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MORSICATIO BUCCARUM

Primary Disciplinary Field(s): Dermatology, Dentistry, Oral Medicine, Psychiatry (Body-Focused

Repetitive Behaviors - BFRBs)

1. Core Definition

Morsicatio buccarum (MB) is a clinical term derived from Latin roots, signifying the repetitive and

often compulsive biting or chewing of the inner lining of the cheeks (the buccal mucosa). This

behavior is categorized as an oral manifestation of a broader class of psychological conditions

known as Body-Focused Repetitive Behaviors (BFRBs). Unlike accidental cheek biting, which is

acute and traumatic, MB is a chronic, habitual, and subconscious activity leading to characteristic,

non-malignant mucosal changes. The intensity of the habit can vary significantly, ranging from

mild, infrequent nibbling to severe, continuous self-mutilation that may result in painful erosions or

ulcerations.

The behavior is often performed without the individual's full awareness, particularly during periods

of concentration, stress, or relaxation, such as watching television or sleeping. The compulsive

nature of the habit suggests an underlying mechanism related to impulse control, where the act of

biting or chewing serves as an emotional regulator. It provides either a soothing, tension-relieving

stimulus or a distraction from internal discomfort or anxiety. Recognizing MB requires careful

clinical observation and patient history, as the physical signs--such as areas of hyperkeratosis or

superficial mucosal shredding--must be correlated with the patient's repetitive actions.

While the act itself targets the buccal mucosa most commonly, related conditions include

morsicatio labiorum (biting of the lips) and morsicatio linguarum (biting of the tongue). The

diagnosis hinges on identifying the chronic presence of the habit coupled with the pathognomonic

clinical appearance of the affected tissue. Although Morsicatio Buccarum is relatively common,

many cases go undiagnosed because the affected individual may not report the habit unless

specifically asked, often feeling embarrassment or shame regarding the behavior.

2. Etymology and Classification

The etymological roots of the term provide a precise description of the condition: Morsicatio

meaning 'biting' or 'gnawing,' and Buccarum meaning 'of the cheeks.' This nomenclature clearly

places the anatomical focus of the self-inflicted trauma. Historically, oral habits of self-mutilation

were often considered psychosomatic reactions or localized nervous habits. However, modern

psychiatry and dermatology now place Morsicatio Buccarum firmly within the spectrum of Body-

Focused Repetitive Behaviors (BFRBs).

BFRBs are characterized by recurrent, irresistible impulses to perform repetitive self-grooming
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behaviors that result in physical damage to the body. This class includes well-known conditions

such as trichotillomania (compulsive hair pulling) and excoriation disorder (skin picking). The

classification of MB as a BFRB is crucial because it informs the approach to treatment, shifting the

focus from purely dermatological or dental intervention to integrated behavioral and psychological

therapy.

In formal diagnostic systems, Morsicatio Buccarum is often categorized under "Other specified

body-focused repetitive behavior disorder" in the International Classification of Diseases (ICD-11)

or the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), especially when the

behavior causes significant distress or functional impairment. This classification validates the

pathological nature of the habit, distinguishing it from general nervous habits and emphasizing the

underlying psychological component that drives the compulsion to damage the oral mucosa. The

acceptance of MB as a BFRB underscores the need for comprehensive screening for anxiety,

stress, and impulse control difficulties in affected patients.

3. Clinical Presentation and Histopathology

The clinical appearance of the buccal mucosa affected by MB is highly characteristic and usually

allows for a definitive diagnosis upon examination, provided the repetitive habit is confirmed. The

primary presentation involves thickened, often shredded or ragged white patches (known as

traumatic keratosis) that appear spongy or velvety. These lesions are typically bilateral,

symmetrically distributed along the occlusal line where the upper and lower teeth meet, reflecting

the area most accessible to habitual chewing.

Crucially, the white appearance is due to hyperkeratosis--an increase in the thickness of the outer

layer of the epithelium--resulting from chronic friction and irritation. The affected areas may

sometimes contain overlying erythema (redness) or petechial hemorrhage if the biting has been

particularly aggressive or recent. A distinguishing feature is that these lesions are generally

reversible; if the patient can successfully cease the habit for a short period, the mucosa often

returns to its normal pink color and texture, although relapse is common. Patients often report a

rough texture in the mouth, which paradoxically prompts further chewing in an attempt to "smooth"

the surface, perpetuating the cycle of trauma.

Histologically, biopsy of the affected tissue reveals pronounced epithelial hyperplasia (thickening)

and hyperparakeratosis. Pathognomonic signs include the presence of superficial ragged remnants

of epithelium and numerous bacteria trapped within the keratotic layer. Importantly, there is

typically no significant epithelial dysplasia, confirming the benign, reactive nature of the lesion in

response to chronic trauma. This histological differentiation is vital in ruling out potentially

malignant conditions like true leukoplakia, which presents a significant concern for both patients

and clinicians who might mistake the hyperkeratotic patches for a precursor to oral cancer.
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4. Differential Diagnosis and Diagnostic Challenges

The diagnosis of Morsicatio Buccarum presents a clinical challenge primarily because its

appearance can mimic several other more serious or distinct oral mucosal diseases. The most

critical differential diagnosis is true leukoplakia, which is defined as a white plaque that cannot be

scraped off and cannot be characterized clinically or pathologically as any other disease, and

which often carries a risk of malignant transformation. Distinguishing MB from leukoplakia is vital,

as the former is benign while the latter requires long-term monitoring or aggressive treatment. The

key differentiating factor is the irregular, shredded, and often friable surface texture of MB versus

the typically smooth, homogenous, or nodular surface of true leukoplakia.

