubMed]

55. Koliarakis, I.; Messaritakis, I.; Nikolouzakis, T.K.; Hamilos, G.; Souglakos, J.; Tsiaoussis, J. Oral Bacteria and
Intestinal Dysbiosis in Colorectal Cancer. Int. J. Mol. Sci. 2019, 20, 4146. [CrossRef]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1088/1752-7163/aaa3a1
http://dx.doi.org/10.1034/j.1601-5037.2003.00034.x
http://dx.doi.org/10.1002/mbo3.958
http://dx.doi.org/10.1128/IAI.33.3.690-696.1981
http://dx.doi.org/10.1159/000047484
http://dx.doi.org/10.1159/000235581
http://www.ncbi.nlm.nih.gov/pubmed/19690413
http://dx.doi.org/10.3109/00016357.2011.554863
http://www.ncbi.nlm.nih.gov/pubmed/21306197
http://dx.doi.org/10.1111/j.1600-0722.2007.00458.x
http://www.ncbi.nlm.nih.gov/pubmed/17697171
http://dx.doi.org/10.3390/ijms20174146
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Sample Size Calculation 
	Study Design and Population 
	Grow-up of In Situ Biofilms 
	Study Course and Products 
	Fluorescence In Situ Hybridization (FISH) 
	CLSM Analysis 
	Confirmation of Probiotic Bacteria by Culture Technique, MALDI-TOF and DNA Fingerprinting 
	Statistical Analysis 

	Results 
	Detection and Percentage of Probiotic Bacteria by Multiplex FISH in Biofilm 
	Detection and Percentage of Probiotic Bacteria by Multiplex FISH in Saliva 
	Detection and Percentage of Streptococci by Multiplex FISH in Biofilm 
	Culture Technique and DNA Fingerprinting 
	Biofilm Thickness (in m) 

	Discussion 
	Conclusions 
	References

