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Introduction  
 
Burning Mouth Syndrome, also known as stomatodynia, is 
defined by the International Headache Society as an intraoral 
burning sensation, recurring daily for more than 2 hours/day 
over more than 3 months, without clinically evident causative 
lesions.1 
 
BMS is a diagnosis of exclusion and requires extensive of other 
potential causes of oral burning and tongue pain including 
vitamin deficiencies, diabetes, esophageal reflux, Sjogren’s 
syndrome, and dental infections to name a few.2 As the etio-
pathogenesis of BMS is not yet fully determined, management 
of the condition is empirical as standardized treatment approach 
does not yet exist.3,4 Current pharmacologic interventions in-
clude central neuromodulators such as tricyclic antidepressants, 
selective serotonin reuptake inhibitors, serotonin and norepi-
nephrine reuptake inhibitors, and benzodiazepines.5 These 
neuromodulators have not always proven to be effective, and 
associated side effects warrant caution with their use.5 
Cognitive behavioral therapy has been shown to help with pain 
severity and discomfort for up to 6 months, but this required up 
to 12-15 sessions, which may not be financially feasible for 
many patients.3     
  
We present a patient who after two years of BMS symptoms, 
sought an integrative East-West medicine approach to treat her 
condition. By developing an integrative protocol which encom-
passed acupuncture, dietary modifications rooted in TCM, and 
a strong focus on stress reduction, we achieved a positive treat-
ment outcome. 
  
Case Presentation  
 
A 54-year-old post-menopausal female with a history of 
anxiety, hot flashes, hypertension, GERD, and prediabetes 
presents with a “tingling, sore sensation” at the center of her 
tongue for the past two years. The symptoms interfered with her 
taste of foods and could not be traced to a previous insult or 
injury. The patient had undergone extensive testing by oto-
laryngology and dentistry, including blood tests, oral cultures, 
and allergy testing. No underlying physiologic medical cause 
could be identified, and the patient was diagnosed with BMS. 
  
She occasionally experienced GERD symptoms, however, her 
gastric reflux symptoms were intermittent and predated her  

 
 
tongue symptoms. The patient denied any weight loss, malar 
rash, photosensitivity, oral ulcers, fatigue, nausea, or vomiting. 
At the time of the initial consultation, she was 1.5 years post-
menopausal and reported some hot flashes. Her review of 
systems was otherwise negative. 
  
In addition to her BMS, the patient’s prior medical history was 
significant for an overactive bladder, fibroids, an ovarian cyst, 
and a thyroid nodule. Her past surgical history consisted of a 
right thyroid lobectomy and ovarian cyst resection. She lived 
with her husband and worked as an executive assistant. While 
she denied any work-related stress, she reported significant 
family stress and caregiver fatigue and burden. The patient was 
a full-time caregiver for her 90-year-old mother who lived with 
her.  She reported less than six hours of sleep per night and 
during periods of increased stress, more frequent nighttime 
awakenings and interrupted sleep. Her exercise consisted of 
using a stationary bike up to three times a week, walking, and 
taking the stairs. Her diet often consisted of cold and raw foods 
such as salads. The patient consumed three cups of coffee daily 
before noon and rarely consumed alcohol. She avoided sweets, 
spicy and salty foods, which seemed to aggravate her BMS 
symptoms.    
  
Her only medication was amlodipine for hypertension. 
  
Clinical Findings 
 
On the initial physical exam, vital signs were within normal 
limits.  Pertinent physical exam findings included a red tongue 
with slightly more redness at the tip. There was no evidence of 
malar rash, oral ulcers, joint tenderness or synovitis. The patient 
was neurologically intact. Lab studies including complete blood 
count, comprehensive metabolic panel, HgbA1c, and levels for 
Zinc, Vitamin D, iron, ferritin, and Vitamin B6 were normal. 
Antinuclear antibody, SS-A and SS-B antibodies, thyroid 
stimulating hormone, HIV ELISA, and HSV ELISA were also 
normal.   
 
Therapeutic Intervention  
 
Part One: An integrative treatment plan was initiated at the 
patient’s first visit which focused specifically on acupuncture 
and nutrition informed by Traditional Chinese Medicine. 



