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LEARNING OBJECTIVES

== ot

Tooutline diagnostic criteria for BMS

To provide a summary of aetiological factors and possible
mechanisms

To provide some key diagnostic tips and provide some novel
strategies in management for patients with BMS

Tohighlight the possible future management of patients with BMS
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introduction

What is this thing called pain?

Program in Neurobiol nd Department of N
Harvard Medical

To paraphrase Cole Porter’s famous 1926 song, “What is this thing called pain? This funny thing called pain,
just who can solve its mystery?” Pain, like love, is all consuming: when you have it, not much else marters, and
there is nothing you can do about it. Unlike love, however, we are actually beginning to tease apart the mystery of
pain. The substantial progress made over the last decade in revealing the genes, molecules, cells, and circuits that
determine the sensation of pain offers new opportunities to manage ir, as revealed in this Review series by some
of the foremost experts in the field.

Classifying pain and other syndromes in which there exists substantial pain but no
What exactly, from a neurobiologi e, is pain? Painis  noxious tm]ulm ;nd no, or mini ul pnu]_uhual inflammatory
: and many of our  parho g ai - /i e greatest unmet
physicians commonly fail to make the distinction. First, there is gical painisl: sequence of am]:lhhr:d sen-
the pain that is an early-warning physiological protective system, r signals i centr: system and is a low-threshold
essential to detect and minimize contact with damaging or nox pain. By analogy, if pain wer alarm, the nociceptive type
ious stimuli. This is the pain we feel when touching somethi would be activated appropriate he presence of intense
ot, cold, or sharp. Because this pain is concerned with the :mn:.ln-z heat, inflammatory pain would be activated by warm tempera-
noxious stimuli, it is La]lu:l ive pai f igure 14}, a h1 tures, and pathological pain would be a false alarm caused by mal-
f of the system itself. The net effect in all chree cases is the
r, because the pro s that drive
st primitive of ne each : ite difi : tments must be targeted at the
systems to signal mnmqu or actual tissue damage from e




TYPES OF PAIN

A NOCICEPTIVE HEALTHY
FEELING PAIN ‘PAIN’

A INFLAMMATORY PAIN
HEALTH SHORT LIVED
AFTER INSULT

Healthy

A NEUROPATHIC PAINS

A DYSFUNCTIONAL PAIN

Unhealthy

Clifford J. Woolf. What is this thing
called pain? J Clin Invest. Nov 1,
2010; 120(11): 374203744.

A Nociceptive pain Pain
Autonomic response

g Withdrawal reflex
Nociceptor

sensory neuron

B Adaptive, high-threshold pain
Heat Early warning system (protective)
Cold
Intense mechanical force

Chemical irritants

Noxious stimuli —— , ¢ ’
Lo}

Spinal cord

Spontaneous pain
Pain hypersensmvrty

Inflammation—»

Peripheral Macrophage <>

inflammation Mast cell <
Positive Neutrophil _p —» Adaptive, low-threshold pain
symptoms  Granulocyte &8 Tenderness promotes
repair (protective)
Tussue damage -

nerve damage

C Pathological pain
Pain hypersensitivity
Peripheral
Neuropathic pain —»)—-“%—’—» {
Neural lesion
(o

Positive and negative

symptoms
Maladaptive, low-threshold pain

ppathic pain
Disease state of nervous system

Spontaneous pain
Pain hypersensitivity
Normal peripheral

tissue and nerves

Dysfunctional pain —- )—’—» ’

No neural lesion
No inflammation o
rsmve symptoms

stic' pain

—» Stroke

Abnormal
central processing

Abnormal
central processing




Unhealthy Pain

BUT?
IS BURNING MOUTH SYNDROME
NEUROPATHIC PAINS<22

BURNING MOUTH DISORDER
OR SECONDARY BMS I
NEUROPATHIC
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UNHEALTHY PAIN

Neuropathic pain

Dysfunctional pain, Corresponds
to a dysfunction of the central
inhibitory processes of pain control
(Crofford et al ., 2005).

Including;

fioromyalgia

irritable bowel syndrome
Tension headaches

idiopathic orofacial pain
complex regional pain
syndrome

Burning mouth syndrome?
With a marked co -morbidity
between some of these pain
syndromes (Kato et al ., 2006).
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M) Check for updates

International Classification of Orofacial
Pain, Ist edition (ICOP)

Copyright

Copyright belongs exclusively to the International

ety  (IHS). The International

Orofacial Pain (ICOP) in this or sub-

sequent editions may be reproduced freely by institu-

tions, eties or individuals for scientific, educational

or clinical purposes. Reproduction of any part or parts

in any manner for commercial uses requires permission

from IHS, which will be granted on payment of a fee.
Please contact the publisher at the address below.

