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1. INTRODUCTION

1.1. Problem under investigation and its relevance

Lichen planus is a chronic inflammatory disease of the skin and mucous
membranes and presents itself as specific rash, clinical and histological
changes. Lichen planus may present itself not just on the skin and mucous
membranes, but may also affect nails and the hairy part of the head. It is a
disease with a number of clinical variations.

Different countries count from 0.5 to 2.6 per cent of diagnosed cases of
the disease. It may occur just in the skin (up to 44 per cent), in the mouth
and skin, just in the mouth (up to 70 per cent) [1, 2, 3]. Most often it is
middle-aged and elderly people that suffer from it. According to some of
the authors, it is more frequent among female than male, 2.2 and 1.6 per
cent, respectively [4]; there are countries where it is more frequent among
male [5]. Lichen planus is found in families and it is believed that genetic
predisposition of the disease is possible [6], sometimes children have it
[5, 7, 8, 9]. Lichen planus is a disease resulting in discomfort for patients,
often causing painful lesions in the skin and mucous membrane, having a
doubtful treatment prognosis and questionable potential for malignancy
[10]. Malignancy of lichen planus lesions is specified irregularly [11]. It has
been established that 1.0-3.0 per cent of all lichen planus lesions tend to turn
malignant [12]. More frequent malignancy is of erosive — ulcerative rather
than of the atrophic forms of the disease [13].

The occurrence of lichen planus is influenced by: chronic sicknesses,
disorders of autoimmune disbalance, genetic predisposition towards the
disease, reactions caused by medicines, dental materials, traumas of tissues,
specific nutrition, addictions and psycho-emotional conditions of the patient
(3,14,15,16,17,18,19, 20, 21]. It is believed that conditions like depression,

stress or just excessive anxiety may cause appearance of the disease. [22].

_6-



No doubt that endocrinal pathology: thyroid diseases [23], diabetes
mellitus [24], as well as hepatitis [15], gastrointestinal diseases [25],
cardiovascular diseases, hypertension [9] and other sicknesses influence the
occurrence of the disease and its progress.

The following are the local etiological risk factors: periodontal pathology,
teeth restoration and/or improper oral hygiene, dental materials [26-30].
Addictions, such as smoking and use of alcohol are also named as etiological
factors [31, 32, 33].

Many of lichen planus risk factors may be unknown so far [34]; therefore
the research of potential risks associated with the disease are of importance.

Lichen planus considerably aggravates the quality of life of the patients
[35, 36-38]; therefore, when investigating changes in the quality of life, the
ability for adaptation in lichen planus, regular observation of such patients
is recommended and the treatment orientated to secure the quality of life
should be ensured by the therapist

No precise data on the lichen planus risk factors nor on the quality of
life of the patients are available neither in Lithuania nor in the neighbouring
countries; therefore, aiming to improve the quality of treatment and
prevention, to assess the predisposition factors of lichen planus and their
influence on the disease, malignancy of the affected tissues, the quality of

life of the patients, further investigations of the disease are significant.

1.2. Originality of the study and its practical value

Patients suffering from lichen planus experience not only physical
discomfort but psychological as well. It is difficult to assess their quality of
life because understanding of the quality of life differs among individuals,
and the expectations of the patients are different. Variety of the clinical
forms of the disease determines its different progress, the nature and the

impact on the quality of life. So far no investigations of the condition of the

—7_



oral lichen planus patients and the influence of the disease on the quality of
life have been performed in Lithuania.

The frequency of clinical forms and localisation of lesions of the
Lithuanian lichen planus patients has been investigated and assessed for the
first time, the prevalence of oral candidosis among the patients has been
identified, the prevalence of malignancy of tissues affected by lichen planus
has been assessed, the relationship with dermatosis, cardiovascular and
gastrointestinal diseases, hepatitis, diabetes mellitus has been assessed. Oral
health of the lichen planus patients has been investigated and assessed. A
relationship between lichen planus and the factors of social and clinical risks
has been established.

With the help of psychometric scale various aspects of lives, daily
activities, social relationships of lichen planus patients have been assessed;
therefore the results of the study allows making recommendations for the
lichen planus patients regarding improvement of the quality of life.

Practical value of the study: the data collected and scientific evidence -
based research which will be valuable in individual assessment of social and
clinical factors determining the occurrence of the disease and its progress for
each patient. The study will be useful in organisation of medical assistance
for lichen planus patients, implementing modern standards of diagnostics
and treatment, modelling the attitude of odontology and medicine students,
residents, dental practitioners and specialists of odontology and skin
diseases towards establishment, treatment, prevention of the disease and the

importance of improvement of the quality of life of the patients.

1.3. Goal and objectives of the study

Goal of the study is to investigate clinical indices of the patients suffering
from oral lichen planus, the correlation between the disease and the risk
factors and the quality of life of the patients.



Objectives of the study:

1. To assess socio-demographic and clinical indices of the oral lichen
planus patients.

2. To establish the relationships between the risk of occurrence of oral
lichen planus and the socio-demographic, local, generic factors and
chronic diseases and health conditions.

3. To establish and assess the quality of life of the oral lichen planus
patients.

4. To identify the risk factors which influence the quality of life of the

oral lichen planus patients.

N

. RESEARCH MATERIAL AND METHODS

2.1. Design of the study

For settlement of the objectives of the scientific study the analytical
observational case- control study was selected and a permit No 158200-
02-148-056 LP11 of the Ethics Committee of the Biomedicine Research of
Lithuania was obtained.

Persons participating in the research were verbally and in written form
informed about the planned research and written consents of all patients
regarding participation in the research were obtained.

Scope of the research. The research on oral lichen planus was performed
during the years 2010-2014 at Zalgiris Clinics. The total number of patients
was 312; of those 274 patients agreed to participate in the research and were
investigated, 137 lichen planus patients and the same number of patients

without it.



2.2. Test groups

2 groups of patients were chosen for the research. One group consisted of
the lichen planus patients (case group). The patients of the control group -
the patients without lichen planus - were of similar age, sex and social status.

The group of lichen planus patients (case group) included all patients
from the period 2010 to 2014 that were referred to Zalgiris Clinics for
consultancy and treatment, and who had histologically confirmed lichen
planus diagnosis. Based on the clinical symptoms of the disease all cases
of lichen planus were divided into the following groups: papular, reticular,
erosive-ulcerous, bullous, atrophic and plaque-like forms. The plaque-like
lichen planus form was diagnosed for none of the patients participating in
the research so it will not be mentioned in the study hereinafter.

The patients in control group were selected from those arriving to Zalgiris
Clinics for consultations on other than lichen planus sicknesses. The patients
in the control group were of similar age, sex and social status, and were

interviewed and investigated the same way as the lichen planus patients.

2.3. Investigation of patients

All participants in the scientific study were interviewed using “General
Patient’s Health Questionnaire” and “Quality of Life Questionnaire”
which were responded by the participants of both groups. An additional
“Clinical Investigation Questionnaire” was answered only by the lichen
planus patients. The lichen planus patients were investigated clinically,
histologically; they were also subjected to the investigation of cytological

mucous membrane scrapings from the lichen planus lesions.

2.3.1. Patients’ survey

Information about the demographic data, oral health and local and
systemic risk factors of the participants was collected with the help of a

structured questionnaire. Aiming to reduce the number of unanswered issues,
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the questionnaire was not explicitly filled in; further personal interviewing
was performed. The persons of other than the Lithuanian origin, speaking
poor Lithuanian, were also interviewed individually. The questions in the
questionnaires were presented with suggested answer alternatives. The

participants of the study had to choose the most acceptable for them answer.

2.3.1.1. Questionnaire on the quality of life

All participants were asked to answer questions about the quality of life
(Annex 8). Based on similar studies on the quality of life of sick persons
performed internationally and in Lithuania, an adapted questionnaire
WHOQOL-100 of the WHO was used [40]. The questionnaire was
designed based on similar international and Lithuanian studies on the
patients” quality of life. The participants were asked about the demographic
data and about the key factors which might have influenced their quality
of life. By the content three groups of the questions about the quality of life
are distinguished: satisfaction with the condition of oral health, satisfaction

with own life and satisfaction with the overall health.

