Psychologic aspects of patients with oral lichenoid reactions
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Psychologic aspects of 49 patients with oral lichenoid reactions (OLR) in contact with amalgam fillings
were studied and compared with an age- and sex-matched control group. Psychologic factors such as
personality, psychologic functioning, and quality of life were determined by using the Karolinska Scales
of Personality (KSP), an additional Personality Scale (PS), a Psychological Functioning Scale (PFS), and
a Quality of Life Scale (QLS). With regard to personality the OLR patients had significantly higher scores
on the muscular tension and suspicion scales and significantly lower scores on the indirect aggression scale.
In addition, the OLR patients were significantly more worried about their health and more helpful. With
regard to psychologic functioning the OLR patients had significantly more sad thoughts, became dizzy more
easily, found it harder to imagine themselves free from anxiety, and had more difficulty in concentrating. The
results indicated that OLR patients had a tendency to be depressive. The need for a systemic investigation
including odontologic, medical, and psychologic aspects was expressed. [ Oral lichen planus; personality;

psychologic functioning; psychologic tests; quality of life
_Jan Bergdahl, Department of Oral Pathology, Umed University, S-90187 Umed, Sweden

Lichen planus (LP) is a relatively common disorder
that may affect cutaneous tissues (CLP) and/or oral
mucosa (OLP) (1, 2). Although the disease was first
described more than 100 years ago by Wilson (3),
the etiology of lichen planus remains unknown (4). A
modern view of the etiology and pathogenesis of OLP
is that it is multiply determined and thus requires a
simultaneous evaluation of findings from various areas
(5, 6). During the last few years OLP has been cor-
related to diabetes mellitus (7) and candidiasis (8).
Many OLP patients have also been reported to suffer
from dry mouth (9) and burning mouth (4, 10). Recent-
ly, attention has been focused on OLP-like lesions in
contact with amalgam and other dental materials (11—
14), labeled by some authors oral lichenoid reactions
(OLR) (12,15, 16).

The psychosomatic basis of OLP and OLR has
attracted interest in recent years, and the mental health
of OLP patients has been mentioned and analyzed (6,
17-21). Lowental & Pisanti {6) stated that stressful
events frequently preceded episodes of symptoms in
patients with what they called erosive OLP, whereas no
such relation was seen in patients with asymptomatic
OLP Hampf et al. (17) showed a significantly greater
degree of psychologic disturbances in OLP patients
than in a control group, and psychiatric diagnoses such
as dysthymic disorder and dependent personality dis-
order were diagnosed. Another study, by Altman &
Perry (18), found that 10% of the patients were aware
of a precipitating stressful incident at the onset of their
LP, such as a death in the family or divorce. On the
other hand, Allen et al. (19) did not find any support

for the hypothesis that OLP patients have a greater
tendency towards anxiety and more stressful life events
than other individuals.

To date, no study has been published concerning the
psychologic aspects of OLR patients. Therefore, the aim
of the present study was to describe the psychologic
profile of such patients.

Materials and methods

Subjects

The material consisted of 49 consecutive patients with
clinically diagnosed OLR with a duration of 3 months
or more, 10 (20%) men and 39 (80% ) women. The age
of the patients varied from 35 to 79 years (mean age,
53 years), 44-74 years (mean age, 54 years) in men and
35-79 years (mean age, 52 years) in women. The clinical
investigations and evaluations were made by one of the
authors (A. Skoglund). The clinical criteria for inclusion
in the study were the presence of lace-like reticular/
papular lesions with white, slightly elevated patterns
and Wickham’s striae somewhere in the lesions. Forty-
four (90%) patients showed features of erythema some-
where in the lesion. The corresponding figures for ulcer-
ous and bullous lesions were 6 (12%) and 3 (6%),
respectively. A control group with no OLR, selected
from staff or patients, consisted of 49 subjects, sex- and
age-matched to the 49 patients with OLR.

Symptoms
The OLR patients’ symptoms were registered with
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the use of a 10-cm visual analogue scale (VAS), graded
0-10 on the back of the scale.