  
 
Acupuncture utilized the following main points: Stomach 5 and 
6, Heart 7, Liver 2, Large Intestine 4 and 11, Small Intestine 1, 
and Triple Burner 1. Specific teas and drinks were recom-
mended based on TCM including chrysanthemum, barley, and 
lemon balm tea and aloe vera juice. She was encouraged to eat 
more “cooling” foods such as green leafy vege-
tables, cucumber, watermelon, and mung bean and work 
towards decreasing her daily consumption of coffee which has 
more “warming” properties according to TCM nutrition.  
  
Part Two: The second half of the patient’s treatment plan 
involved continuing her acupuncture treatments and TCM-
guided nutrition while implementing a new self-care plan to 
help attenuate her high-stress levels associated with caregiving 
for her elderly mother. Specifically, the patient adopted a daily 
15-minute guided mindfulness practice through the UCLA 
Mindful Awareness Research Center.6 The patient was 
encouraged to incorporate self-acupressure at the Large 
Intestine 4 acupoint for two minutes, twice a day, for stress 
management. To assist with poor sleep induction due to stress 
and anxiety, she was instructed to use 20-40 drops of lemon 
balm extract before bedtime. 
  
Follow-up and Outcomes 
 
By the patient’s fifth visit, she had received four treatments of 
acupuncture every 2 weeks, incorporated aloe vera juice, 
chrysanthemum and barley teas, and cut down her coffee 
consumption. The patient reported a 40% reduction in her BMS 
symptoms. She continued to avoid spicy, sweets, dairy, and 
salty foods which exacerbated her symptoms.  
  
With the additional focus on self-care and stress management 
in subsequent visits, including daily acupressure, guided mind-
fulness meditation, and lemon balm extract prior to bed for 
sleep, the patient reported an 80% and 90% reduction of her 
BMS symptoms by her 8th and 9th clinic visit respectively.  
  
Discussion 
 
Burning Mouth Syndrome remains to be an unexplained oral 
syndrome with difficult diagnosis and treatment.5 The 
prognosis of BMS is dependent on the underlying cause and a 
patient’s comorbidities.7 Our patient had a negative evaluation 
for other etiologies such as HSV, HIV, oral candidiasis, 
Sjogren’s syndrome, GERD, vitamin deficiencies, and diabetes, 
with underlying cause of her BMS remaining idiopathic. Our 
integrative East-West approach utilizes acupuncture, TCM 
nutrition, and evidence-based integrative therapies. After two 
years of worsening symptoms, the positive outcomes after 
implementation of our protocol highlights the benefit of a 
patient-centered, holistic approach to chronic disease manage-
ment. Our approach accounts for a patient’s lifestyle, 
psychosocial environment, nutrition, and stress management as 
fundamental factors in the healing process.  
  
From the perspective of Traditional Chinese Medicine, BMS is 
a condition resulting from “Heat or Fire,” due to Yin deficien-

cy.8 Yin is the energy responsible for moistening and cooling 
bodily functions. When this energy is deficient, the balance is 
thrown off and a person’s body becomes hot and dry. Yin 
deficiency is further exacerbated during menopause due to 
hormone shifts which further exacerbate heat symptoms in the 
body (night sweats, hot flashes) and can therefore contribute to 
symptoms such as BMS.  Patients are counseled to limit or 
avoid foods with more warming or “hot” properties. Onions, 
garlic, and spicy foods are inherently warming in TCM and 
would exacerbate symptoms. Other foods to avoid include 
acidic foods and liquids—such as tomatoes, coffee, and alcohol. 
Patients are also advised to limit foods that can exacerbate 
inflammation such as highly processed, fried, high in sugar, 
saturated, or trans-fat containing foods.9 Patients are 
encouraged to consume foods that may nourish Yin such as 
grains (e.g. barley), fruits (e.g. watermelons, nectarines, 
pomegranates), nuts and seeds (e.g. coconuts, sesame seeds, 
walnuts), and supplements (e.g. royal jelly). Foods that help 
cool the body may also be beneficial for symptomatic relief 
which is why, liquids such as aloe vera juice and chrysanthe-
mum tea were recommended.  
 
