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LITERATURE REVIEW

ACTINIC CHEILITIS (“SAILOR’S LIPS”): A REVIEW FOR THE CLINICIAN
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Silvia Paula de Oliveira*, Simone de Queiroz Chaves Lourengo®

ABSTRACT

Actinic Cheilitis (AC), also known as “sailor’s lips”,
is a premalignant pathology, and although it is easy
to diagnose and prevent, late diagnosed cases may
progress to lip carcinoma. Since its main etiological
factor is exposure to ultraviolet rays, individuals
often exposed to the sun, including military
personnel, can be considered a risk group for the
disease. The aim of this study was to describe
the main risk and prognostic factors of AC and
to create a clinical protocol for dental surgeons,
making easier to identify and conduct each case.
For this purpose, a search for articles relevant to
the topic was carried out in Medline, Lilacs, SciELO
and PubMed databases, from 1987 to 2022.
The following AC patient profile was identified: male,
in the fifth decade of life, fair skinned, with lesions
on the lower lip and with a long history of outdoor
occupational activities/intense sun exposure.
The dentist has a fundamental role in identifying risk
groups, early recognition of the disease and in more
advanced cases, making the correct diagnosis and
recommendation to specialized care.

Keywords: Actinic Keratoses, Lip Neoplasms,
Precancerous Conditions, Squamous Cell
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RESUMO

A Queilite Actinica (QA), também conhecida como
“|abios de marinheiro”, € uma patologia com potencial
de malignizagao e, ainda que seja de facil diagnostico
e prevengdo, casos diagnosticados tardiamente
podem evoluir para carcinoma de labios. Seu principal
fator etioldgico é a exposi¢ao aos raios ultravioletas,
e por este motivo, individuos que se expbéem muito
ao sol, incluindo militares, podem ser considerados
grupo de risco para a doenga. O objetivo principal
deste trabalho foi descrever os principais fatores de
risco e progndsticos da QA e apresentar uma revisao
para o cirurgido-dentista, facilitando a identificagdo
e conduta. Para tal, foi realizada busca de artigos
pertinentes ao tema nas bases de dados Medline,
Lilacs, SciELO e PubMed, de 1987 a 2022. O seguinte
perfil do paciente com QA foi identificado: homem, na
quinta década de vida, pele clara, com lesdes no labio
inferior e com historico de longo tempo de atividades
ocupacionais ao ar livre/intensa exposigéo solar.
O cirurgido-dentista possui papel fundamental na
identificagdo dos grupos de risco, no reconhecimento
precoce da doenga e, em casos mais avangados,
realizar o diagndstico e o correto encaminhamento
para atendimento especializado.
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INTRODUCTION

Oral cavity cancer (OCC) is one of the most common
cancers in Brazil. According to the National Cancer
Institute of Brazil (INCA), the estimated number of
new cases of CCO in the country, for each year of
the three-year period from 2023 to 2025, is 15,100
cases, corresponding to an estimated risk of 6.99
per 100,000 inhabitants, being 10,900 in men and
4,200 in women (1). The labial location is one of the
most common locations for OCC (1), and authors
report that there are lesions that have a higher risk
of malignancy and precede the appearance of OCC,
the so-called “Potentially malignant oral disorders”.
Actinic cheilitis is included in this group (2-5).

The appearance of actinic cheilitis (AC), also
known as “sailor’s lips”, is associated with sun
exposure, but there are other associated factors that
can contribute to its development, such as smoking
and drinking alcohol (5,6). The intensity and time
of exposure to the sun, physical characteristics,
such as fair skin tone associated with occupational
activities carried out outdoors, increase the chances
of developing the disease (6,7).

The marine population, in this context,
needs greater dentistry care mainly regarding
stomatology assessment. The lips must always be
checked, due to the great exposure of soldiers to
outdoor tactical activities, for long periods and on a
recurring basis, in addition to mandatory physical
activity, so that they are excessively exposed to
the harmful effects of the sun (8).

Current evidence on the actual rates of
malignant transformation of AC is limited, mainly
due to the few studies and different methodologies
applied, showing that AC is clinically important, but
a relatively neglected condition (9). The absence
of symptoms leads many patients not to bother
to investigate it and professionals, in turn, end up
delaying the definitive diagnosis because they do
not suspect the injury and treat it clinically as an
inflammatory process (10).