Psychologic inventories

The psychologic inventories administered in this
study were the Karolinska Scales of Personality (KSP),
the Personality Scale (PS), the Psychological Function-
ing Scale (PFS) and the Quality of Life Scale (QLS).

The KSP was administered to describe the per-
sonality of the patients. The KSP consists of 15 scales
classified into 5 groups (22). The Impulsiveness, the
Montony Avoidance, and the Detachment scales are
included in the first group. High scorers in the Impul-
siveness scale are described as acting in a non-planning
and impulsive manner, the Monotony Avoidance scale
measures routine avoidance, need for change, and action
such as sensation-seeking, and the Detachment scale

" describes withdrawn, ‘schizoid’ tendencies and avoiding
involvement with others. The second group consists of
the Social Desirability and the Socialization scales. High
scorers in the Social Desirability scale are described
as socially conforming, friendly, and helpful, but high
scorers can also be interpreted as ‘faking good’. The
Socialization scale measures positive childhood experi-
ences, good school, and family adjustment. The third
group includes five scales divided into two subgroups.
The first subgroup consists of the Somatic Anxiety scale,
and high scorers are described as having autonomic
disturbances, being restless and panicky, and the Mus-
cular Tension scale describes tension, stiffness, and no
relaxation. The second subgroup consists of the Psychic
Anxiety, Psychasthenia, and Inhibition of Aggression
scales. High scorers in the Psychic Anxiety scale are
described as worrying, lacking in self-confidence and
sensitivity, and the Psychasthenia scale measures easily
fatigued persons, with feelings of unease when urged to
speed up and when facing new tasks. High scorers in
the Inhibition of Aggression scale are described as sad
rather than angry when scolded and having difficulty
speaking up. The fourth group consists of the Suspicion
and the Guilt scales. The Suspicion scale measures level
of suspiciousness and distrust of people’s motives, and
the Guilt scale the level of remorse and shame about
bad thoughts. Finally, the fifth group consists of the
Indirect Aggression, the Verbal Aggression, and the
Irritability scales. High scores in the Indirect Aggres-
sion scale describe behaviour such as sulking and slam-
ming doors when angry. High scorers on the Verbal Ag-
gression scale are described as getting into arguments
and telling people off when annoyed, and, finally the
Irritability scale measures level of irritation and lack of
patience (22).

The PS, PFS, and QLS are especially developed by
our group for the current and for other investigations.
The purpose of the PS, PFS, and QLS is to cover other
psychosocial aspects not covered by the KSP. The PS
is derived from the Eysenck Personality Questionnaire
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(23) and the Cesarek Marke Personality Schedule (24)
and concerns personality factor that are relevant and
not covered by the KSP. The PS consists of 29 items
with scales of the Likert type graded from 1 to 15 and
includes measures of calmness, extraversion, intro-
version, independence, level of emotionality, thought-
fulness, fatigue, and ambition. Examples of the items
include: ‘Are you dependent on others?’, ‘Are you easily
fatigued?, ‘Are you pedantic?’, ‘Are you sensitive?,
‘Are you helpful to other people?’, ‘Do you care about
your health?’, ‘Are you a day-dreamer?’, ‘Are you stub-
born?’, and ‘Are you a leader?’.

The PFS is also a Likert-type scale, comprising 18
items, graded from 1 to 15. The PFS aims to assess the
present ability to cope with different emotions, to make
decisions, and to concentrate. The ability to experience
sexual interest, to have a good appetite and to sleep well
are also described. Examples include: ‘Do you feel joy?’,
‘How do you get on with people?, ‘Can you take the
initiative easily?’, ‘Do you feel inferior?’, ‘Can you con-
centrate easily?”’, ‘Do you get dizzy easily?’, ‘Do you feel
anxiety easily?’, ‘Can you make decisions easily?’, ‘Do
you get palpitations and/or indigestion easily?’, ‘Do you
remember things?’, and ‘Do you think sad thoughts?.