Translations

IHS expressly permits translations of all or parts of
ICOP for the purposes of clinical application, educa-
tion, field testing or other research. It is a condition of
this permission that all translations are registered with
Before embarking upon translation, prospective

tors are advised to enquire from IHS whether a
already in the proposed language.

hould be aware of the need to use rig-

rotocols. Publications reporting stu-

dies making use of translations of all or any part of

Cephalalgia (e,

Cephalalgia

2020, Vol. 40(2) 129-221

© International Headache Society 2020
Article reuse guidelines:
sagepub.com/journals-permissions
DOI: 10.1177/0333102419893823
journals.sagepub.com/homel/cep

©SAGE

ICOP should include a brief description of the transla-
tion process, including the identities of the translators
(of whom there should always be more than one). IHS
will not endorse translations. Endorsements may be
given by member national societies; wherever these
exist, such endorsement should be sought.

The Orofacial Pain Classification
Committee

The committee is a collaborative group consisting of
members of the Orofacial and Head Pain Special
Interest Group (OFHP SIG) of the International
Association for the Study of Pain (IASP), the
International Network for Orofacial Pain and Related
Disorders Methodology (INfORM), the American
Academy of Orofacial Pain (AAOP) and the
International Headache Society (IHS).

Co-chairmen

Rafael Benoliel, USA; Arne May, Germany; Peter
Svensson, Denmark

ICOP STATES BMS IS IDIOPATHIC

IDIOPATHIC OROFACIAL PAIN

A 6.1 BURNING MOUTH SYNDROME (BMS)
6.1.1 BURNING MOUTH SYNDROME WITHOUT
SOMATOSENSORY CHANGES

A 6.1.2 BURNING MOUTH SYNDROME WITH
SOMATOSENSORY CHANGES

A 6.1.3 PROBABLE BURNING MOUTH
SYNDROME



Features of Neuropathic pain
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PATIENTOVER 50 YEARS
A MIGRAINES
A FM OTHERCHRONIC PAIN CONDITIONS
A GENETICLCOMT

MULTIPLENSULTS

NON RESPONDENTTO ANTI INFLAMMATORY
PAIN KILLERENSAIDS PARACETAMOL)

BETTERN MORNINGS
DOESNOT DISTURESLEEP
WORSENSDURING DAY
WORSENSWITHSTRESSTIREDNES8ND ILLNESS
EITHER
A CONSTANTBURNING
A ELICITEDNEURALGIC (ELECTRICSHOCK)
A ORCOMBINATION

Paresthesia

Dvsesthesia

Hypoesthesia

Hyperesthesia

Hyperalgesia

&llodynia

Table 2
Definitions of common features suggestive
of neuropathic pain™

An abnormal sensation, whether spontaneous or
evoked

An unpleasant sensation, whether spontaneous or
evoked

Decreased sensitivity to stimulation (tactile or
thermal; both are frequent)

Increased sensitivity to stimulation [tactle or
thermal; both are rare)

Diminished pain response to a normally painful
ymnulus

An infreased response to a stimulus that is normally




The Trigeminal nerve

Complex region
Consequences

Social function
Eating
Drinking
Speaking

Kissing \ ﬁ

Make up / shaving '

IDENTITY?



BURNING MOUTH SYNDROME

A FIRST DESCRIBED IN MID NINETEENTH CENTURY, THIS CONDITION WAS FURTHER CHARACTERIZED
IN THE EARLY TWENTIETH CENTURY BY BUTLIN AND OPPENHEIM AS GLOSSODYNIA

A OVER THE ENSUING YEARS, BMS HAS BEEN REFERRED TO AS GLOSSOPYROSIS, ORAL
DYSESTHESIA, SORE TONGUE, STOMATODYNIA, AND STOMATOPYROSIS.

A [T WAS FIRST CATEGORIZED AS A DISTINCT DISEASE IN 2004 BY THE INTERNATIONAL HEADACHE
SOCIETY, WHICH DEFINED PRIMARY BMS AS “AN INTRAORAL BURNING SENSATION FOR WHICH
NO MEDICAL OR DENTAL CAUSE CAN BE FOUND."



IS BMS A SYNDROME?

