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Self-perceived Oral Health, Satisfaction with Overall Health 
and Quality of Life Comparisons between Patients with Oral 
Lichen Planus and their Matched Controls
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Ab s t r ac t
Background: Oral lichen planus (OLP) is one of the most prevalent oral mucosal diseases.
Aims: The aim of this study is to compare the quality of life, self-perceived oral health, satisfaction with health, and their potential predictors in 
OLP patients and their matched controls.
Materials and methods: The study included 132 cases and 133 controls matched to cases by age, gender, and urbanization. The information 
about disease-related outcomes and predictors was acquired from a structured questionnaire and supplemented with interviews.
Results: OLP patients had worse self-perceived oral health and lower quality of life and were less satisfied with their health as compared to 
their matched controls. The worse self-reported oral health was predicted by having OLP (OR = 3.9), oral disease’s negative impact on daily life 
(OR = 3.0), and disease’s impediment to eating (OR = 3.8). Lower satisfaction with overall health was predicted by having multiple systemic 
conditions (OR = 1.4) and reporting an oral disease’s negative impact on daily life (OR = 2.6). The only significant predictor for dissatisfaction 
with the quality of life was reporting the oral disease’s negative impact on daily life (OR = 2.4).
Conclusion: Oral disease’s negative impact on daily life was a significant predictor for all three-study outcomes: worse self-reported oral health, 
lower satisfaction with overall health, and lower quality of life.
Keywords: General health, Oral lichen planus, Quality of life, Self-reported oral health.
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In t r o d u c t i o n
Oral lichen planus (OLP), the mucosal counterpart of cutaneous 
lichen planus, is a T-cell-mediated autoimmune chronic inflammatory 
disease that affects more females than males.1​ OLP commonly involves 
multiple sites2​ and presents with several clinical manifestations and 
symptoms.3​ OLP is one of the most common oral mucosal diseases 
and it affects an estimated 0.5–4.0% of the general population.4​ The 
OLP disease most frequently affects middle-aged females.5​ Around 
half of OLP patients report systemic diseases.6​ Stress has been noted 
as one of the most important factors aggravating the disease.2​ Some 
foods and dental procedures have been linked with the exacerbation of 
OLP.7​ OLP subjects also showed a higher sensitivity to dental materials 
than a control population.8​–​10​ Some studies addressed the relationship 
between OLP and medication use,11​ while others did not associate the 
use of medications with the occurrence of OLP lesions.12​ It has also been 
suggested that there are still unknown etiological factors for OLP.13​

Many treatment modalities from topical corticosteroids to laser 
ablation of lesions have been used to treat OLP lesions.1​ However, 
a systematic review including 28 trials compared a wide range 
of treatments for OLP and concluded that there is insufficient 
evidence to support the superior effectiveness of any specific OLP 
treatment.14​ Concomitantly, it is important to consider that the use of 
drugs may be accompanied by several side effects,15​ consequently, 
alternative medicine approaches (nonpharmacological treatments) 
have also been tested for the alleviation of OLP symptoms. 
Topical aloe vera, pimecrolimus, and oral curcuminoids seem to 
be the most promising of the new alternative and safe (i.e., no 
side effects) treatment modalities for OLP patients.16​,​17​ General  
and oral quality of life is affected by oral mucosal diseases.18​  

These diseases can cause discomfort or spontaneous pain 
during eating and oral self-care.19​ Disease-related psychological 
consequences and their impairment of social relations negatively 
impact a patient’s everyday life. Thus, patient-centered measures 
should be considered for understanding the outcomes of this 
disease and its management.20​ Patient-centered outcome 
measurements have been tested in OLP patients and their validity 
and reliability have been demonstrated.21​ Such self-reported 
patient-centered data may provide a detailed picture of the impact 
of oral diseases on patients’ everyday lives and life quality as well 
as patient-centered information may be useful in clinical practice.22​

Although there are many studies with OLP patients, these studies 
seemed to be mainly focusing on different patient management 
approaches. Consequently, comprehensive studies that test multiple 
potential determinants that may explain or predict different patient 
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outcomes are still needed. In addition, OLP manifests clinically 
similarly in different subjects, but multiple determinants of this 
disease and, particularly, self-perceptions of different oral health-
related quality of life (OHQL) aspects might vary among individuals 
as well as among patients from different countries.