2.3.1.2. Questionnaire for evaluation of the patient’s
overall health condition

All participants filled in the questionnaire adapted and translated
according to Karolinska institute (Sweden, 2004) questionnaire for
evaluation of overall condition of the patients health. Demographic data
(sex, age, place of residence and marital status) were collected as well as
the information about the way of life (smoking, use of alcohol) and social-
economic information (education, social status). Aiming to find out the
aetiology all patients were asked about generic risk factors: experienced
stress, infections, chronic illnesses, use of medications and genetic factors
(lichen planus among the family members). The patients were also asked to

self-assess their health condition.
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2.3.1.3. Questionnaire of clinical inspection

The same researcher additionally performed a clinical investigation
employing a clinical investigation questionnaire aimed to find out if the
patient was consulting for the first time or repeatedly, what the progress of
the disease was, if there were any exacerbations of the disease; the clinical
form of the disease was also established, as well as localisation of lesions and
the link between lichen planus and other diseases of the mucous (psoriasis,
bullous, seborrhoea, lupus erythematosus and etc.)

2.3.2. Collection of data

Before the research, aiming to reduce the influence of informational
errors, the credibility of the questionnaire on the quality of life was checked
(under the same questionnaire a group of 10 patients was interviewed,
and the same group was interviewed again after two weeks using the same
questionnaire). It was attempted to find out whether the questions were
understood by the patients, were they adequate and if there had been any
problems when answering the questions.

The credibility of the questionnaire was assessed by test-retest, which
was established assessing the correlation (correlation coefficients) between

the primary and the repeated interview using the same methods.

2.3.3. Clinical examination of the oral lichen planus patient

Oral clinical examination consisted of assessment of the forms of
lichen planus and investigation of possible local and systemic risk factors
associated with the oral environment. Locations of the lichen planus lesions
were assessed.

Clinical investigation of the lichen planus patient was performed
by examination of the patient’s mouth. The form of the disease (papular,
reticular, erosive-ulcerous, bullous, plaque-like (hyperkeratosis), atrophic),

the location in the mouth (buccal mucosa, gums, tongue, lips, the vestibule
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of the mouth, the palate) and its prevalence (skin, nails, genitals) were
established. Examination of the skin and of the genitals was performed by a
doctor dermato-venereologist. For the purpose of assessment of the aetiology
of lichen planus the following local risk factors were assessed: bimetallism,
poor oral hygiene, sharp edges of the teeth, tooth roots, chronic endodontic
infection, chronic periodontal pathology, tooth decay, dental amalgam,

composite fillings and removable and nor removable dental prosthesis.

2.3.4. Histology test

Incisive biopsy was used for confirmation of the lichen planus diagnosis.
Biopsy was performed to all patients that had the clinical diagnosis of lichen
planus. Before the test all participants of the study were introduced to the
methodology of biopsy sampling and the complications of the test: possible
bleeding at the place of stick or incision injury, after-surgery pain. Prior to
the planned biopsy the patients were warned to stop taking anticoagulant
medicines. The biopsy samples were from 3-10 mm X 3-4 mm x 3-4 mm
size.

Incisive mucous biopsy was performed under local surface infiltration
anaesthesia with 0.5-1 ml 4 per cent Ubistesini forte anaesthetic, with
prior disinfection of the mouth tissues with the solution of 0.12 per cent
chlorhexidine for 1 min.

The piece of oral surface mucous epithelia was fixed in a buffer formalin
solution, placed into a test-tube marked with the patient initials, and
forwarded for further investigation to the State Pathology Centre, where
the test —tubes were covered with paraffin, painted with haematoxylin and
eosin, and the histology test was performed assessing the infiltration of the
oral mucous with lymphocytes (T lymphocyte infiltration), hyperplasia
of oral mucosa and hyperparakeratosis, ulceration of squamous epithelia
due to erosion of basal layer and necrosis of keratinocytes. The presence of

hyperplasia was assessed as the minimum, the medium and the maximum.
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This way the lichen planus diagnosis was specified and the presence or
absence of atypical cells in the lesions was verified.

All procedures were performed after assessment of the overall and the
oral health of the patients. The histology test was performed at the Pathology
Centre of VUH Santaros Klinikos.

2.3.5. Cytology test

Scrapings from the surfaces of lichen planus lesions in the mouth were
taken with the help of a scoop and spread on a glass slide and further
forwarded to the laboratory for investigation. Aiming to establish the
presence of Candida and atypical cells exfoliative cytology of the surface
cells was used. The cytology tests were performed at the laboratory of VUH
Zalgiris Clinics.

2.4. Statistical analysis

The statistical analysis was performed by IBM SPSS Statistics® software
package - Statistical Package for Social Sciences 22 for Windows. For
assessment of interdependency of qualitative features (or homogeneity) the
criterion of chi square (y2) was used, in cases of low samples — the precise y2
criterion. Pairwise comparisons were made applying z criterion.

Socio-demographic, clinical local (related to the oral environment)
and general factors, such as chronic diseases, use of medications, allergies,
factors of life style, such as smoking and use of alcohol, influencing lichen
planus disease were assessed applying the method of logistical regression.
The results of univariate and multivariate logistic regressive analysis are
described presenting the SR - odds ratio, and 95 per cent PI - confidence
interval of probability ratio.

In the analysis of the quality of life of the patients the dispersive analysis
and the General Linear Model of multiplicative analysis SPSS.22 was used.

In the final step the necessary assumptions for this analysis were checked.

—14 -



The compliance of the model was assessed by the determination coefficient
R2. Equality of variance, dependant variable, normality of its probability
distribution and the null hypothesis of the coeflicients of the linear model
were verified.

The observed differences or links between the characteristics were
considered statistically significant when the level of significance (p value)
calculated during verification of statistical hypothesis was under the selected
level of significance a = 0.05 (p - value < 0.05).

3. RESULTS

137 lichen planus patients participated in the investigation: 24 male
(17.5 per cent) and 113 female (82.5 per cent). The average age of the patients
was 55.43+14.26. The eldest lichen planus patient was 80, the youngest -
17 years old. The majority of the patients were from 51 to 60 years old.

Analysing the distribution of lichen planus patients by education it was
established that 38.0 per cent of the lichen planus patients had higher non-
university education or uncompleted higher education, 32.1 per cent had
university education, 22.6 per cent had secondary education, and 7.3 per
cent had primary or uncompleted secondary education.

Assessment of the marital status of the lichen planus patients has
established that the most of the patients (73.7 per cent) were married or
cohabited. The majority of lichen (77.4 per cent) lived in a big city.

Analysing the distribution of lichen planus patients by the social status it
has been established that 36.5 per cent were specialists or servants, 31.4 per
cent were retired on pension, 9.5 per cent were workers or technical staff.
The most of the female lichen planus patients (38.1 per cent) were specialists
or servants, and the majority of male lichen planus patients were specialists
or servants (29.2 per cent) and retired on pension (29.2 per cent).

It has been established that 11 (8.0 per cent) of the lichen planus patients
had relatives suffering from the disease, and the rest 126 patients (92 per
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cent) had ambiguous aetiology (idiopathic): male — 23 (18.3 per cent),
female - 103 (81.7 per cent).

During the assessment of the clinical indices of the lichen planus patients
ithas been established that the most patients (45.3 per cent) had the diagnosis
of the reticular form oflichen planus, 34.3 per cent — erosive-ulcerous, 8.0 per
cent — papular, 10.9 per cent - atrophic and 1.5 per cent - bullous form of
lichen planus. The plaque-like lichen planus form has been diagnosed for
none of the patients participating in the investigation (Table 1). The reticular
clinical form of lichen planus was more frequent among male (66.6 per cent)
than among female (40.7 per cent), the difference was statistically significant
(x?=8.756, p=0.003). No other statistically significant differences between

male and female lichen planus patients have been found.

Table 1. Distribution of lichen planus patients by the clinical form of the disease

Clinical form Total (n=137) Male (n=24) | Female (n=113) p- value

n (per cent) n (per cent) n (per cent)

Papular 11 (8.0) 1(4.2) 10 (8.8) 0.689*

Reticular 62 (45.3) 16 (66.6) 46 (40.7) 0.003

Erosive-ulcerous 47 (34.3) 6 (25.0) 41 (36.3) 0.290

Bullous 2 (1.5) 0 (0.0) 2(1.8) 1.00*

Atrophic 15 (10.9) 1(4.2) 14 (12.4) 0.469*

Plaque-like Not found Not found Not found

*Fisher’s exact test

Analysis of the localisation of the lichen planus lesions showed that the
patients most frequently had lesions on buccal mucosa (87.6 per cent), on
gums (46.7 per cent), on the side surfaces of the tongue (39.4 per cent) and
on the dorsum of the tongue (29.9 per cent). Other areas of the oral mucous
were affected less frequently. It has been established that 6 lichen planus
patients (4.4 per cent) had affected nails and genitals.