Other conditions that must be ruled out include oral candidiasis (thrush), which presents as white

plaques that can typically be wiped away; oral lichen planus, which usually exhibits lacy white

patterns (Wickham's striae) often extending beyond the occlusal plane; and chemical or thermal

burns, which have a more defined, acute presentation linked to a specific incident. When

evaluating a patient, clinicians must meticulously examine the location of the lesion--MB almost

always conforms to the area subjected to occlusal friction--and must inquire specifically about the

presence of chewing or biting habits, as patients frequently fail to volunteer this information.

Diagnostic confirmation often relies on a combination of patient history, clinical inspection, and

exclusion of other etiologies. In ambiguous cases, a diagnostic biopsy may be performed. The

presence of the pathognomonic histological features of reactive hyperkeratosis without underlying

cellular atypia confirms the diagnosis of MB. Furthermore, the patient may be instructed to wear a

temporary soft mouthguard for a short period; if the lesion resolves or improves significantly, it

strongly confirms the traumatic etiology associated with the habitual biting.

5. Psychological Context and Etiology

The primary etiology of Morsicatio Buccarum lies in its psychological dimension, rooted in the

mechanism of tension reduction. The behavior is frequently initiated or exacerbated by internal

psychological states, serving as a maladaptive coping mechanism. Individuals often report that the

habit intensifies during periods of high stress, anxiety, emotional arousal, or profound boredom. In

these states, the repetitive tactile stimulation of chewing provides a distraction or a physical outlet

for pent-up psychological energy.

MB is highly comorbid with other mental health conditions, particularly Generalized Anxiety

Disorder (GAD), Obsessive-Compulsive Disorder (OCD), and other BFRBs. Research suggests

that there is a genetic and neurological predisposition in many individuals who develop BFRBs,

involving dysregulation in cortico-striatal-thalamo-cortical (CSTC) circuits, which are implicated in

habit formation and impulse control. For some, the behavior is triggered by a sensory anomaly--the

individual notices a slight irregularity or roughness in the cheek lining and begins chewing to 'fix' it,
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leading to further damage and an inescapable feedback loop.

The emotional consequences can also sustain the behavior. Patients often experience significant

distress and guilt over their inability to stop the habit, further increasing anxiety levels and driving

the need for the self-soothing action. Furthermore, the aesthetic impact and the fear of oral cancer

prompted by the white lesions can generate substantial social and emotional burden, leading to

avoidance of dental care or social situations where the oral habit might be noticeable. Effective

management, therefore, must address not just the physical manifestation but the deep-seated

psychological triggers and comorbid conditions driving the compulsive behavior.

6. Management and Treatment Strategies

The management of Morsicatio Buccarum requires a multimodal approach combining behavioral

modification, mechanical intervention, and sometimes, pharmacological support. Since the

condition is fundamentally a behavioral disorder, the gold standard of treatment is psychological

therapy, specifically Habit Reversal Training (HRT). HRT is a specialized form of Cognitive

Behavioral Therapy (CBT) designed for BFRBs.

HRT involves several steps: first, awareness training, where the patient learns to identify the

specific contexts, thoughts, and feelings (the triggers) that precede the biting behavior; second,

development of a competing response--a harmless physical action that is incompatible with cheek

chewing (e.g., clenching the jaw gently, placing the tongue against the palate, or using a stress

ball) which is substituted immediately when the urge arises; and finally, social support and

motivational strategies to maintain cessation. Successful HRT relies heavily on the patient's

commitment and conscious effort to interrupt the automated cycle of the habit.

Mechanical intervention is often used in conjunction with behavioral therapy, particularly in severe

cases or where the habit occurs primarily during sleep. A soft, custom-made oral appliance, or

dental splint, can be fitted to cover the biting surface of the teeth, physically preventing the

individual from accessing the buccal mucosa. This protective barrier allows the injured tissue time

to heal and breaks the sensory feedback loop that perpetuates the chewing habit. Pharmacological

intervention, typically involving Selective Serotonin Reuptake Inhibitors (SSRIs), may be

considered if the MB is strongly associated with underlying anxiety disorders, obsessive-

compulsive traits, or clinical depression, as these medications can help mitigate the compulsive

drive.

7. Significance and Impact

Although Morsicatio Buccarum is classified as a benign condition with no inherent risk of

malignant transformation, its significance extends beyond its pathology. Its primary impact lies in

the profound effect on the patient's quality of life and the diagnostic confusion it creates in clinical
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settings. The chronic presence of white oral lesions often leads to significant patient anxiety

regarding oral cancer, prompting unnecessary biopsies and specialist referrals. Educating both

general practitioners and dentists about the specific presentation and benign nature of MB is

crucial to prevent medical over-treatment and to alleviate patient distress.

Furthermore, the functional and aesthetic impacts are considerable. The rough, ragged texture of

the mucosa can cause chronic irritation and mild discomfort, potentially interfering with eating and

speaking. Socially, the visible manifestation of the habit, combined with the shame often

associated with BFRBs, can lead to impaired self-esteem and social withdrawal. The chronic

nature of the compulsion requires long-term psychological vigilance, emphasizing that MB is not

merely a superficial oral lesion but a manifestation of a deeply ingrained behavioral pattern that

demands specialized therapeutic intervention.

Ultimately, the study of MB contributes valuable insights into the broader field of BFRBs and

impulse control disorders. It highlights the intricate connection between psychological stress,

neurological function, and physical self-trauma, underscoring the necessity of integrated care

models where dental and medical professionals work collaboratively with mental health specialists

to achieve lasting remission.

8. Further Reading

Morsicatio buccarum (Wikipedia)

The TLC Foundation for Body-Focused Repetitive Behaviors (BFRB.org)

Morsicatio Buccarum: Definition and Clinical Features (ScienceDirect)
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