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Prevalence of Actinic Keratosis
in Different Regions of Spain:
The EPIQA Study

Prevalencia de la  queratosis  actínica en
diferentes regiones  españolas: estudio  EPIQA

Dear  Editor:

Actinic  keratoses  (AKs)  are common  cutaneous  lesions  that
develop  as  a  result  of  ultraviolet  (UV)  radiation  damage.1

Risk  factors  associated  with  AKs include  advanced  age,  male
gender,  high  degree  of sun  and/or  artificial  UV  exposure,  and
fair  skin.2 Epidemiological  studies  within  Europe  are limited
and  have  provided  highly  variable  estimates  of AK  point  pre-
valence  (1---38%).2---6 Cumulative  sun  exposure,  demographic
AK  risk  factors,  and  lifestyle  characteristics  have  likely
contributed  to  the  wide-ranging  estimate  of  European  AK
prevalence.7,8

Comprehensive  studies  that  measure  nationwide  AK  pre-
valence  within  Europe  would  provide  essential  information
that  would  aid  the  development  of  pragmatic  AK  manage-
ment  guidelines.  The  aim  of  the EPIQA  study  was  to  assess
the  prevalence  of  AKs  among  dermatology  outpatient  clinics
in  Spain.9 In  this  analysis,  we  report  the secondary  objective
of  describing  dermatology  outpatient  clinic  AK  prevalence
within four  regions  of  Spain  with  different  climate  condi-
tions.

The EPIQA  study  was  an observational,  cross-sectional,
multicentre  study  that  included  patients  attending  general
dermatology  outpatient  clinics  in Spain.9 In  order  to
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Figure  1  Prevalence  of  AKs  according  to  age  and  sex.

represent  the  entire country,  clinics  were  selected  and
divided into  four geographical  regions  based on  climatic
conditions  and  lifestyle:  Northern  (Galicia,  Asturias,Navarra
and  Aragón),  Central  (Castilla-León,  Madrid,  and Castilla-La-
Mancha),  Mediterranean  (Cataluña, Comunidad  Valenciana
and  Murcia)  and  Southern  (Extremadura  and  Andalucía)
regions.  Whole-body  examinations  were performed  by  cer-
tified  dermatologists  who  visually  confirmed  AKs.  Medical
history,  profession,  and sun/UV  exposure  habits  were collec-
ted  via  standardised  interviews.  Statistical  analysis  have
been  previously  described.9

A  total  of  3877  patients  were  included  with  characte-
ristics  shown  in Table  1.  Overall,  age  and  sex  were  similar
between  regions.  Age distributions  were  also  similar  bet-
ween  regions,  with  ages  45---50 representing  11.9%  and >80
years  old  representing  14.0%  of the population.  Actinic  kera-
tosis  being  the  reason  for  the dermatology  consultation
varied  from  15.9%  to  23.3%.  Most  patients  reported  low occu-
pational  but  moderate  recreational  sun  exposure.

In  the  study  population,  1110  presented  with  AKs  (28.6%,
95%  CI:  27.2,  30.1).  AK  point prevalence  (95%  CI)  diffe-
red  significantly  between  regions,  with  31.4%  (29.1,  33.7)
in  the  Mediterranean,  28.1%  (24.5,  31.7)  in the South,
27.5%  (24.4,  30.6)  in the  North  and  24.9%  (22.0,  27.8)  in
the  Central  region  (p  = 0.006).  The  most  significant  diffe-
rence  in prevalence  was  observed  between  Central  and
Mediterranean  regions (p  <  0.05).  Communities  with  the
highest  AK  point  prevalence  were  located  in  the Nort-
hern  (Aragón,  39.6%),  Mediterranean  (Cataluña, 40.1%),
and  Southern  (Extremadura,  36.6%)  regions.  Point  preva-
lence  was  highest  in men  aged  ≥51  years  old  (p  <  0.001)
(Fig.  1).
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Table  1  Sociodemographic  data.

North  (n  = 808)  Centre  (n = 847)  Mediterranean  (n  = 1616)  South  (n  =  606)

Age  (years),  mean  (SD)
65.4  (12.3) 64.8  (12.4) 67.2  (12.0)  65.6  (12.0)

Age (groups),  n (%)
45---50  102 (12.6)  121  (14.3)  169  (10.5)  71  (11.7)
51---60 212 (26.2)  232  (27.4)  339  (21.0)  153  (25.2)
61---70 225 (27.9)  192  (22.7)  434  (26.9)  166  (27.4)
71---80 156 (19.3)  198  (23.4)  431  (26.7)  135  (22.3)
>80 113 (14.0)  104  (12.3)  243  (15.0)  81  (13.4)

Sex, n  (%)
Male  346 (42.8)  351  (41.4)  757  (46.8)  267  (44.1)
Female 462 (57.2)  496  (58.6)  859  (53.2)  339  (55.9)

Reason for  consultation,  n  (%)
Actinic  Keratosis  133 (16.5)  135  (15.9)  377  (23.3)  103  (17.0)
Other 675 (83.5)  712  (84.1)  1239  (76.7)  503  (83.0)