Therefore, the aim of the present study is to compare the quality 
of life, self-perceived oral health, satisfaction with overall health, 
and their potential predictors in OLP patients and their matched 
controls.

Mat e r ia  l s a n d Me t h o d s
Given OLP disease is a rare disease, the case–control study design 
was chosen. The study was approved by the National Research 
Ethics Board (No. 158200-02-148-056LP11).

Data was collected during the time period of 2010–2014.

Selection of Cases and Controls
The Vilnius University’s Dental Clinic consults and treats around 
80–90% of the country’s patients with a lichen planus diagnosis 
(National Health Statistics Data, 2014). These patients are referred 
to this clinic from different locations around the country. All 
patients during the time period of 2010–2013 with a histologically 
confirmed OLP diagnosis agreed to participate in the present study. 
Controls were patients not having OLP and they were recruited 
from a patient pool attending the same university clinic during the 
same time frame. The cases and controls were matched by gender, 
age, and urbanization. The success of matching was assessed by 
a Chi-square test (Table 1). There were no statistically significant 
proportional differences regarding age, gender, or urbanization 
between the cases and controls. Thus, matching cases and controls 
were considered satisfactory.

The final sample included a total of 266 patients, of which, 133 
were cases and 133 were matched controls, who were all treated 
and consulted for different health conditions in the same University 
Hospital.

Questionnaire/Interview
Information about self-reported oral health, different aspects of 
general health, and oral disease-related problems was collected. 
Although the previously validated “the Chronic Oral Mucosal Diseases 

Questionnaire”23​ could be most appropriate to examine different 
qualities of life (QoL)-related aspects in OLP patients, this questionnaire 
was not appropriate for our sample of matched controls. Therefore, we 
decided to choose a QoL that has a more broad application.

A number of different life quality-related aspects were collected 
by a questionnaire (WHOQoL-100) http://www.who.int/mental_
health/who_qol_field_trial_1995.pdf.

Guidelines for across country adaptation of survey tools 
recommend several strategies such as back-translation technique, 
evaluation, and subsequent validation by experts in a particular 
medical field or review by independent bilingual people.24​ In 
the present study, we translated the WHOQoL-100 questionnaire 
employing the forward–backward technique by two independent 
bilingual medical professionals.

To reduce the number of missing answers, personal interviews 
were added when questionnaires were incomplete. The study 
included three self-reported outcomes: (1) self-reported oral health 
status, (2) satisfaction with overall health, and (3) satisfaction with 
the quality of life. Information acquired through the WHOQoL-100 
questionnaire about oral disease-related problems was grouped 
into five specific domains, each of them represented by several 
indicators (questions) measured on a five-item response scale  
(Table 2, first column). The first domain “feeling pain or discomfort 
due to oral disease” included eight indicators, where higher scores 
denote a worse health condition. Similarly, the second domain 
“need for medications and medical care to support normal everyday 
living” comprised three indicators that inquired about different 
health care-related aspects. The third domain inquired about 
the impact of oral disease on everyday living and composed of 
eight indicators. The fourth domain collected information about 
sensitivity to oral care products and oral self-care practice and 
this domain consisted of four indicators. The fifth domain had 
four questions related to oral disease as an impediment to eating.

In preparation for the multivariate analyses (binary logistic 
regression), a total of the worst condition scores in each of the 
oral disease-related problem domains were summed. These 
summative worst condition scores, one for each of the five oral 
problems-related domains, were subsequently compared between 
cases and controls. In addition, the following summative general 
health-related scores were calculated: a total number of systemic 
diseases (concept: multiple systemic conditions), a total number of 
allergies (concept: multiple allergies), and a total number of negative 
life events. This way, a total of nine predictors (five for oral health-
related problems and four for general health-related problems) 
were prepared for the multivariate binary logistic analyses: group 
affiliation (OLP vs control), number of systemic conditions, number 
of negative life events, regarding pain or discomfort due to  
oral disease (worst scores in domain 1), need for medications  
and medical care to support everyday living (worst scores in 
domain 2), oral disease impact on daily life (worst scores in  
domain 3), sensitivity to oral self-care products and oral self-care 
practice (worst scores in domain 4), and oral disease-related 
impediment to eating (worst scores in domain 5).

