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ABSTRACT

Burning mouth syndrome (BMS) is characterized by pain in 
the mouth with or with no inflammatory signs and no specific 
lesions. Synonyms found in literature include glossodynia, oral 
dysesthesia, glossopyrosis, glossalgia, stomatopyrosis, and 
stomatodynia. Burning mouth syndrome generally presents as a 
triad: Mouth pain, alteration in taste, and altered salivation, in the 
absence of visible mucosal lesions in the mouth. The syndrome 
generally manifests spontaneously, and the discomfort is 
typically of a continuous nature but increases in intensity 
during evening and at night. The etiopathogenesis seems to be 
complex and in a large number of patients probably involves 
interactions among local, systemic, and/or psychogenic factors. 
The differential diagnosis requires the exclusion of oral mucosal 
lesions or blood test alterations that can produce burning mouth 
sensation. Management is always based on the etiological 
agents involved. If burning persists after local or systemic 
conditions are treated, then treatment is aimed at controlling 
neuropathic symptoms. Treatment of BMS is still unsatisfactory, 
and there is no definitive cure. As a result, a multidisciplinary 
approach is required to bring the condition under better control. 
The aim of this review was to discuss several aspects of BMS, 
update current knowledge, and provide guidelines for patient 
management.
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INTRODUCTION

Burning mouth syndrome (BMS) is also known as glos-
sodynia, glossalgia, glossopyrosis, stomatodynia, or oral 
dysphasia. It has been recognized worldwide and affects 
2.6% of the general population.1,2 Glossodynia is charac-
terized by intraoral pain disorder with burning or altered 
sensation in the tongue, gingiva, lips, or denture-bearing 
areas. The burning may be unilateral or bilateral and tends 
to be relieved by eating or drinking. Other symptoms  
commonly associated with this disorder include dry 
mouth, headache, sleep disturbances, and severe post-
menopausal symptoms in women.3,4 Traditionally, it has  
been described as a chronic syndrome without specific 
organic etiology, and those diagnosed with BMS are often 
emotionally disturbed postmenopausal women. Women 
are particularly affected by the condition; they are diag-
nosed with symptoms seven times more frequently than 
males.5

Burning mouth syndrome can be divided into two 
types: Either with observable alterations of the tongue 
or without any observable alterations of the tongue. The 
common observable signs of BMS are inflamed fungiform 
papillae, a localized reddening due to trauma or 
atrophy of the filiform papillae, localized or generalized 
lobulations, and generalized redness.6 These symptoms 
may alter an individual’s sense of taste. In the second 
type of BMS with no observable alterations of the tongue, 
there is no evidence of tissue abnormalities and both the 
filiform and fungiform papillae of the tongue are without 
any atrophic changes. Although the burning sensations 
are readily recognizable symptoms, the underlying 
cause is always obscure. The clinician must consider 
various etiological factors with careful and thorough 
clinical examination plus laboratory investigations before 
diagnosing a case of glossodynia. The purpose of this 
article is to present a systemic approach to the differential 
diagnosis of glossodynia.
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ETIOLOGIC FACTORS OF GLOSSODYNIA

The etiologic factors of glossodynia include local, 
systemic, and psychogenic causes.7 Several reports 
suggest that this condition is not due to psychological 
factors alone but may be a form of neuropathic pain that 
then results in psychological effects. Studies have noted 
that not only do patients have a sensation of burning in 
their mouths but also there are often changes in taste and 
salivation.8

The local factors include candidiasis, bacterial 
infections, allergies, temporomandibular joint symptoms, 
and dysfunctions of the salivary glands.9 Burning mouth 
syndrome could also be caused by the metals used in the 
dental restorations and prostheses, as well by acrylate 
monomers, although no significant association could be 
observed between the patients and positive patch test 
reactions.10 The systemic factors are most commonly 
divided into the following groups: Deficiencies of 
different types, hormonal and immunologic disturbances, 
and the side effects of drugs. The psychogenic factors 
describe different mental states which are believed to 
cause BMS.11