Analysing localisation of the lichen planus lesions by sex, it has been
established that the gums were more frequently affected in females (53.1 per
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cent) than for male (16.7 per cent); this difference was statistically significant
(x?=10.555; p=0.001). It has also been established that the skin was more
often affected in females (23.9 per cent) than in males (4.2 per cent); the
difference was statistically significant (x2=4.738; p=0.028).

The cytological test showed (Table 2) that at different forms of lichen
planus in the scrapings of from the lesions bacteria were found. Abundant
microbe flora was found in 59.6 per cent of the patients suffering from
erosive-ulcerous form of lichen planus, in 45.5 per cent of the patients with
papular form of lichen planus, in 33.9 per cent of the patients with reticular
form and in 33.3 per cent of the patients suffering from the atrophic form

of lichen planus.

Table 2. Distribution of cytological indices by the forms of lichen planus

. . . Actino- Atypical
Clinical | Microbe flora Candida micetes cells Total
form
abundant | sparse |abundant| sparse | none | present | none |present| none
Papular 5 6 0 7 4 0 11 0 11 11
(45.5) |(54.5)| (0.0) |(63.6)((36.4)| (0.0) | (100) | (0.0) |(100)
Reticular 21 41 10 20 32 5 57 0 62 62
(33.9) |(66.1)| (16.1) |(32.3)|(57.6)| (8.1) [(91.9)| (0.0) |(100)
Erosive- 28 19 7 18 22 2 45 3 44 47
ulcerous | (59.6) [(40.4)| (14.9) |(38.3)|(46.8)| (4.3) |(95.7)| (6.4) |(93.6)
Bullous 0 2 1 0 1 0 2 0 2 )
(0.0) |(100) | (50.0) | (0.0) [(50.0)| (0.0) | (100) | (0,0) |(100)
Atrophic 5 10 2 8 5 1 14 0 15 15
(33.3) |(66.7)| (13.3) [(53.3){(33.3)| (6.7) |(93.3)| (0.0) |(100)
Plaque-
like Not found

Abundantly various types of Candida fungus were found in the
participants, of those (N=10) 16.1 per cent of reticular and (N=7) 14.9 per
cent of erosive-ulcerous cases. Of all clinical forms of lichen planus only

in 5.8 per cent cases Actinomyces fungus was found. Of all lichen planus
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patients atypical cells were found in 2.2 per cent cases. Assessing the cytology
test it has been established that atypical cells were found only in the erosive-
ulcerous form of lichen planus (3 cases).

After the histological investigation (Table 3) by which infiltration of oral
mucous with lymphocytes (T lymphocyte infiltration), hyperplasia of oral
mucous, hyperparakeratosis and ulceration of squamous cell epithelium
were assessed, it has been established that the most obvious (3+) epithelia
hyperplasia was found in 11.3 per cent of reticular, 10.6 per cent of erosive —
ulcerous and 50 per cent of bullous forms of lichen planus. The most obvious
leucocyte infiltration was in 55.3 per cent of erosive-ulcerous, 50 per
cent of bullous, 30.6 per cent of reticular and in 20 per cent of atrophic
form of lichen planus cases. Hyperparakeratosis was the most frequently
(74.5 per cent) found in the cases of erosive-ulcerous form of lichen planus.
Ulceration of epithelia has been found in 76.6 per cent of erosive —ulcerous
and in 46.7 per cent of atrophic forms of lichen planus. 3 cases of squamous
carcinoma were found in the erosive- ulcerous lichen planus (Table 3). No
cases of plaque -like of lichen planus has been found.

Analysing overall condition of health of the lichen planus patients it has
been established that 35.0 per cent of the lichen planus patients had chronic
gastritis, 32.9 per cent had arterial hypertension, 25.6 per cent had benign
tumours and 24.1 per cent suffered from thyroid diseases.

The results of the research showed that 13.1 per cent of the lichen planus
patients were allergic to antibiotics, 8.0 per cent - to food products, 5.1 per
cent - to tooth filling materials, plastic, metals, 3.6 per cent - to iodine and
11.7 per cent of the patients were allergic to other allergens. relationship
between the socio-demographic factors and lichen planus.

By comparison of potential local factors of the patients and of those not
sickwith lichen planus (Table 4) it has been established that in the investigated
group there were more patients with different metals in the mouth, with
poor oral hygiene, sharp teeth edges, having chronic periodontal pathology

and fixed dental prostheses than in the control group.

— 18—



punoj JoN ai-anberg

o1 (0o1) | (000) | (€€9) | (£9%) | (000) | (00) |(£98)| (0009) | (00%) | (007) | (€€S) | (£97)
S1 0 8 L 0 0 €l 6 9 € 8 id srqdonyy

(0o1) | (00) | (00) | (001) | (0°0S) | (0°0S) |, . (005) | (005) | (00S) | (0°0S) .

¢ 4 0 0 4 1 1 (00)0 1 1 I I (00)0 snofng
P (9¢6) | #9) | (Fen) | (992) | (901) | (099) | (F'€T) | (S§50) | (§¥L) | (€59) | (FoF) | (€F) Sno1ddIN
i € 1 9¢ S € 1 41 G¢ 9 61 4 -2A1s01g

z9 (0o1) | (000) | (6€8) | (1'91) | (€°T1) | (89%) | (6'TF) | (SS€) | (§F9) | (9°0¢) | (L'6S) | (L'6)
79 0 (4 01 L 6T 9T 44 Vi 61 L€ 9 Te[nonay

- (0oot) | (000) | (001) | (00) | (00) | (#9¢) | (9€9)| (9€9) | (F9¢) | (000) | (8718) | (T8I)
1 0 1 0 0 i L L i 0 6 4 Iepndeq

ON SoX ON Sox +¢ +7 +1 ON SS9k +¢ +7 +1
0L (uoo 1ad) u (uao rd) w (uos 10d) (yuao rod) u (uao rd) u uLIojy
BUIOUDIE ey ersefdradA£ S1503 uonenyut TP
PID Jo uonerdd[n el H -exayeredradAyg Ahooyduwiy

snue[d uayoI[ JO WI0} [edTUI[ Y3 £q SIOTPUL [eD130]0ISTY JO UONNQLNSI(T "€ d[qeL

~19—



Table 4. Distribution of the local factors among the patients of lichen planus and
those that not have the disease.

Total n274 Control group Case group
Factor n=137 n=137 p value*
(per cent)
(per cent) (per cent)
Diffe 1
Differentmetals present| 5, (15 5) 5(3.6) 32(234) | <0.001
in the mouth
Poor oral hygiene 85 (31.0) 19 (13.9) 66 (48.2) <0.001
Sharp edges of teeth 45 (16.4) 18 (13.1) 27 (19.7) 0.096
Teeth roots 21(7.7) 16 (11.7) 5(3.6) 0.021
hroni .

Chronic endodontic 21(7.7) 14 (10.2) 7(5.1) 0.171
infection
Chroni iodontal

romic periodonta 144 (52.6) 54 (39.4) 90 (65.7) <0.001
pathology
Decays 47 (17.2) 30 (22.1) 17 (12.4) 0.054
Amalgam fillings 51 (18.6) 23 (16.8) 28 (20.4) 0.535
Composite fillings 166 (60.6) 83 (60.6) 83 (60.6) 1.000
Fixed dental prostheses 156 (56.9) 66 (48.2) 90 (65.7) 0.005

1 1

Removable denta 39 (14.3) 24 (17.5) 15 (11.0) 0.166

prostheses

*Chi square or Fisher’s exact test

Statistically significant local factors related to lichen planus have been

identified: different metals in the mouth, poor oral hygiene, teeth roots,

chronic periodontal pathology, dental decay, fixed dental and removable

dental prostheses.

It was searched for local factors which associate with lichen planus.

All possible local risk factors were included into the multi-dimensional

analysis and the influence of the age was also considered (Table 4). Stepwise

backward elimination regression was chosen with the help of which variables

were maintained in the model, based on which the model most specifically

accounted the presence of lichen planus. 74.3 per cent of the respondents
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-lichen planus patients and 72.8 per cent of those that did not have lichen
planus were correctly classified. Totally, 73.5 per cent of the participants of
the study were correctly identified.