Statistical Analyses
All statistical analyses were performed employing the IBM SPSS 
Version 21.0 statistical software. Bivariate analyses were used to 
evaluate differences between the cases and controls regarding the 
three study outcomes: (1) self-reported oral health, (2) satisfaction 
with overall health, and (3) satisfaction with the quality of life. The 
independent sample t​ test was used to compare cases and controls 

Table 1: Demographic characteristics of cases (OLP) and their 
matched controls

Controls, n​ (%) Cases, n​ (%) Total, n​ (%)
Matching by gender: Chi-squared test, p​ = 0.500
Males 25 (18.8) 24 (18.0) 49 (18.4)
Females 108 (81.2) 109 (82.0) 217 (81.6)
Matching by age group: Chi-squared test, p​ = 0.957
≤30 years 12 (9.0) 12 (9.0) 24 (9.0)
31–40 years 12 (9.0) 9 (6.8) 21 (7.9)
41–50 years 24 (18.0) 21 (15.8) 45 (16.9) 
51–60 years 34 (25.6) 38 (28.6) 72 (27.1)
61–70 years 30 (22.6) 29 (21.8) 59 (22.2)
>70 years 21 (15.8) 24 18.0 45 (16.9)
Matching by urbanization: Chi-squared test, p​ = 0.769
Urban 104 78.2 102 76.7 206 (77.4)
Semiurban/rural 29 21.7 31 23.3 60 (22.6)
Total 133 100.0 133 100.0 266 (100.0)
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regarding the following predictors: the mean numbers of systemic 
conditions, allergies, and negative life events and to compare the 
two patient groups regarding the five domains of oral disease-
related problems: (1) sensitivity to oral self-care products, (2) need 
for medications and medical care, (3) feeling in pain or discomfort 
due to oral disease, (4) oral disease impact on daily life, and (5) oral 
disease-related impediment to eating.

Three multivariate logistic regression models were tested  
(Table 4). Model 1 had a binary outcome “self-reported oral health” 
and it compared patients perceiving their oral health as “very good” 
or “good” vs the ones who perceived their oral health as “average,” 
“poor,” or “very poor.” Model 2 had a binary outcome “satisfaction 
with overall health” and it compared the ones who were very satisfied 
or satisfied with their overall health with the ones who were either 
neither satisfied or dissatisfied, dissatisfied or very dissatisfied. 
Model’s 3 binary outcome was “overall satisfaction with the quality 
of life” and compared the patients who were very satisfied or satisfied 
with the ones who were neutral, dissatisfied or very dissatisfied.

Models 1 and 2 tested a total of nine predictors (Table 4): (1) group 
affiliation (control condition vs OLP), (2) a total number of systemic 

conditions, (3) a total number of allergies, (4) a total number of negative 
life events, (5) oral disease’s negative impact on daily life, (6) sensitivity 
to oral care products or oral self-care practice, (7) need for regular 
medications and care, (8) feeling oral disease pain or discomfort, and 
(9) oral disease’s impediment to eating. Model 3 included also an 
additional predictor, namely self-perceived oral health.

The −2 log likelihood was used as a method for the multivariate 
statistical testing. The goodness of a model fit (presented as summaries 
in Table 4) was based on the overall model’s significance (p​ < 0.05) 
and the value of the Nagelkerke R Square statistical parameter, which 
denotes how much of the variance in the dependent outcome is 
explained by a set of predictors. The value of each predictor included in 
a multivariate logistic regression model is presented with a significance 
(p​ value) and odds ratio with a 95% confidence interval (CI).

Re s u lts
Figures 1 to 3 illustrate the participants’ distribution regarding the 
three study outcomes. Self-reported oral health was considerably 
worse among the OLP patients than among their matched controls. 