The QLS aims to cover various aspects of quality
of living, such as relations with family, friends, and
colleagues. The QLS includes 14 items with Likert-type
scales graded from 1 to 15, and the items included
refer to everyday activity, loneliness, and finances. The
following are examples of the items: ‘Are you very
busy?’, ‘Do you have good relations with your family?’,
‘Do you have meaningful spare-time activities?’, ‘Do
you have a sound personal economy?, ‘Do you feel
lonely?’. ‘Do you frequently phone other people?, ‘Do
you easily make contact with other people?”’, ‘Are you
satisfied with your living accommodations?’, ‘Do you
frequently invite people home?’, and ‘Do you like your
job?.

A Likert-type format was chosen for the PS, PFS, and
QLS, to make it easier for the participants to complete
the inventories. Another reason for this choice of format
is that these inventories are included in a large battery
of assessment instruments used in an ongoing multi-
factorial study of patients with either burning mouth
syndrome (BMS), presumed oral galvanism, or symp-
toms presumed to be caused by electricity or visual
display units.

The personality of the OLR and the control group
was determined by using the KSP and the PS. The
PFS was administered to determine the psychologic
functioning and the QLS to describe the quality of life.
The personality, psychologic functioning, and quality
of life of patients with OLR were determined by com-
paring the results of the psychologic inventories with
those of the control group.

The personality, psychologic functioning, and quality
of life were measured on two occasions. On the first
occasion the OLR patients had to fill in the KSP, and
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Table 1. The distribution of symptoms on the basis of a visual
analogue scale (VAS) in 49 patients with oral lichenoid lesions in
contact with amalgam fillings

Grade (VAS) Symptoms
0 14
-3 9
4--6 20
7-9 6
Total 49

on the second occasion they had to complete the PS,
PFS. and QLS.

Statistical methods

Differences in the results of the psychologic inven-
tories between the OLR and control group were tested
by an independent two-sample ¢ test on the mean scores.
Differences in the result of the psychologic inventories
between the subgroups of OLR patients including OLR
paticnts with symptoms and OLR patients without
symptoms and the control group were tested by a modi-
fied ¢ test (Bonferroni), to check for type-I errors. The
5% level was accepted as the level of statistical sig-
nificance.

Cronbach’s alpha reliability coefficient (&) was
measured for the PS, PFS, and QLS. The a is based
on the internal consistency of the inventories. The &
coefficient for the PS was 0.64, for the PFS 0.58, and
for QLS 0.67. Statistical routines from the SPSS for
Windows were used.

Results
Drop out

When the last follow-up was conducted two patients
had died and two had moved to unknown addresses.
These patients did not fill out the PS, PFS, and QLS.

Symptoms

The patients’ symptoms, expressed as grades on the
basis of the VAS, are presented in Table 1. Of the 49
patients, 14 (29%) had no symptoms, and the other 35
(71%) reported symptoms with a mean VAS grade of
3.5.

Personality

The significant differences in the KSP and PS scores
between the OLR and the control group are presented in
Tabie 2. In the KSP the OLR group scored significantly
higher in the Muscular Tension scale (p <<0.05) and
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the Suspicion scale (p < 0.05) and significantly lower
in the Indirect Aggression scale (p < 0.05). In the PS
the OLR group was significantly more worried about
their health (» < 0.05) and more helpful to other people
(p < 0.05).

Psychologic functioning

The significant differences in the PFS scores between
the OLR and the control group are shown in Table 2.
The OLR group had significantly more sad thoughts
(p <0.001) and became dizzy more easily (p <<0.01).
In addition, the OLR group found it harder to imagine
themselves free from anxiety (p < 0.05) and had more
difficulty in concentrating (p < 0.05).

Quality of life
The QLS inventory showed no significant differences
between the OLR and the control group.

Patients with and without symptoms

With regard to the KSP, PS, PFS, and QLS, there
were no statistically significant differences between the
patients with and without symptoms.