Candidiasis

One of the most common causes of glossodynia is 
candidiasis caused by Candida albicans, a fungal organism 
that exists in the oral cavity as a part of normal flora. 
There is a competitive inhibition with other organisms 
in the oral flora. The host immune defenses maintain 
the Candida population in low numbers. When there 
is a disruption of the ecosystem or the host defense 
mechanism is lowered, the Candida proliferates and as a 
result candidiasis develops.12 Candidiasis can also occur 
from the prolonged use of antibiotics, corticosteroids, and 
cancer chemotherapy. Those with debilitating diseases like 
diabetes mellitus often have candidiasis as well. Trauma 
from ill-fitting dentures along with poor oral hygiene 
allows Candida organisms to penetrate the oral tissues, 
thus resulting in candidiasis. The oral manifestations of 
candidiasis range from erythema to creamy whiter colonies 
that may be associated with angular cheilitis.13 There is 
burning sensation of entire oral mucosa rather than only 
the tongue. The treatment consists of rinsing the mouth 
with nystatin oral suspension or clotrimazole troches.

Lichen Planus

Lichen planus is a dermatological disease with oral 
manifestations. Recent studies indicate that oral lesions 
are present without skin lesions in 65% of lichen planus 
cases. Even though the exact etiology of lichen planus 
is unknown, it is presumed to be an autoimmune or 
psychosomatic disease.14 The predisposing factors for 

lichen planus are emotional stress, trauma, viral or 
bacterial infection, hypersensitivity, or drug therapy. The 
buccal mucosa is the most common site, but the tongue 
and gingival area may also be affected.15 The symptoms 
of burning and pain occur most often with erosive 
lichen planus. The diagnosis is made by a histological 
examination and biopsy. Local or systemic corticosteroid 
therapy is frequently helpful in the acute phase of erosive 
lichen planus. The incidence of malignant transformation 
of erosive lichen planus varies from 0 to 10%. Therefore, 
careful monitoring is recommended, as chronic oral 
ulcerative lesions might represent a cofactor in the 
development of malignancy in certain people.

Oral Cancer

Burning mouth syndrome may be caused by oral cancer, 
which is normally present on the lateral borders of the 
tongue or the oropharynx.16 Dental surgeons because 
of its continual association with the oral cavity have 
the greatest opportunity to detect early oral cancer and 
can educate prevention among their patients. Patients 
with persistent leukoplakia and accompanying burning 
symptoms need to have a biopsy in order to test for oral 
cancer.17,18

Migratory Glossitis

Migratory glossitis is an asymptomatic inflammatory 
condition that can be painful. A patient with migratory 
glossitis will often go to the dentist because of the unusual 
appearance of the tongue, rather than complaints of 
pain.19 It is a common idiopathic recurring condition, 
which manifests as an area of depapillation of the filiform 
papillae of the tongue with white hypertrophic borders. 
The patient may complain of a burning sensation of 
the tongue in the depapillated area after eating hot or 
spicy foods. The treatment for migratory glossitis is 
symptomatic, according to each symptom. As there is no 
helpful therapy, most patients are relieved to know that 
the disease is not contagious, life-threatening, and not 
a sign of any serious internal problem. In patients who 
experience pain, analgesics are prescribed.19,20

Xerostomia

Xerostomia, the subjective feeling of dry mouth, is a 
symptom most frequently associated with alterations 
in the quality and quantity of saliva resulting from 
poor health, certain drugs, and radiation therapy.21 
Patients with severe xerostomia will often complain 
of dry, burning mouth, which can be very painful and 
interfere with functions.22 Xerostomia is normally caused 
by a local factor, radiation therapy. Ionizing radiation 
causes pronounced changes in salivary glands, and the 
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degeneration of acini.23-26 Saliva substitute and fluoride 
gel should be used to reduce the risk of caries from 
radiation therapy.