The risk to get sick with lichen planus for the patients with different
metals in the mouth was statistically significantly higher (SR=5.86)
(p=0.001) if compared with those without metals in the mouth. The patients
with poor oral hygiene were at statistically significantly higher risk of lichen
planus (SR=6.68) (p<0.001) if compared with the patients with good oral
hygiene. The patients that had roots of teeth in the mouth were at statistically
significantly higher risk of lichen planus (p=0.014) (SR=0.19) if compared
with the patients without teeth roots in the mouth. The patients having
chronic periodontal pathology were at statistically significantly higher risk
of lichen planus (p=0.001) if compared with the patients that did not have
it. The patients with dental decay were at statistically significantly higher
risk of lichen planus (SR = 0.28) (p=0.005) if compared with the patients
without dental decay. The patients that had removable prostheses the
possibility to get sick with lichen planus was statistically significantly higher
(SR = 0.36) (p=0.023) if compared with the patients that did not have
removable prostheses in their mouth (Table 5).

Table 5. Local factors significant for lichen planus in the multi-dimensional
logistic analysis

Factors SR (95 per cent PI) p value
Different metals in the mouth 5.86(2.03-16.91) 0.001
Poor oral hygiene 6.68(3.19-14.00) <0.001
Teeth roots 0.19(0.05-0.71) 0.014
Chronic periodontal pathology 2.57(1.44-4.60) 0.001
Dental decay 0.28(0.11-0.68) 0.005
Removable dental prostheses 0.36(0.15-0.87) 0.023

SR - odds ratio, PI - confidence interval, p - significance level.
Compliance of the model with the data — x2= 87.47, df=6, p<0.001;
Model compliance - determination coefficient R?=0.37.
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The results of the research showed that in the group of the lichen planus
patients (Table 6) there were more patients that had experienced stress,
taking diuretics, anti-hypertension medicines, neuroleptics and other
tranquilizers, and having contacts with chemical substances than in the
control group.

Table 6. Distribution of generic factors among the lichen planus patients and
those that do not have it

Total Control gr. | Research

Factor n=247 n=137 gr.n=137 P

(per cent) | (percent) | (per cent) value
Stress 181 (66.1) | 75 (54.7) 106 (77.4) |<0.001
Infections 36 (13.1) 26 (19.0) 10 (7.3) 0.007
MEDICATIONS:
Anti-inflammatory non-steroidal drugs | 48 (17.5) | 27 (19.7) 21(15.3) | 0.427
Diuretics or antihypertensive agents 77 (28.1) 32 (23.4) 45(32.8) | 0.106
Anti- TB agents 2(0.7) 1(0.7) 1(0.7) 1.000
Neuroleptics, other tranquilizers 57 (20.8) 18 (13.1) 39 (28.5) | 0.003
Steroid hormones 17 (6.2) 9 (6.6) 8 (5.8) 0.999
Antiarrhythmic drugs 22 (8.0) 8 (5.8) 14 (10.2) | 0.180
Chemical substances 28 (10.2) 3(2.2) 25(18.2) |<0.001

*Chi square or Fisher’s exact test

Statistically significant generic factors associated with lichen planus have
been identified; namely, stress, infections, use of neuroleptics and other
tranquilizers, chemical substances.

It was searched for generic factors which had the strongest link with
lichen planus. All generic factors were included into the multivariate
analysis; the influence of age has been considered as well. Stepwise backward
elimination regression was chosen, with the help of which variables were
maintained in the model, based on which the model most specifically
prognosticated lichen planus. 81 per cent of the participants -lichen planus
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patients and 51.1 per cent of those that did not have lichen planus were
correctly classified. Totally, 66.1 per cent of the participants of the study
were correctly identified.

Based on the developed model of multivariate logistic regression
(Table 7), it is possible to state that the patients experiencing stress have were
statistically significantly (SR=2.45) (p=0.002) higher the chances to get sick
with lichen planus than those not experiencing stress. It has been established
that for the patients suffering from chronic inflectional diseases the chances
to get sick with lichen planus are statistically significantly (SR=0,3) (p=0,006)
higher if compared with those that do not have it. The patients that used
neuroleptics and/or other tranquilizers had statistically significantly higher
(p=0.012) chances to get sick with lichen planus if compared with those that
did not use those medications. The patients that have chemical substnaces
in their work environment have statistically significantly higher (SR=10.63)
(p<0,001) chances to get sick with lichen planus if compared with those that
have no contacts with chemical substances.

Table 7. Generic factors significant for lichen planus, according to multivariate
logistic analysis

Factors SR (95 per cent PI) p value
Stress 2.45(1.41-4.27) 0.002
Infections 0.30(0.13-4.59) 0.006
Neuroleptics, other tranquilisers 2.35(1.20-4.59) 0.012
Chemical substances 10.63(2.91-38.85) <0.001

SR - odds ratio, PI - confidence interval, p - significance level.
Compliance of the model with the data - x2= 50.33 df=4. p<0.001;
Model compliance - determination coefficient R?=0.22;

The model prognosticated with the accuracy of 66.1 per cent.

Comparing the prevalence of chronic diseases and conditions in the
control and the case groups (Table 8) it has been established that bullosa
simplex, psoriasis, gastro-intestinal disorders, seborrhoea dermatitis and
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diabetes mellitus were common in the case group. The most of the patients
in the research group suffered from gastrointestinal disorders (31.1 per

cent).

Table 8. Distribution of chronic diseases and conditions among the lichen planus
patients and those that do not have it

Total Control gr. | Research gr.
Factors n=274 n=137 n=137 p value*
(per cent) (per cent) (per cent)

Bullosa simplex 4(2.9) 0(0.0) 4(2.9) 0.122
Psoriasis 8 (5.8) 0(0.0) 8 (5.8) 0.007
Ch i tritis, tric ulcer,

FOTIC BASHIS, SASHICHICEL 1 ) (31.1) 0(0.0) 44(31.1) | <0.001
other gastro-intestinal diseases
Seborrhoea dermatitis 4(2.9) 0(0.0) 4(2.9) 0.122
Diabetes mellitus 8 (5.8) 0(0.0) 8 (5.8) 0.003
Lupus erythematosus 0(0.0) 0(0.0) 0(0.0) 1.000

*Chi square or Fisher’s exact test

During the research experienced stress was assessed. The majority of
the respondents (54.9 per cent) indicated stress at work (arduous work)
(Table 9). In the research group more patients specified as stress a death of a
close family member, of a friend and a personal sickness.

Analysing the overall condition of health it has been established that
in the case group there were more patients suffering from epilepsy or
another neurological disease, having experienced episodes of convulsions
or fainting spells, undergoing psychiatric treatment, had cardiovascular
diseases, chronic gastritis, thyroid diseases, underwent blood transfusion,
had oncologic diseases or were allergic to medications.

The chronic diseases and conditions which had statistically significant
correlation with oral lichen planus have been identified, namely, chronic
gastritis, thyroid diseases, blood transfusion and malignant tumours.
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Table 9. Distribution of experienced stress cases in the groups of lichen planus
patients and those that do not have it

Total Control gr. | Research gr.
Experienced stress n=244 n=128 n=116 p value*
(per cent) (per cent) (per cent)
Death of a spouse 37 (15.2) 19 (14.8) 18 (15.5) 0.999
Divorce 35 (14.3) 22 (17.2) 13(112) | 0.147
Conflicts in the family 55 (22.5) 28 (21.9) 27 (23.3) 0.999
Death of a close family
. 68 (27.9) 33 (25.8) 35(30.2) | 0.889
member, of a friend
Personal sickness or trauma 66 (27.0) 31 (24.2) 35(30.2) 0.672
Marriage 14 (5.7) 7 (5.5) 7 (6.0) 1.000
Stress at work, arduous work 134 (54.9) 68 (53.1) 66 (56.9) 0.904
Resignation, retirement 38 (15.6) 23 (18.0) 15 (12.9) 0.221
h f the pl f
Change of the place o 21 (8.6) 14 (10.9) 7(60) | 0.172
residence
Change of nutrition habits 13 (5.3) 10 (7.8) 3(2.6) 0.085
Son or daughter leaving home 23(9.4) 12 (9.4) 11 (9.5) 0.999
P 1 vi , i
ersonal victory, promotion 3(12) 3(23) 0(0.0) 0.247
at work
Financial problems, debts,
41 (16.8) 27 (21.1) 14(12.1) | 0.041
loans
Problems with the law and
30 (12.3) 27 (21.1) 3(2.6) <0.001
order
Other 10 (4.1) 2(1.6) 8 (6.9) 0.103

*Chi - square test or Fisher’s exact test

We searched for chronic diseases and conditions which had the greatest
correlation with lichen planus. Multivariate logistic analysis assessed
chronic diseases and the influence of the age. Stepwise backward elimination
regression was chosen with the help of which variables were maintained in
the model, based on which the model most specifically prognosticated lichen

planus. 63.2 per cent of the respondents -lichen planus patients and 74.5 per

—25-—



cent of those that did not have lichen planus were correctly classified. Totally,
68.9 per cent of the participants of the study were correctly identified.

