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Oral Hairy Leukoplakia arising in an Oral Lichen Planus lesion in an 
otherwise immune-competent patient
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ABSTRACT
Oral hairy leukoplakia (OHL) presents clinically as 

thickened white plaques which cannot be rubbed off, and is 
most often found on the lateral margin of the tongue. The 
name is derived from its often hairy appearance. OHL has 
clinical significance because of its association with HIV 
infection, and it is rare in immune-competent people.  We 
report on a case of unilateral OHL which arose in an oral 
lichen planus lesion in an immune-competent patient.

INTRODUCTION
Oral hairy leukoplakia (OHL) was first described in 1984 

(Greenspan et al, 1984) and is associated with Epstein-Barr 
virus (EBV) infection in immuno-compromised people, 
especially in patients with human immunodeficiency virus 
(HIV) infection or those who have had transplants. OHL 
appears as a non-painful white plaque along the lateral 
tongue borders, and can often appear “hairy” due to the 
presence of vertical folds with white irregularly thickened 
mucosa. The condition is clinically significant because of its 
high prevalence in patients with HIV infection (Greenspan, 
1989), and because it can be unsightly. OHL is usually 
asymptomatic, although superimposed Candida infection 
may lead to pain. Management of the condition usually 
involves investigating any underlying conditions (such 
as HIV) and the use of antiviral medication. Differential 
diagnoses include frictional keratosis, squamous cell 
carcinoma, erytheme migrans, lichen planus, tobacco-
associated leukoplakia, human-papillomavirus–induced 
neoplasia, condyloma acuminatum and syphilitic mucous 
patch. This report highlights the importance of OHL as an 
oral diagnosis and indicates that the condition can also occur 
in an immuno-competent person.

CASE REPORT
A 55-year-old woman with a three-year history of oral 

lichen planus (OLP) mainly affecting the tongue had been 
managed for symptomatic relief with topical steroids, 
together with antifungal medication for concomitant candidal 
infection. At a more recent review, the patient was concerned 
about a thickened white plaque with a hairy appearance 
which had become more prominent at the anterior margin 
of the OLP lesion. Two incisional biopsies were carried out: 
one in the area with clinical appearance of OLP, and the other 
in the more anterior margin. Haematological testing for EBV 
was requested in order to exclude hairy leukoplakia. The 
histopathology results confirmed OLP in the more posterior 
biopsy site and the presence of EBV (suggesting hairy 
leukoplakia) in the anterior lesion (Fig 1). Based on these 
results, an extensive screening (including HIV and hepatitis 
serology) was carried out. This did not indicate the presence 
of HIV infection, although IgG antibody to the EBV was 

positive. Lesion immuno-histochemistry showed equivocal 
positive staining for EBV. The patient was reassured, and 
management of the OLP continued.

DISCUSSION
OHL has long been understood to be associated with 

the immunodeficiency arising from conditions such as 
HIV infection, the induced immunosupression of organ 
transplantation, chemotherapy and leukaemia (Greenspan 
et al, 1987). There have been reports of OHL in immune-
competent people (Lozarda-Nur et al, 1994), although these 
are rare. The management of a patient with OHL involves an 
HIV work-up and counseling for those who have no previous 
diagnosis of HIV or immune suppression. The lesions are 
largely asymptomatic, but anti-viral agents (and sometimes 
antifungal medication) may be used, especially in cases 
where the lesions are unsightly and causing concern to the 
patient. 

OLP has been extensively studied in the literature, yet 
the mechanism of the T-cell-related immune reaction which 
leads to the clinical picture is unclear. It appears that people 
with OLP may have an immune dysfunction that is perhaps 
sub-clinical and not detectable using current investigative 
techniques. There are reports in the literature of other 
types of lesions occurring adjacent to OLP lesions; these 
include verruciform xanthoma (Polonowita et al, 1999), 
the presence of hepatitis C virus infection (Gandolfo et al, 
1994), and malignant transformation of OLP (Van der Meij 
et al, 1999). However, there has not been a previous report 
of a hairy leukoplakia lesion arising in OLP. Although much 
has been written of the possible associations of OLP and 

FIG 1 – Photomicrograph of the lateral tongue biopsy 
showing the acanthotic stratified squamous epithelium. Some 
cells demonstrate  ballooning and clear cytoplasm which is 
indicative of viral inclusion (H&E).
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other lesions in the presence of viruses such as hepatitis 
C, HPV, cytomegalovirus and (in this case) EBV, these 
are likely to be coincidental findings in people who may 
be susceptible because of a generalized immune defect or 
immune compromise caused by viral interference. In the 
case presented here, a possible aetiological factor may have 
been the possible effect of local steroid therapy on “local” 
immunity; however, many patients with OLP of the tongue 
are treated with topical steroids, and no similar cases of OHL 
have been reported (to date) from anywhere in the world. 
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