Diabetes

The oral manifestations of diabetes comprise painless 
swelling of the parotid, increased amounts of glucose 
in serous saliva, increased risk of periodontal disease, 
and caries. Glossodynia may be one of the symptoms of 
diabetes, which is often associated with xerostomia and 
candidiasis. There also may be diabetic neuropathies, 
which manifest in the head and neck region contributing 
to glossodynia.27 The management of diabetic glossodynia 
is achieved by controlling diabetes.28

Sjögren’s Syndrome

Sjögren’s syndrome is a chronic disease in which the 
body’s white blood cells attack the moisture-producing 
glands causing various symptoms, one being dry 
mouth.29 Glossodynia may appear early in the course 
of the disease, before other symptoms appear. The oral 
symptoms of Sjögren’s syndrome are due to xerostomia. 
Although there is no effective treatment, saliva substitute 
and fluoride gel should be prescribed for the relief of 
these oral symptoms.30

Medications

Drugs used to treat a variety of systemic disorders produce 
varying degrees of xerostomia, such as pharmacologically 
induced xerostomia and Iatrogenic xerostomia. Short- 
term xerostomia itself often does not cause oral discom- 
fort and dental problems, rather the prolonged use of 
certain drugs that lead to xerostomia may produce oral 
discomfort with an increased incidence of caries.31 There 
are many descriptions in literature of glossitis in patients 
taking angiotensin converting enzyme inhibitors.32 
Antiretroviral drugs, antibiotics, tricyclic antidepressants, 
and antianxiety drugs are also cited as causing burning 
mouth.

Nutritional Deficiencies

Glossodynia may be one of the symptoms of deficiency 
states especially iron, vitamin B, and folic acid.33 Iron 
deficiency can cause oral discomfort with glossodynia 
and angular cheilitis. The atrophic changes in the epi-
thelium of any part of oral mucosa may result in non-
specific ulceration. These atrophic changes in the oral 
pharyngeal mucosa may lead to widespread soreness 
and dysphasia.34,35 The patient may experience angular 
cheilitis, thrush, and complain of taste disturbance due 
to atrophy of the tongue epithelium. A deficiency of 

folic acid may lead to burning mouth angular cheilitis 
and glossodynia. The tongue shows varying degrees of 
papillary atrophy which progresses until the surface of 
tongue is smooth and shiny. The diagnosis is done by 
red blood corpuscle morphology and serum folate level. 
Likewise, niacin deficiency causes generalized erythema 
of the oral mucosa along with papillary atrophy.36 Zinc 
deficiency may cause organic effects such as lingual papil-
lary atrophy, resulting in dysgeusia and glossodynia. Zinc 
supplements showed improvement in symptoms and 
further clinical improvement when zinc was associated 
with B12 vitamin and iron.37

Psychogenic Factors

Psychogenic factors are often implicated as being etiologic 
in BMS and are the most frequent factor in many patients. 
Glossodynia is one of the classic symptoms of anxiety 
and depression precipitated by psychological stress.38 
The diagnosis of psychologically induced glossodynia 
is established after all local and systemic factors are 
excluded by a negative clinical picture, negative 
laboratory findings, and positive historical data regarding 
emotional factors. Normally, the burning sensation is 
confined to the tongue, but in some cases the palate and 
lips are also involved. Glossodynia may be a symptom of 
cancer phobia. Reassuring the patients after a complete 
diagnosis is often helpful in relieving the symptoms.38,39 
The treatment of psychogenic glossodynia is anxiolytic/
antidepressant drugs or by referring the patients for 
psychiatric consultation.

Dental Causes

A faulty denture may promote the burning sensation 
due to an increased level of functional stress to the oral 
musculature. Some of the denture base materials and 
denture liners also cause burning sensation of the oral 
mucosa. Other allergens, which cause BMS, include 
propylene glycol, benzoates, and cinnamon aldehyde, 
and other ingredients in some dentifrices.