Based on the multivariate logistic regression model (Table 10) it is
possible to state that the patients with chronic gastritis have statistically
significantly higher (SR=3.09) (p<0,001) risk to get sick with lichen planus if
compared with those that do not have lichen planus. It has been established
that for the patients with thyroid diseases the chances to get sick with lichen
planus are statistically significantly (SR=6.32) (p<0,001) higher if compared
with those that do not have it. The patients that had a blood transfusion have
statistically significantly higher (SR=3.47) (p=0.028) chances to get sick with
lichen planus than the patients who had not experienced a transfusion. The
patients who have or had malignant tumours have statistically significantly
higher (SR= 6.22) (p<0.001) chances to get sick with lichen planus if
compared with the patients without malignant tumours.

Table 10. Assessment of the influence of chronic diseases and conditions on
occurrence of lichen planus, multivariate logistical analysis

Factors SR (95 per cent PI) p value
Chronic gastritis 3.09(1.64-5.83) <0.001
Thyroid diseases 6.32(2.44-16.39) <0.001
Blood transfusion 3.47(1.15-10.49) 0.028

Malignant tumours 6.22(2.24-17.33) <0.001

SR- odds ratio, PI - confidence interval , p - level of significance.
Model compliance with the data - x2= 60.79, df=4, p<0.001;
Model compliance - determination coeflicient R?=0.27;

The model prognosticated with accuracy 68.9 per cent.

Based on the data of the research, the lichen planus patients assessed
the quality of life in lower points than the patients in the control group. It
has been established that the mean life quality point of the lichen planus
patients was 68.1 (stand. n. 8.3, med. 68,3), of those that do not have it - 75.9
(stand. N. 7.3, med. 76,9), the difference is statistically significant (p<0.001).
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Analysing the life quality differences between male and female it has been
established that the female lichen planus patients assessed the quality of
life in lower points (the average 67 points) than those that did not have
oral lichen planus (the average 75.7 points), the difference is statistically
significant (p<0.001).

Analysing the assessment of the quality of life with the consideration of
the age it has been established almost all oral lichen planus patients assessed
the quality of life statistically significantly in lower points than those that did
not have it, with the exception of the participants of the study from 31 to 40
years of age, whose assessment of the quality of life did not differ statistically
significantly, irrespectively of having or not oral lichen planus.

Analysing the assessment of the quality of life with the consideration of
education it has been established that the lichen planus patients with the
secondary, higher non-university and the university education assessed
the quality of life in statistically significantly lower points than the patients
without lichen planus with the same education. The patients with lichen
planus and without it who had primary and uncompleted secondary
education assessed the quality of life the same.

Analysing the assessment of the quality of life of the patients with lichen
planus and without it with the consideration of marital status it has been
established that married and cohabiting, single and widows and widowers
assessed the quality of life in lower points than the patients without lichen
planus; the difference is statistically insignificant.

Analysing the assessment of the quality of life of the patients with lichen
planus and without it with the consideration of the place of residence it
has been established that both lichen planus patients living a big city and
in countryside assessed the quality of life in lower points than the patients
without the disease; the difference is statistically significant.

Investigating the assessment of the quality of life of the patients with
lichen planus and without it with the consideration of the social status it has

been established that workers, technical staff, specialists, servants, retired
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persons, house-wives with lichen planus assessed the quality of life in lower
points than those without lichen planus; the differences are statistically
significant. It has been established that businessmen, top managers,
students, school children and the unemployed both lichen planus patients
ant patients without it assessed the quality of life the same.

Table 11 presents the data illustrating the link between the quality of life
and the socio-demographic factors. It has been established that in the case
group the quality of life is the most related to the sex (F=10.5, p=0.001),
a little bit less with the place of residence (F=9.5, p=0.003). Meanwhile, it
the control group the strongest link is between the quality of life and the
education (F=4.14, p=0.008). Other socio-demographic factors did not have
any statistically significant link with the quality of life.

Having assessed by the method of regressive analysis the intensity of
the links (value of B coefficient, positive — increases, negative — decreases)
between the quality of life and the socio-demographic factors (the age,
the sex, the marital status, the place of residence) it has been established
that in the case group the quality of life was better of the male (=6.20;
PI 2.42-9.98) comparing with the female, of those living in a big city
(B=5.19; P1 1.85-8.53) comparing with the ones living in other cities and the
countryside. In the control group the quality of life was better only of the
participants with university education (=7.34, PI 2.11-12.56) comparing
with the respondents with primary and incomplete secondary education.
Other socio-demographic factors did not have any statistically significant
difference for the quality of life. Considering the above, the above-mentioned
characteristics were not included into the stages of risk factors’ investigation.

The data given in Table 12 show the correlation between the quality of life
and the local risk factors. It has been established that in the research group
the quality of life does not statistically significantly correlate with the local
risk factors. Meanwhile, in the control group the most intensive correlation
between the quality of life and the chronic periodontal pathology has been
found (F=11.6, p=0.001). The other factors did not have any statistically

significant correlation with the quality of life.
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Having assessed by the method of regressive analysis the intensity of the
correlation between the quality of life and the local factors (different metals
in the mouth, poor oral hygiene, sharp teeth edges, teeth roots, chronic
endodontic infection, chronic periodontal pathology, dental decay, dental
amalgam, composite fillings, fixed dental prostheses, removable dental
prostheses) it has been established that only in the control group the quality
of life is better of the respondents without chronic periodontal pathology
(P=4.91, PI 2.06-7.76) if compared with the participants of the study that
do have chronic periodontal pathology. The other local factors did not have
statistically significant difference on the quality of life. Therefore the above-
mentioned indications were not included into the steps of the study of risks
factors.

Table 13 presents data showing correlation between the quality of life
and the generic factors. It has been established that only in the case group
the quality of life the most intensively correlates with the use of anti-
inflammatory medications (F=7.3, p=0.008). The other generic factors had
no statistically significant link with the quality of life.

Having assessed by the method of regressive analysis the intensity of the
correlation between the quality of life and the general factors (stress, chronic
infections, anti-inflammatory medications, diuretics, anti-TB drugs,
neuroleptics, steroid hormones, antiarrhythmic medications, chemical
substances) it has been established that only in the case group the quality of
life was better of the patients that did not use anti-inflammatory non-steroid
medications (B=5.35, PI 1.42-9.29) comparing them with the ones that took
them. The other generic factors had no statistically significant link with the
quality of life.

Table 14 presents data showing the link between the quality of life and
the experienced stress. It has been established that in the research group the
quality of life the most correlates with a personal sickness or trauma (F=5.5,
p=0.020). In the control group the quality of life has the strongest link also
with a personal sickness or a trauma (F=6.1, p=0.015), slightly less with the
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death of the spouse (F=5.8, p=0.018). No any other statistically significant
links between the stress and the quality of life has been found.

Having assessed by the method of regressive analysis the intensity of the
link between the quality of life and the experienced stress (death of the spouse,
personal sickness or trauma, stress at work) it has been established that in the
case group the quality of life was better of the patients that had no personal
sicknesses or (f=3.79, PI 0.60-6.99), comparing them with those that had it.
In the control group the quality of life was better of the participants in the
study who did not have a personal sickness or trauma ($=3.59, P1 0.72-6.47),
if compared with the ones that had it; and the same was with the patients that
did not experience the death of a spouse (p=4.26, PI 0.75-7.78) comparing
with those that did. Stress at work had no statistically significant influence of
the quality of life. Considering that the above-mentioned factor has not been
included into the risk factors’ study steps.