A SHouLb BMSBE BURNING MOUTH DISORDER

EDITORIAL

Vol. 127 No. 5 Ma

Is burning mouth a syndrome or a disorder? A W)

commentary

Why is it that burning mouth continues to be referred
ndrome™? T >matic and long-de: ed
pain disorder ha'; been defined by several international
urﬂ.imzallom *In 1994, the International / 1ation
for the Study of Pain (IASP) defined burning mouth
syndrome (BMS) “(also known as glossodynia, glosso-
pyrosis, oral dysesthesia, or stomatodynia) as a chronic
oral mucosal pain or discomfort that has no identifiable
causative and is not caused by any other condi-
tion or "l The TASP recognized the clinical
features to include burning, tingling, pricking, or dis-
comfort. In 2004, the International Headache Sou::lv
[IHS]) defined BM n intraoral burning
for which no medical or dental cause can be found.™
In the latest IHS re n (2018), BMS is defined as
“an intraoral burning or hetic sensation, recur-
ring daily for more than two hours/d over more than
ths, without clinically evident causative
The World Health Organization [WHOY),
ification of Di;
tion in their 201

SOPYFOSis &
sensation
The definitions published by these organiza-
tions have been updated several times over the years,
and many other entities and authors also have pmwdn.d
input into our understanding of this disorder.
These definitions p e clinical perspective, yet dif-
between the descriptions are clearly evident.
Z he many attempts to define this pain disorder
more specifically, the name of the condition—"burning
mouth syndrom has not been critically assessed
and scrutinized for years.
Appropriately naming a medical condition is an
important undertaking. The ICD, which is managed by
. The
WHO recently called upon scientists and national
organizations to follow best practices in naming new
“human infectious” dise; 58
negative effects
to all human di i e goal ul improving the
understanding of diseases, disorders, and conditions to

sase name should consist of generic
descripti 2 ed on the disease symptoms and
more specific descriptive terms when robust

information is available on how the
whoita rity or seasonality

These guidelines promote consideration of why the
word syndrome is being used for burning mouth. Mer-
riam-Webster defines syndrome

particular abnormality or condition.”'* Tmplied in this
definition is a common cause or biologic abnormality
that leads to physiologic chan, ontributing to a col-
n of clinical and physical features. Key to the def-
[ syndrome is a predictable group of clinical
| features that are present in a wide range

ffected by the syndrome.

tures. Thus, the features are not present across the full
gamut of affected persons, and the

sistent with the word syndrome. C"ai-g S. Mille T DMD, ’ ‘MIS-'
features (i ‘ty, depression, Professor, Department of Oral Health Practice,

5“"]‘_‘:_“ [‘“hldcc“ i University of Kentucky, College of Dentistry,
malites, an t

in this population,” the freq cy Lexington, KY, USA
i Arwa M. Farag, DMSc, FDS RCSEd,

these clinical features
addressed fully in the diagnostic stant Professor, Department of Oral Diagnostic
diagnostic and treatment outco .
For example, when a topical o Sciences, Faculty of Dentistry, King Abdulaziz
University, Jeddah, Saudi Arabia
viates the burning sensation. and - py;y;ion of Oral Medicine, Department of Diagnostic
anesthetic has no effect or w . . e . .
fort.***2% In as much as the etiolo,  Sciences, Tufts School of Dental Medicine, Boston,
ogy of burning mouth remain an e MA, USA
is lack of a predictable set of ¢l - .
than a burning sensation that each i te, DMD, M’P{f__ DMSc,
Assistant Professor, Department of Oral and

administered to affected individua

it is time to co er this condition
““:\‘i”:‘;‘;‘“"&zhmo ,;L:f:ﬂ::ﬂ,:m"‘“"md(]‘i] Medicine and Diagnostic Sciences, Case

Western Reserve University, School of Dental
“burning mouth disorder.” These di Medicine, Cleveland, OH, USA
efit from the inclusion of practitic Anura Arivawardana, BDS, MS, MRACDS

patients and appropriate knowled .
others addressed this topic 15 yea (OralMe ’i )
done to make a nomencl Senior Lecturer, College of Medicine and Dentistry,

cently rekindled this disci ] i
J ames Cook Universily, Australia
shop on Oral Medicine (WW N ¥ o

M) . . :
tember 2627, 2018, meeting in ¢  Clinical Principal Dentist, Metro South Oral Health,
and this meeting served as an impe Brisbane, Australia

and promote future disci Rui Albuguerque, DMD, MS, PhD, FHEA, FDS
tion is that this name R('