Trauma

Low incidence of trauma may be on the list of causes for 
oral burning. Trauma may be in the form of physical, 
chemical, or thermal injury.40,41 Occasionally, some 
patients are diagnosed with glossodynia from the 
presence of multiple etiologic factors. The exact amount 
of burning sensation from each cause is unknown, but it 
is evident that more than one can exist in such patients.42

MANAGEMENT

Burning mouth syndrome is usually multifactorial, and 
these patients require an organized approach to take the 
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various etiologies into account. A detailed general and 
oral physical examination should be made to uncover the 
presence of erythema, glossitis, lingual papilla atrophy, 
sings of tongue biting, Candida infection, lingua plicata, 
geographic tongue, lichen planus, or xerostomia. When 
the causative factors contributing to the symptoms of a 
burning mouth are identified, these should be further 
investigated and corrected appropriately.43 In the absence 
of local or systemic causes, the diagnosis of BMS is likely 
and the patient needs to be thoroughly reassured that 
there is no other cause. Patients with BMS often feel that 
they have insufficient information about the condition, 
and verbal information should be reinforced with well-
designed written information. Management of this 
condition is hampered by a lack of good quality trials of 
treatment.44 

Although a large variety of drugs, medications, and 
miscellaneous treatments have been proposed in BMS, 
the treatment management of this syndrome is still not 
satisfactory, and there is no definitive cure.45 The medical 
management of BMS follows the example of other 
neuropathic pain conditions and includes low dosages 
of benzodiazepines, tricyclic antidepressants, and 
anticonvulsants. Supportive care is mandatory when the 
etiology cannot be traced. This will reduce the suffering of 
the patients, to bring their condition under better control 
and improve the quality of life.46 Many pharmacological 
agents, administered topically or systemically, have been 
proposed to overcome the pain in BMS. Low doses of 
capsaicin, applied three or four times topically, appear to 
be quickly effective in alleviating the pain in BMS subjects 
(Tables 1 and 2).47-49

Cognitive behavior therapy has been shown to have 
some benefit in this condition, but is complex and clini-
cally intensive. This involves the identification of mala-
daptive thought processing and it attempts to change this 

in a positive way. Other treatment modalities that may be 
considered in BMS patients which have been used but so 
far do not have good quality evidence for efficacy include 
antidepressants, vitamins, or dietary supplements, such 
as alpha lipoic acid, analgesic sprays, or mouthwashes, 
such as benzydamine hydrochloride and, in postmeno-
pausal female patients, hormone replacement or topical 
estrogen applied to the oral mucosa. If dry mouth or 
xerostomia is the prominent symptom, then saliva sub-
stitutes may be considered.

CONCLUSION

Burning mouth syndrome is an idiopathic burning dis-
comfort or pain affecting people with clinically normal 

Table 2: Medical management of burning mouth syndrome

Medications
Examples of 
specific agents

Common dosage 
range Prescription

Tricyclic 
antidepressants

Amitriptyline 
Nortriptyline

10–150 mg/day 10 mg at bedtime; increase dosage by 10 mg every 4–7 days until 
oral burning is relieved or side effects occur

Benzodiazepines Clonazepam 0.25–2 mg/day 0.25 mg at bedtime; increase dosage by 0.25 mg every 4–7 days 
until oral burning is relieved or side effects occur; as dosage 
increases, medication is taken as full dose or in three divided doses

Chlordiazepoxide 10–30 mg/day 5 mg at bedtime; increase dosage by 5 mg every 4–7 days until 
oral burning is relieved or side effects occur; as dosage increases, 
medication is taken in three divided doses

Anticonvulsants Gabapentin 300–1600 mg/day 100 mg at bedtime; increase dosage by 100 mg every 4–7 days 
until oral burning is relieved or side effects occur; as dosage 
increases, medication is taken in three divided doses

Capsaicin Hot pepper and 
water

Variable Rinse mouth with 1 teaspoon of a 1:2 dilution (or higher) of hot 
pepper and water; increase strength of capsaicin as tolerated to a 
maximum of 1:1 dilution