In Table 15 the data showing correlation between the quality of life and
the analysed risk factors are presented. It has been established that in the case
group the quality of life the most correlates with the sex (F=11.7, p=0.001),
the place of residence (F=7.7, p=0.006) and with poor oral hygiene (F=4.7,
p=0.032). In the control group the quality of life the most correlates with
chronic periodontal pathology (F=11.4, p=0.001), fixed dental prostheses
(F=8.2, p=0.005), use of neuroleptics (F=4.4, p=0.039) and education
(F=3.4, p=0.021).

Having assessed by the method of regressive analysis the intensity
of correlation between the quality of life and the risk factors it has been
established that in the case group the quality of life is better of the male
patients (f=6.35, PI 2.68-10.02) if compared with female patients, of those
living in a big city (=4.55, PI1 1.31-7.80) and of those with good oral hygiene
(B=3.04, PI 0.27-5.81). In the control group the quality of life is better of
the participants of the study with university education (p=7.01, PI 2.09-
11.93), university education and incomplete higher education (p=5.16,
PI 0.07-10.26), of those having no chronic periodontal pathology (p=4.51,
PI 1.86-7.16) and of the ones not taking neuroleptics ($=3.67, P10.19-7.15).
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4. DISCUSSION

The study investigated the correlations between the clinical indices of the
lichen planus patients and the risk factors and self-assessment of the quality
of life of the patients.

Among the scientific literature a number of scientific studies showing
that the disease is more common in female than in male can be found [4,
12,41, 42, 43, 44]. In our research the majority (82.5 per cent) of the lichen
planus patients were women.

Lichen planus is a disease of the middle-aged people, but scientific
literature describes individual cases when it is found in the mouths of
children [7, 13, 34]. The results of our study showed that the majority
of the lichen planus patients were from 51 to 60 years old and the data
corresponded to the data presented by the scientists from Brazil, Sweden
and Italy [41, 43, 45].

According to the data of the study the majority (45.3 per cent) of the
patients had reticular form of lichen planus, and none of the patients
participating in the research had the diagnosed form plaque-like lichen
planus. If compared with the data of the researches from other countries,
our data corresponded to the data of the scientists from Sweden, Croatia,
Pakistan, Bangladesh and Iran, who had established that reticular form
of lichen planus prevailed the investigated residents, but in Thailand the
obtained data were different: atrophic and erosive-ulcerous forms of lichen
planus prevailed [42, 43, 46, 47, 48].

Of all oral lichen planus patients in 2.2 per cent of clinical cases in the
places of lesions atypical cells were found. Investigation of Iran residents
showed that the disease turned malignant in 0.07 per cent patients. In
Holland the malignant form developed in 0.5 per cent of cases, in Island -
1.0 per cent, and in Israel - 5.8 per cent [46, 49, 50]. Swedish scientists note

the malignancy trend in oral lichen planus as slow but increasing [51].
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The results of our study showed that in 87.6 per cent of the patients
lesions were on buccal mucosa and the data obtained corresponded to the
data of scientists from Brazil, Pakistan, Japan and Sweden [41, 45, 47, 52].
Different data were obtained in Spain where investigation of the lichen
planus patients established that the tongue is the most frequently affected
place [4, 44].

According to the data of our research, the probability to get sick with
lichen planus increases if oral hygiene is insufficient, when patients have
different metals or tooth roots in the mouth, sick with chronic periodontal
pathology or dental decay, with increased dental plaque, wearing removable
dental prosthesis and experiencing stress. This is confirmed by the studies
of other scientists. The study performed by S. Pourshahidi et al. (2011)
proved that the patients of lichen planus had experienced statistically
significantly more stress than the control group of healthy participants
[53]. It is important to note that stress, anxiety, strain and depression might
induce exacerbation of lichen planus and formation of erosions [48, 54,
55]. Medications, especially antibiotics, diuretics, anti-TB medications,
neuroleptics of phenothiazine group [56, 57], dental materials [26-29],
toothpaste, trauma [30], alcohol, spicy food, and smoking may provoke most
frequently single-sided and unevenly spread lichenoid lesions in the mouth
[31]. Increased amount of dental plaque as local irritant induces occurrence
of lichen planus [29]. According to the data of our research, the patients
taking neuroleptics and/or other tranquilisers have more chances to get
sick with lichen planus than those that do not take it. Scientific research has
proved that viruses and bacteria, among which Helicobacter pylori persisting
in gastrointestinal tract, are significant for occurrence of lichen planus
[58, 59]. The results of our research showed that the patients with chronic
gastritis had 3.09 times higher risk of lichen planus, if compared with those
that did not have the disease. Higher probability to get lichen planus has
been established for the patients with malignant tumours, thyroid diseases,
those who had experienced blood transfusion or for the patients that had

chemical substances in their work environment.
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It has been proved that of all human health parameters the oral health has
the highest influence on the quality of life. The results of our study showed
that in the case group the male had better quality of life than the female,
the same with those living in the big city if compared with the countryside
residents and the patients with good oral hygiene.

5. CONCLUSIONS

o The majority of the lichen planus patients were over 50 years old. 82.5 per
cent of them were female. 87.6 per cent of the patients had lesions on
buccal mucous. 45.3 per cent had the diagnosis of reticular form of lichen
planus. Atypical cells were found only in the cases of erosive-ulcerous

form of lichen planus (2.2 per cent of the cases).

o Statistically significant local lichen planus factors were different metals
in the mouth, insufficient oral hygiene, tooth root, chronic periodontal
pathology, dental decay and fixed and removable dental prostheses.
Stress, chronic inflectional diseases, use of neuroleptics and tranquilisers,
as well as work with chemical substances were the main generic risk

factors for oral lichen planus.

o+ The probability to have oral lichen planus was higher for the persons
with chronic gastritis, thyroid diseases, malign tumours and blood
transfusion. Bullous simplex, psoriasis, disorders of the gastrointestinal
tract, seborrhoea dermatitis and diabetes mellitus are more frequent
with oral lichen planus than in its absence.

o The quality of life of the oral lichen planus patients was statistically
significantly worse than of the persons not having the disease. The worse
quality of life of the oral lichen planus patients was conditioned by:

female sex, life in small settlements and insufficient oral hygiene.
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. PRACTICAL RECOMMENDATIONS

. We suggest preparing an informational factsheet for dental prac-
titioners, specialists in odontology and the patients suffering from
the disease about the risk factors to be avoided and how to improve
the quality of life in cases of oral lichen planus, and to periodically
update it.

. We recommend for the dental practitioners to actively participate in
scientific conferences, seminars and practical workshops of topics of

lichen planus and other premalignant sicknesses.

. For the purpose of improvement of timely diagnostics of oral lichen
planus dental practitioners and oral care professionals should carefully
examine oral mucosa and, in case of discovered variations, to forward

the patient for consultancy of professional doctors — specialists.
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SANTRAUKA

Ivadas

Ploksc¢ioji kerpligé yra létiné uzdegiminé odos ir gleiviniy liga, pasireis-
kianti badingu bérimu, klinikiniais ir histologiniais poky¢iais. Ploks¢ioji
kerpligé gali pasireiksti ne tik odoje ir gleivinése, bet ir pazeisti nagus bei
plaukuotaja galvos dalj. Tai liga, turinti keletg klinikiniy varianty.

Skirtingose $alyse diagnozuojama nuo 0,5 iki 2,6 proc. susirgimo atve-
ju. Liga gali vystytis tik odoje (iki 44 proc.), burnoje ir odoje, tik burno-
je (iki 70 proc.). Dazniausiai serga vidutinio amziaus ir pagyvene Zmonés.
Kai kuriy autoriy duomenimis, moterys serga dazniau nei vyrai, atitinka-
mai 2,2 proc. ir 1,6 proc., yra $aliy, kur vyrai serga dazniau nei moterys.
Ploks¢ioji kerpligé aptinkama $eimose, todél manoma, kad galima $ios li-
gos genetiné predispozicija, kai kada serga vaikai. Plokscioji kerpligé - tai
liga, sukelianti ligoniams diskomforta, neretai lemianti skausmingus odos ir
gleiviniy pakitimus, turinti abejoting gydymo prognoze ir diskutuoting po-
tencialg supiktybéti. Jvardijama nevienoda ploksciosios kerpligés pazeisty
audiniy malignizacija. Nustatyta, kad 1,0-3,0 proc. visy serganciyjy ploks-
Cigja kerplige pazeidimy linke piktybéti. Dazniau piktybéja eroziné-opiné,
re¢iau - atrofiné ligos formos.