Table 2: Disease-related problems in OLP patients and their matched controlsa​

Disease-related domains and their indicatorsb​

Study groups

p​ value 95% CI

Cases Controls

Mean ± SD Mean ± SD
Domain 1: feeling oral disease-related pain or discomfort
Feeling oral pain or discomfort 3.0 ± 1.1 2.1 ± 1.0 <0.001 −1.2; −0.7
Difficult to tolerate oral pain 2.6 ± 1.0 2.2 ± 1.0 0.009 −0.6; −0.1
Difficult to tolerate oral discomfort 2.7 ± 1.0 2.3 ± 1.0 0.003 −0.6; −0.1
Oral pain limits daily activities 2.3 ± 1.2 1.9 ± 1.1 0.005 −0.7; −0.1
Frequent episodes of oral pain 2.4 ± 1.1 1.6 ± 0.6 <0.001 −1.0; −0.6
Oral mucosa-related complaints 3.0 ± 1.0 1.6 ± 0.7 <0.001 −1.6; −1.2
Domain 2: need for medications and medical care due to oral disease
Need for medications 1.8 ± 0.9 1.5 ± 0.7 0.006 −0.5; −0.1
Need for regular medical care 2.5 ± 1.1 1.7 ± 1.0 <0.001 −1.0; −0.5
Need for regular treatment and medications 1.8 ± 1.1 1.5 ± 0.9 0.015 −0.5; −0.1
Domain 3: oral disease’s negative impact on daily life
Disease-related future concern 2.3 ± 0.9 1.4 ± 0.8 <0.001  0.7; 1.1
Disease impact on everyday living 2.3 ± 1.0 1.8 ± 1.0 <0.001 −0.8; −0.3
Daily concern about disease 2.9 ± 1.1 2.0 ± 1.0 <0.001 −1.2; −0.6
Disease-related anxiety limiting daily work 1.8 ± 1.0 1.4 ± 0.7 <0.001 −0.6; −0.2
Having moods due to oral disease 1.7 ± 0.9 1.4 ± 0.7 0.003 −0.5; −0.1
Disease limiting enjoyment of leisure time 1.8 ± 1.0 1.5 ± 0.8 0.004 −0.5; −0.1
Disease allowing relaxation 3.4 ± 1.2 4.0 ± 1.0 <0.001 0.4; 0.9
Domain 4: sensitivity to oral self-care products and practice
Ability to use oral self-care products 2.9 ± 1.4 3.8 ± 1.2 <0.001 0.6; −1.2
Toothpastes evoke unpleasant sensations 2.2 ± 1.2 1.5 ± 0.7 <0.001 −0.9; −0.4
Mouth rinses evoke unpleasant sensations 1.9 ± 1.2 1.6 ± 0.7 0.015 −0.5; −0.1
Lesions cause discomfort during oral self-care 2.9 ± 1.1 1.4 ± 0.8 <0.001 −1.7; −1.2
Domain 5: oral disease-related impediment to eating
Discomfort while chewing hard food 2.6 ± 1.3 1.8 ± 0.9 <0.001 −1.0; −0.5
Acidic foods provoke pain 2.7 ± 1.4 1.6 ± 0.7 <0.001 −1.0; −0.5
Spicy foods provoke pain 2.9 ± 1.4 1.5 ± 0.8 <0.001 −1.6; −1.1
Unable to consume some food items 2.4 ± 1.2 1.6 ± 0.9 <0.001 −1.0; −0.6

a​Independent sample t​ test
b​Indicators structured on a five-item response scale (from “1” being the lowest to “5” being the highest)
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Of all studied, over 75% of OLP patients perceived their oral health 
as average or worse and 75% of the control group patients perceived 
their oral health to be average or better.

Figure 1 shows patient distribution regarding their self-
reported oral health in two study groups. One can see that more 
patients with worse self-reported oral health were in the OLP group 
than in the control group.

Figure 2 visually compares participant satisfaction with their 
overall health. Two trends can be observed. First, there was 
considerably less variation in the control group as compared to 
the OLP patient group. Second, similar to self-reported oral health, 
satisfaction with general health was lower in the group of OLP cases 
as compared with the group of controls.

Figure 3 compares the distribution of cases and controls 
regarding satisfaction with the quality of life. Similar trends, as in 
the other two study outcomes, could be observed; for example, 
more OLP patients were less satisfied with the quality of life as 
compared to their age, gender, and residency-matched controls.

In Table 2, the mean scores regarding a number of oral disease-
related problems in five domains are compared between the 
OLP patients and their matched controls. There were statistically 
significant differences between the two study groups in all five 
oral disease-related problem domains. For example, there was 

statistically significantly more oral pain or discomfort in the OLP 
group as compared with the control group. When examining the 
domain 1 indicators, the most pronounced differences between the 
two study groups related to oral mucosal complaints was that OLP 
patients reported such complaints more frequently than patients 
from the control group.