Adapted and modified from Grushka et al49

Table 1: Etiological factors in the causation of  
burning mouth syndrome48

Local factors Systemic factors
Candidiasis Climacteric as postmenopausal 

hypoestrogenism
Migratory glossitis Diabetes
Lichen planus Sjögren’s syndrome (xerostomia)
Trauma Drug reactions (xerostomia)
Oral cancer Deficiency states—anemia (iron, 

vitamin B, folic acid deficiencies)
Denture faults Lingual artery atherosclerosis
Impression surface Rheumatoid arthritis
Polished surface Gastric disturbances such as 

hyperacidity
Occlusal surface Xerostomia
Denture plaque Hypothyroidism
Residual monomer
Sensitivity to dental 
materials
Radiation therapy 
(xerostomia)
Periodontal diseases
Electrogalvanic discharge
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oral mucosa in whom a medical or dental cause has been 
excluded. The clinical features of BMS include burning 
pain which can be localized just to the tongue and/or lips 
but can be more widespread and involve the whole of the 
oral cavity. The disorder has long been linked to a variety 
of other conditions: menopause, diabetes, nutritional defi-
ciencies, disorders of the mouth, candidiasis, dry mouth, 
acid reflux, cancer therapy, and psychological problems. 
The pathophysiology of the disease is unknown; no 
single treatment has been proven universally successful. 
Symptomatic management of the condition with topical 
and systemic medications helps to alleviate the situation. 
Cognitive and behavioral therapies can be used as an 
adjunctive measure.

REFERENCES

	 1.	 Rojo L, Silvestre FJ, Bagan JV, De Vicente T. Prevalence of 
psychopathology in burning mouth syndrome. A comparative 
study among patients with and without psychiatric 
disorders and controls. Oral Surg Oral Med Oral Pathol 1994 
Sep;78(3):312-316.

	 2.	 Bergdahl M, Bergdahl J. Burning mouth syndrome: 
prevalence and associated factors. J Oral Pathol Med 1999 
Sep;28(8):350-354.

	 3.	 Zur E. Burning mouth syndrome: a discussion of a complex 
pathology. Int J Pharm Compd 2012 May-Jun;16(3):196-205.

	 4.	 Vaidya R. Burning mouth syndrome at menopause: elusive 
etiology. J Midlife Health 2012 Jan;3(1):3-4.

	 5.	 Spanemberg JC, Cherubini K, de Figueiredo MA, Yurgel LS,  
Salum FG. Aetiology and therapeutics of burning mouth 
syndrome: an update. Gerodontology 2012 Jun;29(2): 
84-89.

	 6.	 Buchanan JA, Zakrzewska JM. Burning mouth syndrome. 
BMJ Clin Evid 2010 Jul19;2010. pii: 1301.

	 7.	 Lamey PJ, Freeman R, Eddie SA, Pankhurst C, Rees T. 
Vulnerability and presenting symptoms in burning mouth 
syndrome. Oral Surg Oral Med Oral Pathol Oral Radiol Endod 
2005 Jan;99(1):48-54.

	 8.	 Zakrzewska JM. Facial pain: an update. Curr Opin Support 
Palliat Care 2009 Jun;3(2):125-130.

	 9.	 Bergdahl J, Anneroth G. Burning mouth syndrome: literature 
review and model for research and management. J Oral Pathol 
Med 1993 Nov;22(10):433-438.

	 10.	 Raap U, Stiesch M, Reh H, Kapp A, Werfel T. Investigation 
of contact allergy to dental metals in 206 patients. Contact 
Dermatitis 2009 Jun;60(6):339-343.

	 11.	 Netto FO, Diniz IM, Grossmann SM, de Abreu MH, do Carmo MA, 
 Aguiar MC. Risk factors in burning mouth syndrome: a case-
control study based on patient records. Clin Oral Investig 2011 
Aug;15(4):571-575.

	 12.	 Moore PA, Guggenheimer J, Orchard T. Burning mouth 
syndrome and peripheral neuropathy in patients with 
type 1 diabetes mellitus. J Diabetes Complications 2007 
Nov-Dec;21(6):397-402.

	 13.	 Jensen JL, Barkvoll P. Clinical implications of the dry 
mouth. Oral mucosal diseases. Ann NY Acad Sci 1998 Apr 
15;842:156-162.

	 14.	 Soto Araya M, Rojas Alcayaga G, Esguep A. Association 
between psychological disorders and the presence of oral 

lichen planus, Burning mouth syndrome and Recurrent 
aphthous stomatitis. Med Oral 2004 Jan-Feb;9(1):1-7.