Discussion

Textbooks on oral pathology (25, 26) and dermatology
(27, 28) mention stress and anxiety as factors that seem
to be associated with patients who develop lichen
planus. These associations appear, however, to be more
of an anecdotal nature, and few studies have been
published in which an appropriate, controlled psy-
chologic method has been used. The present results
describe OLR patients as tense, suspicious, non-
aggressive, having sad thoughts, and being anxious.
These findings confirm the existence of important psy-
chologic factors that have been reported earlier in OLP
patients (6,19, 21).

von Knorring et al. (29) found that formerly de-
pressed patients scored high in the KSP Psychasthenia,
Impulsivity, Guilt, and Inhibition of Aggression scales
and low in the Indirect Aggression, Socialization, and
Verbal Aggression scales. In another study, using the
KSP (30), the authors assumed that the main per-
sonality characteristics of depression-prone patients
included anxiety, psychasthenia, suspicion, and guilt.
In addition, they noticed that these patients were
characterized by a high level of inhibited aggression
and a low level of manifest aggression. The authors also
assumed that the high levels of anxiety, psychasthenia,
suspicion, and guilt represent important psychologic
variables in the personality of depression-prone
patients, leading to depressive breakdown when stress-
ful external events are experienced. In the present study
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Table 2. Type of inventory scale, description of high scorers, mean scores, standard deviations, and differences in the
Karolinska Scales 9f Personality (KSP) (n = 49), Personality Scale (PS) (r = 45), Psychological Function Scale (PFS)
(n = 45), and Quality of Life Scale (QLS) (n = 45) in the oral lichenoid reactions (OLR) group and the control group

Control
OLR group group
Inventory/scale Description of high scorers M SD M SD P value
KSp
Muscular Tension Tense and stiff, not relaxed 17.6 5.9 15.0 5.2 <0.05*
Suspicion Suspicious, distrusting people’s motives 9.3 2.3 8.2 2.3 <0.05*
Indirect aggression Sulking, slamming doors when angry 10.3 2.8 11.5 2.7 <0.05*
PS
Do not care about their health 7.1 24 8.4 2.6 <0.05*
Avoid helping people 3.8 1.7 4.8 2.1 <0.05*
PFS
Not easily dizzy 11.4 3.0 13.0 2.3 <0.01**
Have sad thoughts 8.3 4.5 4.8 3.4 <0.001***
Hard to imagine oneself free from anxiety 5.9 3.1 4.4 3.2 <0.05*
Difficulty concentrating 5.3 2.8 4.2 1.9 <0.05*

Mean scores {M), standard deviations (SD), and p value compared between the OLR group and the control group.

the OLR patients scored high in the KSP Muscular
Tension and Suspicion scales and low in the Indirect
Aggression scale. In accordance with Perris et al. (30)
this result might indicate that patients with OLR havea
tendency to be depressive, and this assumption becomes
more probable in face of the high level of sad thoughts
in the PFS. Hampf et al. (17) referred 16 OLP patients
for psychiatric consultation, 5 (31%) showing dys-
thymic disorder. Dysthymia is characterized as a
chronic, mild depressive syndrome with the presence
of, for example, insomnia, fatigue, low self-esteem, poor
concentration, and feelings of hopelessness (31). Our
data could be interpreted to show that OLR might
be a pathophysiologic reaction caused by a depres-
sive mood and might, therefore, be labeled a psycho-
somatic reaction or disease. One might assume that
patients with OLR have a personality that reacts to
stressful life events with a depressive mood, but the
depression is masked, somatized, and established, as a
manifest OLR, by means of unknown pathophysiologic
mechanisms.

There was consistency between the results of the
psychologic inventories administered in the present
study. The high score in the KSP Muscular Tension
scale could be associated with the high level of worry
about personal health in the PS, and with a high level
of sad thoughts, an increased ability to become dizzy,
and difficulty in imagining oneself free from anxiety
and in concentrating, in the PFS. In addition, the high
score in the KSP Suspicion scale could be associated
with the high level of sad thoughts and difficulty in im-
agining oneself free from anxiety in the PFS. Finally,
the low score in the KSP Indirect Aggression scale
could be associated with the disposition to be more

helpful to other people, indicating a non-aggressive
behavior.