The aim of this literature review was to describe
the main risk factors and prognoses of AC,
generating a review that facilitates the dentist’s
identification and clinical management, besides
to promote prevention measures and guidance for
risk groups.

MATERIALS AND METHODS
To this review, a bibliographic search was carried
out in the Medline, Lilacs, SciELO and PubMed
databases. As inclusion criteria, articles published
between 1987 and 2023, in English, Portuguese
and Spanish, and which had an abstract available,

were selected. The descriptors used were “actinic
cheilitis” and/or “solar keratosis” and/or “sailor
lips”. After a first selection, according to the
descriptors, the abstracts were read to define the
relevance of the texts. Articles that did not address
the topic and whose final version was unavailable
for consultation were excluded. Herein, a total of
40 articles were included in this literature review.

LITERATURE REVIEW

Epidemiology

AC is an inflammatory condition of the lips, which
appears directly associated with sun exposure.
The classic demographic profile of patients at high
risk of AC is men over 50 years of age, fair skin,
and with a long period of sun exposure, with the
lower lip being the most affected site (11-13).

Risk factors and prognostic for actinic cheilitis
Sun Exposure

Historically, AC has been recognized as more
prevalent in outdoor workers (farmers, fishermen
and professions that are directly exposed to the
sun), especially in hot and dry regions, due to
its direct correlation with sun exposure (14,15).
It is stated that the longer the exposure time, the
greater the severity of AC in individuals exposed to
ultraviolet radiation rays (UV) (16).

UV is, unquestionably, a factor related to AC
(11,12), and the probability of malignancy may
be higher when this exposure is associated
with carcinogenic factors, such as alcohol and
tobacco, becoming more pronounced in cigarette
smokers due to the heat generated by burning
tobacco and the absorption of its toxic products
through the mucosa (11,17,18). Furthermore,
there is increased susceptibility among patients
with certain genetic disorders (e.g., xeroderma
pigmentosum, albinism and porphyria cutanea
tarda) and/or immunosuppression, and they
should be alert to a possible progression to
Squamous Cells Carcinoma (SCC) (19).

Inadequate use of photoprotection can make
individuals more susceptible to the onset of AC.
The use of a cap as a form of protection, and not
a wide-brimmed hat, is only effective for the upper
and middle third of the face, favoring the direct
incidence of ultraviolet rays on the lips. Moreover,
because they believe they are protected against
radiation, individuals often disregard the importance
of using sunscreen and lip balm (11,20).
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Anatomic site

Authors report that 95 to 100% of AC cases occur
in the lower lip (11,12) due to its greater direct
exposure to sunlight, when compared to the upper
lip (14,21). Lips are highly susceptible to actinic
keratosis and the harm caused by exposure to UV
radiation because their protection mechanisms
against radiation are reduced compared to the
skin: thinner keratin thickness in the region,
thin epithelial layer, little amount of melanin and
decreased secretion of sebaceous and sweat
glands (10,16,20).

Sex, age, and skin color

Childhood is the most vulnerable phase to the
effects of the sun, and excessive exposure during
the first years of life increases the risk of cancer (1).
The effects of radiation are cumulative, and the
slow and asymptomatic progression of AC makes
this injury being considered a normal condition of
aging (22). The average age of diagnosis of AC
is 40 years, but studies can be found that point
to the fifth decade of life as the most common
for diagnosis, due to the chronic nature of the
disease (17,18,21).

Some studies show that women may be
less likely to experience AC due to the use of
lipstick, which may partially protect the lips from
the sun, and the habit of using sunscreen and
lip balm (17,23). On the other hand, the use of
sunscreen is not frequent among males (24).
In this sense, studies in specific populations, such
as rural workers and fishermen, have shown a
higher prevalence of cases in men, due to their
occupation (16,21).

The different prevalence of cases between the
sexes can still be explained by the fact that AC is
normally an asymptomatic lesion and males take
longer to seek dental treatment, generally showing
less self-care, thus only fewer lesions end up
being detected in their early stages. (21,25-27).