	 15.	 Shah B, Ashok L, Sujatha GP. Evaluation of salivary cortisol 
and psychological factors in patients with oral lichen planus. 
Indian J Dent Res 2009 Jul-Sep;20(3):288-292.

	 16.	 Naylor GD, Marino GG, Shumway RC. Glossodynia after 
radiation therapy and chemotherapy. Ear Nose Throat J 1989 
Oct;68(10):751-757.

	 17.	 Sardella A. An up-to-date view on burning mouth syndrome. 
Minerva Stomatol 2007 Jun;56(6):327-340.

	 18.	 Palacios-Sanchez MF, Jordana-Comin X, Garcia-Sivoli CE. 
Burning mouth syndrome: a retrospective study of 140 cases 
in a sample of Catalan population. Med Oral Patol Oral Cir 
Bucal 2005 Nov-Dec;10(5):388-393.

	 19.	 Lehman JS, Bruce AJ, Rogers RS. Atrophic glossitis from 
vitamin B12 deficiency: a case misdiagnosed as burning mouth 
disorder. J Periodontol 2006 Dec;77(12):2090-2092.

	 20.	 Schmitt RJ, Sheridan PJ, Rogers RS 3rd. Pernicious anemia 
with associated glossodynia. J Am Dent Assoc 1988 
Dec;117(7):838-840.

	 21.	 Cassolato SF, Turnbull RS. Xerostomia: clinical aspects and 
treatment. Gerodontology 2003 Dec;20(2):64-77.

	 22.	 Anil S, Vellappally S, Hashem M, Preethanath RS, Patil S,  
Samaranayake LP. Xerostomia in geriatric patients: a bur-
geoning global concern. J Investig Clin Dent 2016 Feb;7(1): 
5-12.

	 23.	 Nittayananta W, Chanowanna N, Jealae S, Nauntofte B, Stoltze K.  
Hyposalivation, xerostomia and oral health status of HIV-
infected subjects in Thailand before HAART era. J Oral Pathol 
Med 2010 Jan;39(1):28-34.

	 24.	 Navazesh M, Mulligan R, Karim R, Mack WJ, Ram S, 
Seirawan H, Greenspan J, Greenspan D, Phelan J, Alves M,  
et al. Effect of HAART on salivary gland function in the 
Women’s Interagency HIV Study (WIHS). Oral Dis 2009 
Jan;15(1):52-60.

	 25.	 Fox PC, Bowman SJ, Segal B, Vivino FB, Murukutla N, Choueiri K,  
Ogale S, McLean L. Oral involvement in primary Sjogren 
syndrome. J Am Dent Assoc 2008 Dec;139(12):1592-1601.

	 26.	 Guggenheimer J, Moore PA. Xerostomia: etiology, recognition 
and treatment. J Am Dent Assoc 2003 Jan;134(1):61-69; quiz 
118-119.

	 27.	 Vitkov L, Weitgasser R, Hannig M, Fuchs K, Krautgartner WD. 
Candida-induced stomatopyrosis and its relation to diabetes 
mellitus. J Oral Pathol Med 2003 Jan;32(1):46-50.

	 28.	 Carrington J, Getter L, Brown RS. Diabetic neuropathy 
masquerading as glossodynia. J Am Dent Assoc 2001 
Nov;132(11):1549-1551.

	 29.	 Zakrzewska JM. Women as dental patients: are there any 
gender differences? Int Dent J 1996 Dec;46(6):548-557.

	 30.	 Miranda-Rius J, Brunet-Llobet L, Lahor-Soler E, Farre M. 
Salivary secretory disorders, inducing drugs, and clinical 
management. Int J Med Sci 2015 Sep22;12(10):811-824.

	 31.	 Abdollahi M, Rahimi R, Radfar M. Current opinion on drug-
induced oral reactions: a comprehensive review. J Contemp 
Dent Pract 2008 Mar1;9(3):1-15.

	 32.	 Triantos D, Kanakis P. Stomatodynia (burning mouth) as a 
complication of enalapril therapy. Oral Dis 2004 Jul;10(4): 
244-245.