The high score in the KSP Muscular Tension scale,
the high level of worry about personal health in the PS,
the difficulty imagining oneself free from anxiety, the
ability to become dizzy easily, and the difficulty in
concentrating in the PFS might indicate that OLR
patients suffer from anxiety or anxiousness. But these
indications are inconsistent in face of the non-significant
differences in the KSP Somatic Anxiety, Psychic
Anxiety, and Psychastenic scales and should therefore
be interpreted with caution.

The non-aggressiveness and helpfulness could be a
way of avoiding conflicts with other people, but this
avoidant behavior does not ensure a conflict-free life,
and, when facing an external conflict, it is possible
that the patients have problems handling the situation,
which could result in a depressive reaction manifested
as increased tenseness, anxiousness, dizziness, difficulty
in concentrating, and suspiciousness.

Our group has used the same inventories as in the
present study in an investigation of patients with resist-
ant BMS, after the diagnosed odontologic and medical
diseases had been treated (32). We found that the
BMS patients scored high in the KSP Somatic Anxiety,
Muscular Tension, and Psychasthenia scales and low
in the Socialization scale. In addition, the BMS patients
were more easily fatigued and more sensitive in the PS
and had more difficulty in taking the initiative, became
dizzy more easily, and had more sad thoughts in the
PFS. Comparing these findings with the results in the
present study, we observed that both the BMS patients
and the OLR patients scored high in the KSP Muscular
Tension scale and became dizzy easily and had sad
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thoughts in the PFS. These similarities between the
BMS and OLR patients might be interpreted to show
that the two groups of patients have a similar personality
profile, We consider, however, that the result of the
inventories used indicated that the difference between
the two groups was more pronounced than the simi-
larities and, therefore, that the BMS and OLR patients
differ psychologically.

Lowental & Pisanti (6) examined 49 patients with
clinically diagnosed OLP. These authors stated that
stressful events frequently preceded episodes of symp-
toms in patients with symptomatic erosive (ulcerous)
or bullous OLP, whereas no such relationship was seen
in patients with asymptomatic OLP. In the present
study 14 (29%) patients were asymptomatic. No dif-
ference in the psychologic profile, however, was
observed between the asymptomatic and symptomatic
OLR groups.

Today, we have to agree on the fact that OLR has
a multifactorial etiology. One can assume that many
different factors, such as hypersensitive reactions to
dental fillings, stress and anxiety, poor immunologic
ability, hematologic abnormalities, and some systemic
diseases influence the pathogensis of OLR. Therefore,
to identify these factors clinically, one should use a
treatment protocol when investigating patients with
OLR. Systematic investigations focusing on odontologic
and medical causative factors are recommended as a
first step. When these factors are eliminated, we
propose, in accordance with the current results, that a
psychologic investigation should be performed to rule
out underlying psychologic factors. If important psy-
chologic factors are identified, the patients should be
offered psychotherapy.

We have treated patients with resistant BMS suc-
cessfully with cognitive therapy (CT) in a controlled
study (33). One can assume that psychotherapy might
also be a proper choice in the treatment of OLR patients
with psychologic disturbances, after the exclusion of
odontologic and medical causative factors.

There were no significant differences in the QLS
between the OLR and the control group, which can be
interpreted in two ways. First, the OLR patients could
have adapted to their problem and, therefore, con-
sidercd themselves to have an acceptable quality of life.
Secondly, itis possible that the QLS reflects a subjective
evaluation of the quality of life and an inventory with a
more objective evaluation might have shown significant
differences between the OLR and the control group.

It would be desirable to have higher a~values for the
PS, PFS, and QLS, but we consider the reliability of
the inventories to be acceptable.

Future research into the psychologic factors in OLR
patients should focus on the connection between the
psychologic and physiologic processes and on the effect
of psvchotherapy on these processes.
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