Occupational sun  exposurea,  n  (%)
Low  141 (17.5)  475  (56.1)  1035  (64.0)  355  (58.6)
Moderate 417 (51.6)  176  (20.8)  255  (15.8)  92  (15.2)
High 250 (30.9) 196  (23.1)  326  (20.2)  159  (26.2)

Recreational sun  exposureb,  n (%)
Low  141 (17.5)  179  (21.1)  274  (17.0)  123  (20.3)
Moderate 417 (51.6)  487  (57.5)  876  (54.2)  356  (58.7)
High 250 (30.9)  181  (21.4)  466  (28.8)  127  (21.0)

Occupations with  high  sun exposurec,  n  (%)
Elementary  occupations  233 (28.8)  313  (37.0)  453  (28.0)  198  (32.7)
Service and  sales  92  (11.4)  126  (14.9)  238  (14.7)  81  (13.4)
Skilled agricultural,  forestry  and  fishery  116 (14.4)  94  (11.1)  157  (9.7)  101  (16.7)
Accountants, clerks  and  office  88  (10.9)  117  (13.8)  178  (11.0)  75  (12.4)
Construction, craft  and  related  trades  63  (7.8)  76  (9.0)  243  (15.0)  49  (8.1)

a Low: none; moderate: under 2 h  outside; high: all  day  outside.
b Low: none; moderate: irregular outdoor activity participation; high: regular participation in outdoor activities all year round.
c Occupations listed which include ≥10% total sample population.

A comparison  of  patients  diagnosed  with  AK  found  a sig-
nificant  difference  between  regional  skin  phototypes  and  no
difference  between  regional  history  of  non-melanoma  skin
cancer  (Table  2).  In all  regions,  the most prevalent  phototy-
pes  were  types  II  and  III, which  cumulatively  accounted  for
80---90%  of  all  AK  patients.  A significantly  higher  proportion  of
AK  patients  in  all  regions  reported  that  AKs were  the reason
for  consultation,  compared  to  other  reasons  (p  =  0.006).  Sig-
nificant  regional  differences  were  observed  when related  to
occupational  (p  <  0.001),  but  not to  recreational  (p  =  0.267),
sun  exposure  (Table  2).

The  distribution  of  anatomical  areas  with  AK  lesions
was  similar  between  regions  and,  in  general,  significantly
more  frequently  reported  on  the face  for  women  and
the  scalp  and  ears  for  men  (Supplementary  Table
1).  A comparison  of  the number  of lesions  by  loca-
tion  showed  no  regional  differences  (Supplementary
Table  2).

Overall,  there  were  observed  regional  differences  in skin
phototype,  the reason  for  consultation,  and  occupational
sun  exposure.  While  skin  phototype  and  occupational  sun

exposure  were  anticipated  to  differ  due  to  regional  demo-
graphic  and  employment  variability,  significant  differences
in  the percentage  of  patients  seeking a  consultation  for AK
suggests  differing  regional  attitudes  towards  seeking  health-
care  services  or  healthcare  availability.  Furthermore,  as
30---42%  of  patients  with  AKs  ignored  these lesions,  it is  clear
that  AK  remains  an underdiagnosed  condition  within  Spain.

In  agreement  with  previous  results,  lesion  location  was
consistent  between  regions;  more  frequent  on  the  scalp
and  ears  for men,  and  the face  for  women.10 Furthermore,
despite  regional  variation  in  AK  risk  factor  frequency,  no  sig-
nificant  differences  in  the number  of  lesions  were observed.

Some  limitations  of  this study  include  the unequal
recruitment  from  each autonomous  community  that  may
have  imbalanced  regional  comparisons  and the restriction  of
the  study  population  to  patients  visiting  dermatology  clinics.
However,  to  the best of our  knowledge,  this is  the first  study
that  has  investigated  regional  variation  of  AK  prevalence
within  a  single  European  country.

In  summary,  significant  regional  differences  in AK  preva-
lence  have  been  observed  in Spain;  predominantly  related
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Table  2  Lifestyle  and  clinical  characteristics  of  AK  patients.

North  (n  =  222)  Centre  (n  =  211)  Mediterranean  (n  =  507)  South  (n  =  170)  p-Value

Skin  phototype,  n  (%)
Type  I 12  (5.4) 2  (0.9)* 16  (3.2)  10  (5.9)* <0.001
Type II  94  (42.3)  103  (48.8)  219  (43.2)  91  (53.5)
Type III  81  (36.4)* 87  (41.2)  250  (49.3)* 66  (38.8)
Type IV 35  (15.8)* 19  (9.0)* 22  (4.3)  3 (1.8)*

NMSC  history,  n (%)
74  (33.3)  57  (27.0)  173  (34.1)  51  (30.0)  0.271

Reason for  consultation,  n  (%)
Actinic  Keratosis  130  (58.6)- 134  (63.5)  355  (70.0)- 101  (59.4)  0.006
Other 92  (41.4)  77  (36.5)  152  (30.0)  69  (40.6)