The domain 2 indicators provided information about a need for 
regular medication and medical care to support normal everyday 
living. There were some patients in both groups who needed 
regular medications and medical care, but statistically significantly 
more of such patients were in the OLP group.

When examining domain 3 indicators, a significant difference 
was observed between the cases and controls regarding future 
disease-related concerns, oral disease impact on daily life, or 
disease-related psychological impact. When examining domain 
4 indicators, a consistent trend was noticed where OLP patients 
had difficulties using oral self-care products. Similar OLP-related 
impediments were observed in domain 5 where OLP patients, as 
compared to patients without OLP, more frequently had problems 
consuming acidic and spicy foods or experienced discomfort due 
to chewing hard food items.

Table 3 presents results where OLP cases are compared to their 
matched controls regarding the three dependent outcomes: (1) self-
reported oral health, (2) overall satisfaction with general health, and 
(3) overall satisfaction with the quality of life. Statistically significant 
differences between OLP cases and their demographically matched 
controls were found in all three study outcomes. More OLP patients 
had multiple systemic conditions and allergies, while there was no 
significant difference between the study groups in experiencing 
negative life events.

To acquire an overall trend of the deterioration due to oral 
diseases, summative worst condition scores within each domain 
of oral disease-related problems were calculated. Examining the 
summative worst conditions scores showed that OLP cases as 
compared to controls had significantly more severe oral disease-
related pain or discomfort, needed regular medications and medical 
care more frequently, suffered from oral disease daily, and had 
problems using oral self-care products and eating varying food items.

For further multivariate analyses, the three study outcomes 
were dichotomized and multiple predictors were tested in binary 
logistic analyses. Table 4 presents the results of this testing with 

Fig. 1: Self-reported oral health status in study groups Fig. 2: Satisfaction with overall health in lichen planus patients and 
matched controls

Fig. 3: Satisfaction with quality of life in lichen planus patients and 
matched controls
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patients not having OLP. Anxiety and depression in patients with 
OLP and a negative impact of the disorder on their quality of life 
have been previously.25​,​26​ Similar findings to the present study 
that both general and oral health were impaired in patients with 
oral mucosal diseases have been reported elsewhere.6​ Diabetes, 
hypertension, hepatitis C, and thyroiditis have been the most 
frequently associated systemic diseases with OLP.27 Our findings 
are also in accordance with the Pippi et al. case–control study which 
reported significant associations among smoking, psychological 
factors, and OLP.28​

In the present study, OLP patients as compared to their matched 
controls more frequently experienced oral disease-related pain 
or discomfort. Our OLP patients also more frequently needed 
medications and medical care to support their everyday life. Most 
importantly, oral disease-related negative impact on daily life was 
a significant predictor for all three study outcomes, namely that of 
worse self-reported oral health, less satisfaction with general health, 
and less satisfaction with the quality of life. The other important 
significant predictors for worse oral health were the group affiliation 
(OLP vs control) and oral disease-related impediments to eating. 
Interestingly, the experience of negative life events was not 
significantly associated with either lower satisfaction with overall 
health or with lower satisfaction with the quality of life. This finding 
is in contrast to earlier studies where stress was identified as an 
important factor for the aggravation of OLP disease.29​ It is important 
to consider that stressful negative life events may influence people 
differently, i.e., people cope with stress in different ways. Therefore, 
future studies are needed to assess whether different strategies for 
coping with stress and the presence of social support networks 
have positive effects on patients suffering from OLP.

The significant predictors of dissatisfaction with overall health 
were the following: (i) presence of multiple systemic conditions 
and (ii) oral disease’s negative impact on life. The latter was the 
only significant predictor of worse overall quality of life when it  
was controlled for several other predictors such as having OLP 
disease, suffering from multiple systemic conditions, multiple 
allergies, experiencing multiple negative life events, or having 

three binary outcome variables. The good or very good self-
reported oral health was tested vs average or poor or very poor 
self-reported oral health. Similarly, the satisfaction with overall 
health (very satisfied/satisfied) was tested vs the ones who were 
neither satisfied or were dissatisfied/very dissatisfied with overall 
health. Similarly, answers regarding the satisfaction with the quality 
of life were grouped (very satisfied/satisfied vs neither satisfied or 
were dissatisfied/very dissatisfied).