Ploksciosios kerpligés i$sivystymui turi reik§més létinés ligos, autoimu-
ninio disbalanso sutrikimas, genetinis polinkis sirgti $ia liga, vaisty, odonto-
loginiy medziagy sukeltos reakcijos, audiniy trauma, tam tikra mityba, za-
lingi jprociai bei paciento psichoemociné bitklé. Manoma, kad tokios buklés
kaip depresija, stresas ar tiesiog perdétas nerimas gali lemti ligos atsiradimga.

Neabejotinai endokrininé patologija: skydliaukés ligos, cukrinis diabe-
tas; taip pat hepatitai, skrandzio ir zarnyno ligos, Sirdies ir kraujagysliy ligos,
hipertenzija bei kitos ligos turi jtakos ploksc¢iosios kerpligés atsiradimui ir
ligos eigai.

Vietinés etiologinés rizikos veiksniai: periodonto patologija, danty res-

tauracijos ar / ir netinkama burnos higiena, odontologinés medziagos. Za-
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lingi jprociai, pavyzdziui, rikymas ir alkoholio vartojimas, taip pat jvardija-
mi kaip etiologiniai veiksniai.

Daugybé ploksciosios kerpligés rizikos veiksniy gali bati ir kol kas ne-
zinomy, dél to svarbiis tyrimai, nagrinéjantys galimas, susijusias su $ia liga
rizikas.

Ploks¢ioji kerpligé itin blogina ligoniy gyvenimo kokybe, todél, tiriant
gyvenimo kokybés pokyc¢ius, Zzmoniy sugebéjima adaptuotis susirgus bur-
nos plokscigja kerplige, rekomenduojamas nuolatinis $iy pacienty stebéji-
mas, butinybé gydytojui taikyti j paciento gyvenimo kokybés uztikrinimg
orientuotg gydymag.

Apie burnos ploksciosios kerpligés rizikos veiksnius ir pacienty gyveni-
mo kokybe Lietuvoje ir kaimyninése $alyse tiksliy duomeny néra, todél, sie-
kiant pagerinti masy $alyje gyvenanciy pacienty gydymo kokybe, profilakti-
ka, jvertinti ploks¢iosios kerpligés vystymasi predisponuojancius veiksnius,
ju jtaka ligai, pazeisty audiniy malignizacija, serganciyjy gyvenimo kokybe,

svarbs tolesni ligos tyrimai.

Darbo tikslas - istirti pacienty, serganciy burnos plokscigja kerplige,
klinikinius rodiklius, ligos sarysj su rizikos veiksniais ir pacienty gyvenimo
kokybe.

Darbo uzdaviniai:

1. Ivertinti serganciyjy burnos plokscigja kerplige sociodemografinius
ir klinikinius rodiklius.

2. Nustatyti rizikos susirgti burnos ploksciaja kerplige sasajas su socio-
demografiniais, vietiniais, bendriniais veiksniais bei létinémis ligo-
mis ir sveikatos buklémis.

3. Nustatyti ir jvertinti serganciyjy burnos plokscigja kerplige gyveni-
mo kokybe.

4. Nustatyti rizikos veiksnius, turincius jtakos serganciyjy burnos
ploks¢igja kerplige gyvenimo kokybei.
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Medziaga ir metodai

Sios mokslinés studijos uzdaviniams i$spresti buvo pasirinktas analiti-
nis stebimasis atvejo ir kontrolés tyrimas, kuriam buvo gautas Lietuvos bio-
medicininiy tyrimy etikos komiteto leidimas Nr. 158200-02-148-056 LP11
(5 priedas).

Asmenys, dalyvaujantys tyrime, buvo Zodine ir rasytine forma infor-
muoti apie numatoma vykdyti tyrima (6 priedas) ir buvo gauti rastiskai visy
pacienty sutikimai dalyvauti tyrime (7 priedas).

Tyrimo apimtis. Burnos ploksc¢iosios kerpligés tyrimas atliktas 2010-
2014 metais Zalgirio klinikoje. I§ viso kreipési 312 pacienty, i$ kuriy sutiko
dalyvauti tyrime ir buvo istirti 274 pacientai, t. y. 137 pacientai, sergantys
plokscigja kerplige, ir tiek pat asmeny, neserganciy $ia liga.

Rezultatai

Tyrime dalyvavo 137 asmenys, sergantys ploksciaja kerplige: 24 vyrai
(17,5 proc.) ir 113 motery (82,5 proc.). Serganciyjy amziaus vidurkis buvo
55,43 + 14,26 mety. Vyriausiam pacientui, sergan¢iam plokscigja kerplige,
buvo 80 mety, o jauniausiam - 17 mety. Didzioji dalis serganciyjy plokscia-
ja kerplige buvo 51-60 m. amziaus.

Vertinant serganciyjy ploksciaja kerplige klinikinius rodiklius, nusta-
tyta, kad didZiajai daliai (45,3 proc.) pacienty buvo diagnozuota tinkliné
ploksciosios kerpligés forma, 34,3 proc. - eroziné-opiné, 8,0 proc. — papuli-
né, 10,9 proc. — atrofiné ir 1,5 proc. — pusliné ploksciosios kerpligés forma.
Apnasiné ploksciosios kerpligés forma nebuvo diagnozuota né vienam i§
tyrime dalyvavusiy pacienty.

Analizuojant serganciyjy ploksciaja kerplige pazeidimy lokalizaci-
ja, pastebéta, kad pacientams buvo dazniausiai pazeista Zandy gleiviné
(87,6 proc.), dantenos (46,7 proc.), liezuvio $oniniai pavirsiai (39,4 proc.) ir
liezuvio nugarélé (29,9 proc.).

Citologinis tyrimas parodé, kad, esant skirtingoms klinikinéms ploks-

Ciosios kerpligés formoms, pazeidimy nuograndose aptikta bakterijy. Ap-
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tikta gausi mikrobiné flora 59,6 proc. serganciyjy erozine-opine plokscio-
sios kerpligés forma, 45,5 proc. serganciyjy papuline, 33,9 proc. serganciyjy
tinkline ir 33,3 proc. serganciyjy atrofine ploksciosios kerpligés formomis.

Gausiai jvairiy Candida grybelio rasiy buvo aptikta pas tiriamuosius, i$ ju
(N =10) 16,1 proc. tinklinés ir (N = 7) 14,9 proc. erozinés-opinés plokscio-
sios kerpligés atvejy. I$ visy klinikiniy ploksciosios kerpligés formy atvejy tik
5,8 proc. atvejy aptikta Actinomyces gryby. I$ visy serganciyjy burnos ploks-
¢igja kerplige 2,2 proc. klinikiniy atvejy pazeidimy vietose aptikta atipiniy las-
teliy. Vertinant citologinj tyrima, nustatyta, kad atipinés lastelés buvo aptiktos
sergant tik erozine-opine ploksciosios kerpligés forma (3 atvejai).

Atlikus histologinj tyrima, kuriuo buvo jvertinta burnos gleivinés infil-
tracija limfocitais (T limfocity infiltracija), burnos gleivinés hiperplazija,
hiperparakeratozé ir ploksciojo epitelio opéjimas, nustatyta, kad ryskiausia
(3+) epitelio hiperplazija yra 11,3 proc. tinklinés, 10,6 proc. erozinés-opinés
ir 50 proc. puslinés ploksciosios kerpligés formos atvejy. Ryskiausia leuko-
city infiltracija buvo 55,3 proc. erozinés-opinés, 50 proc. puslinés, 30,6 proc.
tinklinés ir 20 proc. atrofinés ploksciosios kerpligés formy atvejy. Dazniau-
sia (74,5 proc.) hiperparakeratozé buvo stebima erozinés-opinés plokscio-
sios kerpligeés formos atvejais. Epitelio iSopéjimas nustatytas 76,6 proc. ero-
zinés-opinés ir 46,7 proc. atrofinés ploksciosios kerpligés formy atvejy. Ty-
rimo metu nustatyti 3 plokscialastelinés karcinomos atvejai sergantiesiems
erozine-opine plokséigja kerplige. Apnasinés plokscéiosios kerpligés formos
ligos atvejy nenustatyta.