In clinical practice, acupuncture presents as a promising therapy 
in patients with BMS. In a recent prospective observational 
study, 30 BMS patients were treated with acupuncture therapy 
based in TCM in order to evaluate if acupuncture could 
decrease the sensation of burning by affecting oral microcircu-
lation.10 Utilizing videocapillaroscopy, the study demonstrated 
the ability of acupuncture to increase capillary tortuousness and 
density while decreasing arborescence and reducing burning 
sensation.10 Acupuncture’s effect on oral microcirculation led 
to changes in vascular patterns that were associated with a 
significant reduction in burning symptoms following three 
weeks of therapy and sustained reduction of symptoms for 18 
months after acupuncture use.10 
 
While acupuncture and TCM-guided dietary modifications 
helped our patient achieve up to 40% symptom reduction, it was 
the final component of lifestyle optimization, in particular stress 
and sleep management which enabled her to optimize her 
clinical results. Compared to the general population, it has also 
been found that BMS patients have a greater incidence of 
psychological disturbances.3 A systematic review of 14 studies 
identified anxiety and depression as the most common comor-
bid disorders in this population.11 Another factor to consider in 
the etiopathogenesis of our patient’s BMS, is her recent post-
menopausal status which adds an additional physiological 
stressor on her body. As Woda et al. proposes, a decreased 
production of neuroactive steroids from chronic anxiety or post-
traumatic stress, in conjunction with the loss of gonadal steroids 
during menopause can lead to “neurodegenerative alterations of 
small nerve fibers of the oral mucosa and/or some brain areas 
involved in oral somatic sensations.”12 

 
In our patient, the chronic stress associated with caring for an 
elderly family member in addition to a full-time job, recent 
hormonal changes related to menopause, and poor sleep likely 



  
 
overwhelmed her system. All these factors may have been 
contributory to the development of BMS.    
  
By addressing our patient’s underlying risk factors for BMS, 
including her chronic stress and poor sleep regimen, we were 
able to address the root causes of dysregulation in the body. As 
summarized by Hannibal et al, “the chronic reactivation of a 
sensitized stress response exhausts the hypothalamic pituitary 
adrenal axis, and cortisol dysfunction is commonly implicated 
in idiopathic pain and inflammation.”13  A growing body of 
evidence across multiple models and disease states support the 
association between chronic stress and increased levels of 
systemic inflammation.14 Individuals with chronic stress 
conditions such as depression have elevated plasma levels of 
CRP15,16 and IL617 two of the most significant markers of 
systemic inflammation. We addressed our patient’s chronic 
stress and subsequent systemic inflammation by incorporating 
self-acupressure and mindfulness meditation practice into her 
daily routine in addition to her acupuncture treatments. A 
systematic review evaluating 20 randomized control trials with 
over 1600 participants, identified at least three studies demon-
strating mindfulness meditation to be associated with decreased 
levels of inflammatory markers in the body including NF-kB 
and CRP.18 Acupressure has also been shown to significantly 
reduce chronic stress conditions such as anxiety and depression, 
as demonstrated by a randomized controlled trial investigating 
its use in patients on hemodialysis.19 Clinical research investi-
gating the role of acupuncture for the treatment of anxiety 
identifies the effective outcomes and reduced side effects 
associated with this treatment.20  
  
Disrupted sleep has also been associated with systemic inflam-
mation. As Irwin et al, demonstrates in a systematic review of 
72 studies, disrupted sleep and more specifically shorter sleep 
durations, defined as less than 7 hours per night are associated 
with higher levels of CRP.21 Improved sleep hygiene may 
prevent the increase in markers of systemic inflammation 
associated with sleep disturbance.21 Among different inte-
grative modalities, acupuncture has been shown to help with 
insomnia and poor sleep.22 We aimed to further optimize her 
sleep with the use of lemon balm extract or Melissa officinalis 
L. Chronic administration has helped stress related effects such 
as anxiety and insomnia.23 
   
Conclusion 
 
Both the physical and psychological impact of Burning Mouth 
Syndrome can cause significant distress to a patient. The 
unclear etiology and lack of definitive practice guidelines can 
be challenging for providers as well. Current options for BMS 
therapy are primarily based on pharmacotherapy. We report a 
successful case using the integrative model of treatment, 
incorporating acupuncture, TCM nutrition and diet, and stress 
reduction as complementary measures in managing a patient 
with BMS.  
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