The binary logistic regression model for the self-reported health 
included nine predictors and the overall model was statistically 
significant (p​ = 0.002). The strongest predictor of worse self-
reported oral health was the group affiliation (OR = 3.9) indicating 
that OLP patients statistically significantly reported their oral health 
to be worse even after controlling for other predictors. Other 
significant predictors of worse oral health were the following:  
(i) oral disease having a negative impact on daily living (OR = 3.0) 
and (ii) having problems when consuming acidic, spicy, and hard 
food items (OR = 3.8).

The second regression model for the satisfaction with 
overall health was also highly statistically significant (p​ < 0.001) 
and significant predictors of this outcome were the following:  
(i) oral disease’s negative impact on everyday life (OR = 2.6) and  
(ii) presence of multiple systemic conditions (OR = 1.4).

The third logistic regression model for the satisfaction with 
the quality of life was highly significant (p​ < 0.001) and the only 
significant predictor in this model was an oral disease-related 
negative impact on everyday life (OR = 2.4).

Di s c u s s i o n
The present 4-year prospective study examined and compared two 
patient groups: (1) a group of consecutive patients with validated 
histologically OLP diagnosis (cases) and (2) a group of age, gender, 
and residency-matched patients without OLP (controls). All our 
study outcomes—self-reported oral health, satisfaction with overall 
health, and satisfaction with the quality of life—were statistically 
significantly worse in patients with OLP when compared to similar 

Table 3: Self-reported oral health, satisfaction with general health and satisfaction with the quality of life in OLP patients 
and their matched controlsa​

Groups

p​ values 95% CI

Cases Controls

Mean ± SD Mean ± SD
Satisfaction with health and quality of life (outcomes)
Self-reported oral health 2.6 ± 0.8 3.4 ± 0.9 0.001 0.7; 1.1
Satisfaction with overall health 3.0 ± 0.9 3.5 ± 0.8 <0.001 0.3; 0.7
Satisfaction with the quality of life 3.6 ± 0.8 3.8 ± 0.8 0.031 0.2; 0.4
General health-related summative scores (predictors)
Multiple systemic conditions 2.8 ± 2.4 1.5 ± 1.6 <0.001 −1.8; −0.9
Multiple allergies 0.5 ± 0.9 0.2 ± 0.5 <0.001 −0.5; −0.2
Multiple negative life events 1.6 ± 1.2 1.8 ± 1.6 0.141 −0.1; 0.6
Domain-based summative worst conditions scores (predictors)
Pain or discomfort due to oral disease 1.4 ± 1.7 0.4 ± 0.9 <0.001 −1.3; −0.6
Need for medications and care 0.5 ± 0.9 0.2 ± 0.6 0.020 −0.4; −0.1
Oral disease impact on daily life 1.3 ± 1.7 0.5 ± 0.9 <0.001 −1.2; −0.5
Sensitivity to oral self-care products 1.0 ± 1.2 0.3 ± 0.5 <0.001 −0.9; −0.5
Oral disease impediments to eating 1.3 ± 1.5 0.2 ± 0.5 <0.001 −1.4; −0.9

a​Independent sample t​ test
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oral disease-related problems such as being in need of regular 
medications or medical care or not being able to eat varying foods 
or having problems in practicing oral self-care.

Some limitations of the present study need to be discussed. 
Although OLP is one of the most clinically common mucocutaneous 
diseases, due to its relatively low prevalence (0.2–4.0%),3​ it can 
be considered a rare disease. Therefore, we chose a case–control 
study design which is considered an optimal and practical study 
design for studying rare diseases. However, this study design has 
limitations as it does not allow causal interpretations of study 

findings. Consequently, all significant differences we found 
between OLP patients and their matched controls could only be 
interpreted as associations. Another deficiency of the current work 
is a relatively small sample size in each of the two study groups  
(n​ = 133); this limitation precluded us from performing more specific 
subgroup analyses.