Individuals with fair skin color have a higher
prevalence of injuries (24, 28). The absence of
melanin predisposes to the appearance of lesions,
as it plays a preponderant role in protecting against
UV rays (28). The incidence of AC may be higher
than expected in some darker-skinned individuals,
but this is almost always related to high-risk
occupational and recreational exposure (24).

A retrospective analysis carried out at the
stomatology clinic of the Navy Dental Clinic of
Brazil verified the prevalence of AC in 1,057
individuals treated at the institution, mainly in

military personnel with continuous exposure to
ultraviolet radiation. The study found 29 patients
diagnosed with AC, with a predominance of males,
Caucasians, with an average age over 40 years
old and with lesions located on the upper lip.
Such findings corroborate the pattern of clinical
characteristics found in the patient with AC in the
other studies analyzed (29).

Education, income, and occupation

In the Brazilian population, men with low income
and low education are generally more affected
by AC. The higher prevalence in men is due to
occupational exposure: men with low education
and low income seek their livelihood in jobs that
require greater resistance and physical vigor,
including jobs that demand greater exposure to the
sun and high temperatures (13, 25).

Occupation can contribute to the appearance
and progression of injuries, as well as enabling
individuals to develop habits such as smoking,
alcohol consumption and chronic exposure to the
sun (14). Occupations are those related to the
outdoors, such as farmers, fishermen (14,15),
sailors, farmers (19) and professions with direct
exposure to the sun, especially in hot and dry
regions (14,15).

Habits

For some authors, the role of drinking alcohol and
smoking is still controversial in the literature, both
for the emergence of precancerous lesions and
for SCC. However, it is known that lips are directly
exposed to tobacco carcinogens and that the
association of smoking with occupational exposure
can contribute to the development of AC (12,32).
Alcohol and tobacco predispose to the appearance
of this pathology because of the heat generated by
burning tobacco and the absorption by the mucosa
of its toxic products (12,14,15).

It is known that, for the development of AC,
there is a cumulative effect of different attacks
over long periods (25). When analyzed separately,
the habits “alcohol use” or “tobacco use” do not
present significant correlations with the presence
of AC (25,26). However, when these habits are
evaluated together, “alcohol and tobacco use”,
a significant association with the presence of the
lesion can be verified (33). It is important to report
that some studies indicate a positive association
between the presence of AC and sports that
require continuous exposure to the sun, such as
in runners and cyclists (34).
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Clinical appearance and histopathological alterations
Intense sun exposure for a short period of time
triggers an acute superficial inflammation of the
lips, which is characterized by the presence of
some elevations, dryness and swelling of the lower
lip, without dysplastic changes in the epithelium
though (13,33). When prolonged and high-intensity
exposure to UV radiation occurs, changes occur
that appear as multiple white areas, with zones of
epithelial atrophy and erythema, thickening of the
lip, loss of definition of the boundary between the
skin and the semi-mucosa, eventually accompanied
by fissures, scales and ulcers (13,18,33,34).
Eventually, chronic ulceration may develop, lasting
months and later progressing to SCC (18).

There is a gap regarding the classification of
the AC stage at the time of diagnosis and the right
time for intervention. Although the diagnosis is
basically made based on clinical characteristics,
biopsy must be indicated to exclude the possibility
of malignant transformation (35).

To support the clinician in deciding whether
or not to use an invasive therapeutic approach,

several authors have been creating classifications
for AC (14, 36). In 2017, a classification was
created, which divides the evolution of the disease
into 4 categories, based on AC descriptions
made by classic and contemporary authors of the
pathology (35).
The classification by Poitevin et al., 2017 (clinically
represented in Figure 1) is presented as follows:
* Grade I: dryness and peeling of the red lips;
* Grade II: Atrophy at the vermilion border,
presenting soft surfaces and pale areas
with rashes. Beginning of loss of definition
of the redness of the lip with the skin, or a
dark line demarcating this limit can be seen;
* Grade lll: Rough and scaly areas in the
driest parts of the vermilion of the lip and
hyperkeratotic areas, especially at the limit
between the labial mucosa and semi-mucosa;
* Grade IV: Ulceration present in one or
more locations on the vermilion of the lip
or leukoplastic area, especially in locations
more susceptible to trauma. Lesions may
suggest progression to malignancy.