Occupational  sun  exposure,  n  (%)
Low 97  (43.7)  68  (32.2)* 269  (53.1)* 70  (41.2)* <0.001
Moderate 45  (20.3)  49  (23.2)  80  (15.8)  31  (18.2)
High 80  (36.0)  94  (44.5)* 158  (31.2)* 69  (40.6)

Recreational  sun  exposure,  n  (%)
Low 35  (15.8)  34  (16.1)  60  (11.8)  28  (16.5)  0.267
Moderate 107  (48.2)  109  (51.7)  250  (49.3)  91  (53.5)
High 80  (36.0) 68  (32.2)  197  (38.9)  51  (30.0)

Number of  lesions,  n  (%)
1  55  (24.8)  51  (24.2)  131  (25.8)  32  (18.8)  0.688
2---4 70  (31.5)  76  (36.0)  164  (32.3)  66  (38.8)
5---10 62  (27.9)  54  (25.6)  137  (27.0)  46  (27.1)
11---15 13  (5.9) 13  (6.2)  41  (8.1)  13  (7.6)
16---20 11  (5.0) 8  (3.8)  13  (2.6)  8 (4.7)
21---25 4  (1.8) 5  (2.4)  7  (1.4)  5 (2.9)
26---30 4  (1.8) 3  (1.4)  8  (1.6)  0 (0.0)
>30 3  (1.4) 1  (0.5)  6  (1.2)  0 (0.0)

* p < 0.001.
- p < 0.05. Chi-squared test used to calculate p-values. NMSC: non-melanoma skin cancer.

to  sex  and  age.  Regional  differences  in skin  phototype  and
occupational  sun  exposure  do not  appear  to  influence  lesion
location  or severity.  It is  striking  that  despite  regional  diffe-
rences, a  high  proportion  of patients  in  Spain  did  not seek
advice  regarding  their AKs.  These  findings  highlight  that
regional  variation  in AK  prevalence  exists  and  are  of  value
to  national  AK  screening  and  management  initiatives.
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Morfea y liquen escleroatrófico
extragenital generalizados tras
vacuna antigripal

Morphea and  Extragenital  Lichen  Sclerosus  et
Atrophicus  After Influenza Vaccination

Sra. Directora:

Morfea  y  liquen  escleroatrófico  (LEA)  son 2  enfermedades
cutáneas  crónicas  de  etiopatogenia  desconocida,  en  las  que
se  ha  postulado  la  relación  con factores  genéticos,  autoin-
munes  e infecciosos.  Son  pocos  los  casos  descritos  tras  la
administración  de  vacunas.

Una  mujer  de  67  años,  con  antecedente  de cáncer  de
mama  tratado  mediante  mastectomía  radical  e  implantación
de  prótesis  de  silicona  15  años  antes,  es remitida  a  nuestro
servicio  por  prurito  y  endurecimiento  progresivo  de la piel.
No  había  recibido  radioterapia  complementaria  a la  mas-
tectomía  ni  tomaba  fármacos  de  interés.  Refería  el  inicio
de  los  síntomas  a  los  10  días  de  haber  recibido  en  el  del-
toides  izquierdo  la  primera  dosis  intramuscular  de  0,5  ml de

Chiroflu
®
,  vacuna  antigripal  de antígeno  de superficie  inac-

tivado.  Inicialmente  la  lesión  se  localizaba  en el  deltoides
izquierdo,  lugar  de la inyección  de  la  vacuna.  Gradualmente
fueron  extendiéndose  las  lesiones  hasta  generalizarse,  res-
petando  únicamente  la  cara  y provocando  dificultad  para
la  movilidad,  en  especial  de  los  hombros  y las  rodillas.  La
exploración  física  mostraba  en  algunas  zonas  grandes  placas
blanco-nacaradas  e induradas  (fig.  1)  y, en  otras,  la piel  tenía
aspecto  atrófico  y arrugado  (fig. 2). Los  estudios  de  labo-
ratorio,  incluyendo  hemograma,  bioquímica,  anticuerpos
antinucleares,  anti-scl  70  y  anti-centrómero  y serología  de
Borrelia  burgdorferi  fueron  normales  o negativos.  La biopsia
de piel mostró  una  epidermis  atrófica  con  oclusión  folicular
y  degeneración  de la  capa  basal,  edema  en  la  dermis  papilar,
colágeno  de aspecto  hialinizado  y un infiltrado  linfocitario
en  banda.  En  la misma  muestra  también  se encontraba  una
dermis  reticular  engrosada  con haces  de colágeno  gruesos  y
compactos  y un infiltrado  inflamatorio  crónico  (fig.  3).  Con
estos  hallazgos  clínicos  e  histopatológicos  se diagnosticó  a
la  paciente  de morfea  y LEA  extragenital  generalizado  y se
inició  tratamiento  con  PUVA  oral. Dada  la escasa  respuesta
después  de 48  sesiones  de tratamiento,  se  pautó  prednisona
oral  20  mg/día  en  combinación  con  metotrexato  subcutáneo
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