Similar to recent reports,22​ our OLP patients had an overall 
lower quality of life potentially due to their oral disease even 
when it was controlled for systemic conditions. This significant 
finding means that OLP-related impediments to everyday life may 

Table 4: Predictors of health and quality of life-related outcomes (Binary Logistic Regression)

Outcome 1: self-reported oral health. Predictor selection: enter

Model: (n​ = 265): very good/good (n = 195) vs average/poor/very poor (n = 70)

Model summary: method −2 log likelihood = 196, p​ < 0.001, Nagelkerke R square = 0.497

Predictors p​ value Odds ratio 95%CI
Group affiliationa​ 0.002 3.9 1.6; 9.5
Number of systemic conditions 0.337 1.1 0.9; 1.3
Number of allergies 0.399 0.8 0.5; 1.3
Number of negative life events 0.973 1.0 0.4; 7.1
Oral disease’s negative impact on daily life 0.007 3.0 1.3; 6.8
Sensitivity to oral care products and practice 0.258 1.6 0.7; 3.5
Need for regular medications and care 0.473 0.4 0.6; 3.4
Feeling oral disease pain or discomfort 0.088 2.1 0.9; 4.9
Oral disease’s impediments to eating 0.001 3.8 1.7; 8.6

Outcome 2: satisfaction with overall health. Predictor selection: enter

Model: (n​ = 265): very satisfied/satisfied (n​ = 115) vs neither satisfied or dissatisfied/dissatisfied//very dissatisfied (n​ = 150)

Model summary: method −2 log likelihood = 293, p​ < 0.001, Nagelkerke R square = 0.311

Predictors p​ value Odds ratio 95% CI
Group affiliationa​ 0.648 1.2 0.6; 2.2
Number of systemic conditions 0.001 1.4 1.1; 1.6
Number of allergies 0.084 1.6 0.9; 2.6
Number of negative life events 0.154 1.2 1.0; 1.4
Oral disease’s negative impact on daily life 0.006 2.6 1.3; 5.1
Sensitivity to oral care products and practice 0.720 1.1 0.6; 2.2
Need for regular medications and care 0.074 2.2 0.9; 5.0
Feeling oral disease pain or discomfort 0.378 0.7 0.3; 1.5
Oral disease’s impediments to eating 0.077 2.0 0.9; 4.5

Outcome 3: overall satisfaction with the quality of life. Predictor selection: enter

Model: (n​ = 265): very satisfied/satisfied (n​ = 175) vs neutral/dissatisfied/very dissatisfied (n​ = 90)

Model summary: method −2 log likelihood = 303, p​ < 0.001, Nagelkerke R square = 0.177

Predictors p​ value Odds ratio 95% CI
Group affiliationa​ 0.665 1.2 0.6; 2.3
Self-reported oral health 0.103 1.4 0.9; 2.1
Number of systemic conditions 0.100 0.9 0.8; 1.0
Number of allergies 0.262 0.8 0.7; 1.2
Number of negative life events 0.223 0.9 0.8; 1.1
Oral disease’s negative impact on daily life 0.009 2.4 1.3; 4.7
Sensitivity to oral care products and practice 0.337 1.4 0.8; 2.7
Need for regular medications and care 0.760 0.9 0.4; 1.9
Feeling oral disease pain or discomfort 0.626 1.2 0.6; 2.5
Oral disease’s impediments to eating 0.983 1.0 0.5; 2.2

a​Group affiliation control condition vs OLP
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be a supplemental burden to patients who already suffer from 
other systemic diseases. Concomitantly, we need to consider our 
limitation that we did not use the questionnaire (Chronic Oral 
Mucosal Diseases Questionnaire) that was specifically validated for 
the use in samples of patients suffering from chronic oral mucosal 
diseases.23​ Possibly, the use of such measure might have helped 
to identify additional aspects of reduced quality of life. Another 
limitation of the present work is that it applied across-country-
validated WHO recommended measurement of OHQL; however, we 
used the translated questionnaire, but none of the formal validation 
of this translated OHQL tool was employed.

More efficient OLP treatment protocols should be developed 
to strive toward the goal of improvement in the everyday lives of 
OLP patients as well as maintaining their quality of life.

Co n c lu s i o n s
Patients with OLP as compared to their gender, age, and residency-
matched controls without OLP presented worse self-reported 
oral health, less satisfaction with their overall health, and less 
satisfaction with their quality of life. Worse self-reported oral health 
was predicted by having OLP through the oral disease’s negative 
impact on daily life and the oral disease’s impediments to eating. 
Low satisfaction with overall health was predicted by the presence 
of multiple systemic conditions in addition to the oral disease’s 
negative impact on life. The only significant predictor for lower 
satisfaction with the quality of life was OLP’s negative impact on 
daily life.
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