Figure 1: Clinical photos of actinic cheilitis (AC) reference for applying the Poitevan classification, 2017 — A: AC grade | - fissure and
desquamation; B: AC grade Il - atrophy of the vermillion lip, leukoerythroplastic and brown color changes, shallow fissures and beginning to
lose definition of the boundary between lip and skin; C: AC grade IIl - rough, dry and hyperkeratotic regions, and D: AC grade 1V - change
in color throughout the lip, deep fissures and swollen lip appearance, with a heterogeneous leukoerythroplastic lesion speckled on the right,

suggestive of malignancy.
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Itisimportantto highlightthat, although there are
classifications that facilitate therapeutic decisions,
there are a variety of clinical presentations for the
different degrees of AC. Therefore, initial clinical
signs should not be ignored, since the presence of
lesions that appear clinically homogeneous do not
correlate with the degree of histological alteration
(21, 24). Clinical findings alone should also not
be considered as decisive factors for whether a
biopsy should be indicated (37).

In cases in which AC is clinically harmless,
conservative treatment is the most indicated,
especially the use of lip sunscreen. Biopsy is
indicated according to the clinical aspects of
the disease and with the aim of monitoring the
patient for possible malignant transformation of

the lesion. After the biopsy, in cases of absence of
epithelial dysplasia, conservative treatment can be
applied, and the patient must be instructed to use
adequate protection, in the form of lip sunscreen
and a brimmed hat. However, patients in whom
exposure to sunlight is continuous should undergo
regular monitoring and more cautious care (35).

For better clinical management, it is necessary
to carry out a clinical assessment (30), in which
anamnesis must be applied, containing the clinical
history of the injury, the clinical examination itself
andthe correctreferral to the specialist, if necessary,
to perform a biopsy with histopathological
evaluation (35). In the flowchart presented in the
Figure 2, it is possible to check the relevant points
to be considered in the clinical assessment.

LIP EVALUATION
£ § I T 1
o
b3 Man <40 Years old Lip iniury. Fair skin Sun exposure
‘. . i i

Grade | Grade Il Grade Il Grade IV
e . i i :
g: Dryness and Grade | + ﬂSSUreS, Grade Il + ﬁS-SUreS. Grade Ill + ulcers in
w  Ppeeling of the lips hyperkeratotic and hyperkeratotic and the lip vermelion
< tender areas hardgned areas in and hardened
St labial mucosa areas to palpation

Lip hydration —

Managment

and biopsy

Figure 2: Flowchart containing the relevant characteristics of the anamnesis that suggest the presence of AC, as well as the signs present in
the clinical examination and management in each of these conditions. (Adapted by Poitevon et al., 2017).

The prognosis of AC depends not only on
histological characteristics, butalso onthe patient’s
change in habits, as well as their commitment to
treatment (21). The exact rate of transition from
AC to carcinoma is still unknown, however, it is
known that AC more than doubles the patient’s
risk of developing SCC of the lip (19, 30).

Patient instructions

Even though many of the changes associated with
AC are irreversible, patients should be encouraged
to reduce sun exposure, especially between 10 am

and 2 pm, and 3 pm during daylight hours, wear
a wide-brimmed hat and lip sunscreen to prevent
further damage (19, 30). Still regarding the use of
sunscreen, studies show that those who reapply
sunscreen during exposure to the sun have a lower
risk of developing the pathology (38).

Mild cases must be evaluated regularly to
prevent malignant transformation of the lesion
(35). In the early stages, without mild changes or
dysplasia, treatment is the use of lip sunscreens.
Thus, to prevent skin and lip cancer, patients
should use sun protection factor 15 or greater,
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requiring reapplication throughout the day
(39, 40), in addition to remaining in the shade,
wearing protective clothing and not use industrial
tanning devices (39).

CONCLUSION

Male individuals, with an average age of 40 years, with
fair skin and who are constantly exposed to the sun,
are considered a risk group for the development of
AC. The clinical and histopathological characteristics
of AC must be considered by the dentist to intervene
as early as possible and exclude the possibility of
a diagnosis of SCC of the lip. The use of individual
photoprotection barriers and lip sunscreen are the
most efficient way to prevent the onset of AC.
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