	 33.	 Brown RS, Farquharson AA, Sam FE, Reid E. A retrospective 
evaluation of 56 patients with oral burning and limited clinical 
findings. Gen Dent 2006 Jul-Aug;54(4):267-271; quiz 272, 
289-290.



Sajith Vellappally

176

	 34.	 Bakhtiari S, Khalighi HR, Azimi S, Alavi K, Ayoobi Valoogerdi H,  
Namazi Z. Correlation between burning mouth syndrome 
and anxiety in the elderly inmates of sanitaria in Tehran. J 
Dent Res Dent Clin Dent Prospects 2010 Spring;4(2):37-41.

	 35.	 Gallager FJ, Baxter DL, Denobile J, Taybos GM. Glossodynia, 
iron deficiency anemia, and gastrointestinal malignancy. 
Report of a case. Oral Surg Oral Med Oral Pathol 1988 Jan;65(1): 
130-133.

	 36.	 Vucicevic-Boras V, Topic B, Cekic-Arambasin A, Zadro R, 
Stavljenic-Rukavina A. Lack of association between burning 
mouth syndrome and hematinic deficiencies. Eur J Med Res 
2001 Sep28;6(9):409-412.

	 37.	 Tanaka M, Kitago H, Ogawa S, Tokunaga E, Ikeda M, Tomita H.  
Incidence and treatment of dysgeusia in patients with 
glossodynia. Acta Otolaryngol Suppl 2002;(546):142-145.

	 38.	 de Souza FT, Teixeira AL, Amaral TM, dos Santos TP, 
Abreu MH, Silva TA, Kummer A. Psychiatric disorders in 
burning mouth syndrome. J Psychosom Res 2012 Feb;72(2): 
142-146.

	 39.	 Matsuoka H, Himachi M, Furukawa H, Kobayashi S, Shoki H,  
Motoya R, Saito M, Abiko Y, Sakano Y. Cognitive profile 
of patients with burning mouth syndrome in the Japanese 
population. Odontology 2010 Jul;98(2):160-164.

	 40.	 Femiano F, Gombos F, Esposito V, Nunziata M, Scully C. 
Burning mouth syndrome (BMS): evaluation of thyroid 

and taste. Med Oral Patol Oral Cir Bucal 2006 Jan1;11(1): 
E22-E25.

	 41.	 Abdollahi M, Radfar M. A review of drug-induced oral 
reactions. J Contemp Dent Pract 2003 Feb15;4(1):10-31.

	 42.	 Zakrzewska J, Buchanan JA. Burning mouth syndrome. BMJ 
Clin Evid 2016 Jan7;2016. pii: 1301

	 43.	 Klasser GD, Epstein JB, Villines D. Management of burning 
mouth syndrome. J Mich Dent Assoc 2012 Jun;94(6):43-46.

	 44.	 Klasser GD, Fischer DJ, Epstein JB. Burning mouth syndrome: 
recognition, understanding, and management. Oral 
Maxillofac Surg Clin North Am 2008 May;20(2):255-271, vii.

	 45.	 Sun A, Wu KM, Wang YP, Lin HP, Chen HM, Chiang CP. 
Burning mouth syndrome: a review and update. J Oral Pathol 
Med 2013 Oct;42(9):649-655.

	 46.	 Lopez-Jornet P, Camacho-Alonso F, Andujar-Mateos P, 
Sanchez-Siles M, Gomez-Garcia F. Burning mouth syn-
drome: an update. Med Oral Patol Oral Cir Bucal 2010 Jul 
1;15(4):e562-e568.

	 47.	 Zakrzewska JM. Diagnosis and management of non-dental 
orofacial pain. Dent Update 2007 Apr;34(3):134-136, 138-139.

	 48.	 Ship JA, Grushka M, Lipton JA, Mott AE, Sessle BJ, Dionne RA.  
Burning mouth syndrome: an update. J Am Dent Assoc 1995 
Jul;126(7):842-853.

	 49.	 Grushka M, Epstein JB, Gorsky M. Burning mouth syndrome. 
Am Fam Physician 2002 Feb15;65(4):615-620.


