
                                                                                                                                Liverpool Oral Rehabilitation Questionnaire v3


NAME:…………………………….              



DATE:…………………….

Please indicate the extent to which you have experienced these symptoms or problems during the past week. Please answer by circling the number that best applies to you. 

During the past week
Never
Sometimes 
Often 
Always

1. Did you experience difficulty   
1
2
3
4

with chewing?

2. Did you have pain when you chew?

1
2
3
4

3.
Did you experience difficulty with
1
2
3
4

swallowing solids?

4.
Did you experience difficulty with
1
2
3
4


swallowing liquids?

5.
Did food particles collect        

1
2
3
4

under your tongue?

6.
Did food particles stick           
1
2
3
4

to your palate?    

7.
Did food particles stick           

1
2
3
4

inside your cheeks?

8.
Did you have mouth dryness?
1
2
3
4

9.
Did you have problems with drooling?

1
2
3
4

10.
Did you experience problems      

1
2
3
4

with speech?     

11.
Were you upset by your facial         
1
2
3
4

appearance?

12.
Were you upset by the appearance of 

1
2
3
4

your mouth?

13. Were you upset by the appearance of

1
2
3
4

your lips?

14. Were you upset by the appearance of 

1
2
3
4


              your teeth?

15.  Did your chewing ability affect

1
2
3
4


your social life?

16. Did your chewing ability influence

1
2
3
4

your choice of foods?

17. Did you experience difficulty with opening

1
2
3
4

your mouth?

18. Do you have any natural teeth in the UPPER  jaw?
Yes

No

19. Do you have any natural teeth in the LOWER jaw?
Yes

No

If you do not wear a partial or full denture, or do not have dental implants, please go to Question no. 40 

If you wear dentures or  implant retained teeth, please indicate the extent to which you

have experienced these symptoms or problems during the past week.

During the past week:
Never

Sometimes 
Often
  Always

20.    Were you embarrassed about conversing
1
2
3
          4


         because of your dentures/implant

         retained teeth?

21.    Did you refuse dinner invitations
1
        2
                  3               4


         because of embarrassment about

         your dentures/implant retained teeth?

22.    Did you feel loss of self-confidence               1                         2                      3              4

         because of embarrassment about 

         your dentures/implant retained teeth?

23.    Did you find it difficult to open your               1                         2                      3              4

         mouth because of your dentures/implant 

         retained teeth?

24. Do you have an UPPER denture?
Yes

No

25. Do you have UPPER implant retained teeth?
Yes

No

If ‘yes’ to either of these questions then please answer Questions 26 to 31.

If both answers were ‘no’ then please go to question 32, in the next section.

During the past week:                                          Never
Sometimes
Often
       Always

26. Were you dissatisfied with your  upper                  1                     2                    3                     4

     denture/implant retained teeth?

27. Did your upper denture/implant                             1                     2                    3                     4

      retained teeth cause soreness

      or  ulceration of the gum?

28. Did you find food particles collecting                   1                     2                    3                     4

      under your upper denture/implant

      retained teeth?

29. Did you take out your upper denture/                    1                     2                    3                      4 

      implant retained teeth for eating?



                                                   Never
Sometimes 
Often
       Always

30. Did you feel insecure with your                             1                     2                    3                      4

      upper denture/implant retained teeth?

31. Were you worried that your upper                         1                     2                    3                      4

      denture/implant retained teeth might fall out?

32. Do you have a LOWER denture?
Yes 

No

33. Do you have LOWER implant retained teeth?
Yes

No

If ‘yes’ to either of these questions then please answer Questions 34 to 39.

If both answers were ‘no’ then please ignore these questions.

During the past week:                                            Never
Sometimes
Often
     Always

34. Were you dissatisfied with your lower                 1                      2                     3                    4

      denture/implant retained teeth?

35. Did your lower denture/implant                            1                      2                     3                    4

      retained teeth cause soreness

      or ulceration of the gum?

36. Did you find food particles collecting                    1                      2                     3                   4

      under your lower denture/implant

      retained teeth?

37. Did you take out your lower denture/                     1                      2                     3                   4

      implant retained teeth for eating?

38. Did you feel insecure with your                              1                      2                     3                  4

      lower denture/implant retained teeth?

39. Were you worried that your                                   1                      2                     3                  4

      lower denture/implant retained

      teeth might fall out?

40. Please describe any other issues that are important to your oral rehabilitation and have not been         adequately addressed by our questions.


Thank You                                         
1
1