BURNING MOUTH SYNDROME
DIAGNOSIS BY EXCLUSION

BURNING MOUTH SYNDROME =THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF
PAIN (IASP) DEFINES BMS AS:

@\ DISTINCTIVE NOSOLOGICAL ENTITYOCHARACTERISED BY
@NREMITTING ORAL BURNING OR SIMILAR PAIN IN THE ABSENCE OF
DETECTABLE ORAL MUCOSAL CHANGESOTHAT CAN LAST AT LEAST 4-6
MONTHS. NO KNOWN CAUSE

IFCAUSEFOUND € € é é & BURNING MOUTH DISORDER g
OR SECONDARY BMS OR TYPE 2 BM



BMS DIAGNOSTIC CRITERIA

Diagnostic criteria ICHD
Burning mouth syndrome (BMS)

PREVIOUSLY USED TERMS:
STOMATODYNIA, OR GLOSSODYNIA WHEN CONFINED TO THE TONGUE.

DESCRIPTION:
AN INTRAORAL BURNING OR DYSAESTHETIC SENSATION, RECURRING DAILY FOR MORE THAN TWO HOURS PER DAY

OVER MORE THAN THREE MONTHS, WITHOUT CLINICALLY EVIDENT CAUSATIVE LESIONS.

DIAGNOSTIC CRITERIA:

A. ORAL PAIN FULFILLING CRITERIA B AND C

B. RECURRING DAILY FOR >2 HR PER DAY FOR >3 MONTHS
C. PAIN HAS BOTH OF THE FOLLOWING CHARACTERISTICS:

1. BURNING QUALITY
2. FELT SUPERFICIALLY IN THE ORAL MUCOSA

D. ORAL MUCOSA IS OF NORMAL APPEARANCE AND CLINICAL EXAMINATION INCLUDING SENSORY TESTING IS

NORMAL
E. NOT BETTER ACCOUNTED FOR BY ANOTHER ICHD-3 DIAGNOSIS.

COMMENTS:
THE PAIN OF 13.10 BURNING MOUTH SYNDROME (BMS) IS USUALLY BILATERAL AND ITS INTENSITY FLUCTUATES. THE

MOST COMMON SITE IS THE TIP OF THE TONGUE.
SUBJECTIVE DRYNESS OF THE MOUTH, DYSAESTHESIA AND ALTERED TASTE MAY BE PRESENT.

THERE IS A HIGH MENOPAUSAL FEMALE PREVALENCE, AND SOME STUDIES SHOW COMORBID PSYCHOSOCIAL AND
PSYCHIATRIC DISORDERS. RECENT LABORATORY AND BRAIN IMAGING INVESTIGATIONS HAVE INDICATED CHANGES

Research-Diagnostic-Criteria-for-Burning:

Mouth-Syndrome-(BMS)Y]
(Developed-atIADR-2017)9|

Lead-Justin-Durham-and-Charlotte-Currie

This-research-diagnostic-criteria-(RDC)-has-been-developed-for-use-with-patients-with-Burning-Mouth

Syndrome:-(BMS)-which-has-been-defined-as-“an-intraoral-burning-or-dysaesthetic-sensation,
urs-per-day-over-more-than-3-months,-without-evident-causative-

lesions-on-clinical-examin n-and-investigation”-by-the-International-Classification-of-Orofacial-Pain

2019'.-This-was-previousl rred-to-as-primary-BMS.-9

The-aim-of-this-RDC-is-therefore-to-exclude-any-intraoral-burning-symptoms-which-can-be-attributed
to-a-causative-lesion(s).--An-exception-to-this-is-a-patient-who-has-intraoral-burning-symptoms-with-a-
causative-lesion(s)-identified,-which-following-initiation-of treatment-for-the-causative-lesion(s)-
continues-to-report-a-persistent-burning-symptom.-In-this-case-the-patient-can-then-be-further
classified-as-having-BMS-by-the-RDC’.-q

The-criteria-will-be-developed-as-a-research-diagnostic-criteria,-which-includes-all-desirable-tests:
which-would-be-included for-research-purposes.--From-the-RDC-a-diagnostic-criteria-can-then-be
developed,-which-is-envisaged-to-be-a-shortened-version-of-the-RDC-but-practical-for-clinical-use.§

The-RDC-will-form-four-parts/axes:-self-report,-examination,-psychosocial,-biomarkers.q
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