Analizuojant serganciyjy ploksciaja kerplige bendrg sveikatos bukle, nu-
statyta, kad 35,0 proc. $iy pacienty taip pat buvo diagnozuotas létinis gas-
tritas, 32,9 proc. - arteriné hipertenzija, 25,6 proc. — nepiktybiniai navikai,
23,4 proc. — piktybiniai navikai ir 24,1 proc. - skydliaukeés ligos.

Tyrimo rezultatai parodé, kad 13,1 proc. serganciyjy ploksciaja kerpli-
ge buvo alergiski antibiotikams, 8,0 proc. — maisto produktams, 5,1 proc. —
plombavimo medziagoms, plastmaséms, metalams, 3,6 proc. — jodui ir

11,7 proc. - kitiems alergenams.
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Pacientams, turéjusiems skirtingy metaly burnoje, galimybé susirgti
ploksciaja kerplige buvo statistiskai reikémingai (SR = 5,86) (p = 0,001) di-
desné lyginant su pacientais, neturéjusiais skirtingy metaly burnoje. Paci-
entams, kuriy burnos higiena buvo bloga, galimybé susirgti plokscigja ker-
plige buvo statistiskai reik§mingai (SR = 6,68) (p < 0,001) didesné lyginant
su pacientais, kuriy burnos higiena buvo gera. Pacientams, kuriy burnoje
buvo rasta danty $akny, tikimybé susirgti ploksciaja kerplige buvo statis-
tiskai reik§mingai (p = 0,014) didesné (SR = 0,19) lyginant su pacientais,
kuriy burnoje nebuvo danty $akny. Pacientams, kuriems budinga létiné pe-
riodonto patologija, galimybé susirgti ploks¢igja kerplige buvo statistiskai
reik§mingai (p = 0,001) didesné lyginant su pacientais, kuriems nebadinga
létiné periodonto patologija. Pacientams, turintiems danty éduonj, gali-
mybé susirgti ploksciaja kerplige buvo statistiskai reiksmingai (SR = 0,28)
(p = 0,005) didesné lyginant su pacientais, kurie neturéjo danty éduonies.
Pacientams, kurie turéjo iSimamus protezus, galimybé susirgti ploksciaja
kerplige buvo statisti$kai reik§mingai (SR = 0,36) (p = 0,023) didesné lygi-
nant su pacientais, kurie neturéjo i$imamy danty protezy burnoje.

Remiantis sudarytu daugiamatés logistinés regresijos modeliu galima
teigti, kad pacientams, patiriantiems stresa, galimybé susirgti burnos ploks-
Ciaja kerplige buvo statistiskai reik§mingai (SR = 2,45) (p = 0,002) didesné
lyginant su pacientais, nepatirianciais streso. Nustatyta, kad pacientams,
sergantiems létinémis infekcinémis ligomis, galimybé susirgti burnos ploks-
¢igja kerplige statistiskai reik§mingai (SR = 0,3) (p = 0,006) didesné lyginant
su pacientais, neserganciais létinémis infekcinémis ligomis. Pacientams,
vartojantiems neuroleptikus ir / ar kitus raminamuosius vaistus, galimybé
susirgti burnos ploksciaja kerplige statistiskai reikSmingai (p = 0,012) dides-
né nei nevartojantiems $iy vaisty asmenims. Pacientams, kuriy darbo aplin-
koje yra cheminiy medziagy, galimybé susirgti burnos ploksciaja kerplige
buvo statistiskai reik$mingai (SR = 10,63) (p < 0,001) didesné lyginant su

pacientais, neturinciais saly¢io su cheminémis medziagomis.
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Remiantis daugiamatés logistinés regresijos modeliu, galima teigti, kad
pacientams, sergantiems létiniu gastritu, galimybé susirgti burnos ploks-
Cigja kerplige buvo statistiskai reik§mingai didesné (SR = 3,09) (p < 0,001)
lyginant su asmenimis, neserganciais létiniu gastritu. Nustatyta, kad paci-
entams, sergantiems skydliaukés ligomis, galimybé susirgti burnos ploks-
¢igja kerplige statistiSkai reiksmingai (SR = 6,32) (p < 0,001) didesné lygi-
nant su asmenimis, neserganciais skydliaukés ligomis. Pacientams, kuriems
buvo atliktas kraujo perpylimas, galimybé susirgti burnos ploks¢igja kerpli-
ge statistiskai reik§mingai didesné (SR = 3,47) (p = 0,028) nei pacientams,
kuriems nebuvo perpiltas kraujas. Pacientams, kurie turi ar turéjo pikty-
biniy augliy, galimybé susirgti plokscigja kerplige statistiskai reik§mingai
(SR = 6,22) didesné (p < 0,001) lyginant su pacientais, kurie neturéjo pikty-
biniy augliy.

Remiantis atlikto tyrimo duomenimis, sergantieji burnos ploksciaja ker-
plige gyvenimo kokybe vertino Zemesniais balais nei kontrolinés grupés
pacientai. Nustatyta, kad serganciyjy burnos ploksciaja kerplige gyvenimo
kokybés balo vidurkis buvo 68,1 (stand. n. 8,3, med. 68,3), neserganciyjy -
75,9 (stand. n. 7,3, med. 76,9), skirtumas statistiskai reik§mingas (p < 0,001).
Analizuojant gyvenimo kokybés skirtumus tarp vyry ir motery, nustatyta,
kad sergancios ploks¢igja kerplige moterys gyvenimo kokybe vertino Zze-
mesniais balais (vidurkis 67 balai) nei nesergancios burnos ploksciaja ker-
plige (vidurkis 75,7 balo), skirtumas statistiskai reik§mingas (p < 0,001).

Regresinés analizés metodu jvertinus ry$iy stiprumg tarp gyvenimo ko-
kybeés ir rizikos veiksniy nustatyta, kad tiriamojoje grupéje gyvenimo koky-
bé geresné pacienty vyry (B = 6,35, PI 2,68-10,02) lyginant su moterimis,
taip pat studijos dalyviy, gyvenanciy dideliame mieste (B = 4,55, PI 1,31-
7,80) ir turinciy gera burnos higieng (B = 3,04, PI 0,27-5,81). Kontrolinéje
grupéje gyvenimo kokybé geresné studijos dalyviy, turinciy aukstajj uni-
versitetinj iSsilavinimg (B = 7,01, PI 2,09-11,93), aukstajj universitetinj ir
nebaigta aukstajj issilavinima (P = 5,16, PI 0,07-10,26), neturinciy létinés
periodonto patologijos (B = 4,51, PI 1,86-7,16) ir nevartojanciy neurolepti-
ky (B = 3,67, P10,19-7,15).
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ISvados

1. Didzioji dalis serganciyjy burnos ploksc¢igja kerplige buvo vyresni
negu 50 m. amziaus asmenys, 82,5 proc. jy — moterys. 87,6 proc. paci-
enty buvo pazeista zandy gleiviné. 45,3 proc. pacienty buvo diagno-
zuota tinkliné ploksciosios kerpligés forma. Atipiniy lasteliy buvo ap-
tikta sergant tik erozine-opine ploksc¢iosios kerpligés forma (2,2 proc.
atvejy).

2. Statistiskai patikimai reikSmingi vietiniai burnos ploks¢iosios kerpli-
gés veiksniai buvo skirtingi metalai burnoje, nepakankama burnos
higiena, danty $aknys, létiné periodonto patologija, danty éduonis
bei fiksuoti ir i$imami danty protezai. Stresas, létinés infekcinés ligos,
neuroleptiky ir raminamuyjy vaisty vartojimas bei darbas su chemi-
némis medziagomis buvo pagrindiniai bendriniai burnos plokscio-

sios kerpligés rizikos veiksniai.

3. Galimybé susirgti burnos ploksciaja kerplige didesné asmenims, ser-
gantiems létiniu gastritu, skydliaukés ligomis, turintiems piktybiniy
naviky ir po kraujo perpylimo. Paprastoji pusliné, zvyneliné, virski-
namojo trakto sutrikimai, seboréjinis dermatitas ir cukrinis diabetas
dazniau nustatomi sergant burnos ploksciaja kerplige negu nesergant
$ia liga.

4. Serganciyjy burnos plokscigja kerplige gyvenimo kokybé buvo sta-
tisti$kai reik§émingai blogesné negu Sia liga neserganciy asmeny. Ser-
ganciyjy burnos ploksciaja kerplige blogesne gyvenimo kokybe lémé
moteriskoji lytis, gyvenimas nedideliame mieste ir nepakankama

burnos higiena.
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