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29-year-old man presented with nonpainful white lesions on his tongue that
he had recently noticed while brushing
his teeth. Testing for oral candidal infection
by his general practitioner was negative. The
patient was feeling otherwise healthy and had
no further complaints. Clinical examination
showed bilateral corrugated, adherent plaques
located on the dorsal tongue surfaces (Figure 1).
Testing for HIV was positive. The patient’s
CD4 count was 0.28 (normal 0.3–1.4) × 109/L,
and his viral load was 431 000 HIV-1 RNA
copies/mL. Ten weeks after the initiation of
highly active antiretroviral therapy (HAART),
all lesions had completely resolved.
Oral hairy leukoplakia, first described in
1984, is a mucosal disease associated with
Epstein–Barr virus infection and almost exclusively occuring in people with immunosupression. It occurs in up to 50% of patients with
untreated HIV, particularly those whose CD4
count is less than 0.3 × 109/L.1 The condition has
a clear prognostic value for the subsequent
development of AIDS and is classified as a Centers for Disease Control and Prevention category-B clinical marker of HIV disease.2 Oral
hairy leukoplakia has also been described in conjunction with hematologic malignancy and organ
and bone marrow transplantation, and in patients
receiving systemic steroids. Rarely, it has been
reported in the absence of immunosuppression.3
The pathogenesis of oral hairy leukoplakia is
complex and includes an interplay of persistent
Epstein–Barr virus replication and virulence, systemic immunosuppression and suppression of the
local host immunity.3 The differential diagnoses
include oral candidiasis, lichen planus, tobaccoassociated leukoplakia, human papillomavirus–
induced oral intraepithelial neoplasia, and oral
squamous cell carcinoma. In most instances, oral
hairy leukoplakia can be diagnosed clinically
and does not require a confirmatory biopsy. It
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Figure 1: (A) Painless white adherent plaques on
the dorsal tongue surfaces of a 29-year-old man.
(B) Close-up view of a lesion: the surface of the
patch has a corrugated appearance forming prominent folds.

does not require specific treatment and frequently resolves under HAART, if associated
with HIV infection.4
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