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Summary
Marjolin’s ulcer is defined as a tumor which is arising from a chronic wound, scar or chronic inflammation. It is a rare chronic 
cutaneous ulcer which is often malignancy. The majority of malignancy in Marjolin’s ucers are squamous cell carcinomas. 
Rarely described malignancies in Marjolin’s ulcers are basal cell carcinoma, melanoma, adenocarcinoma, liposarcoma, fibro-
sarcoma and osteogenic sarcoma.
The author of this article present a case of a 70-year-old Caucasian man who was admitted to the hospital because of Marjolin’s 
ulcer. The author performed a literature review on Marjolin’s ulcer diagnosis and treatment. 
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INTRODUCTION

Marjolin’s ulcer is defined as a tumor which is arising 
from a chronic wound, scar or chronic inflammation (1, 
2). It is a  rare chronic cutaneous ulcer which is often 
malignancy (1, 2). The majority of malignancy in Mar-
jolin’s ucers are squamous cell carcinomas. Rarely de-
scribed malignancies in Marjolin’s ulcers are basal cell 
carcinoma, melanoma, adenocarcinoma, liposarcoma, 
fibrosarcoma and osteogenic sarcoma (3).

CASE REPORT

A  70-year-old Caucasian man was referred to the 
Department of Surgical Oncology Hospital Ministry 
of Internal Affairs with Warmia and Mazury Oncology 
Centre in Olsztyn due to Marjolin’s ulcer of the right 
tight (fig. 1). In an interview with the patient, he had the 
burn injury 15 years ago and from 3 years he observed 
tumor which was arising from this chronic wound. Mar-
jolin’s ulcer in histopathologically examination was: 
squamous cell carcinoma G2. CT scan showed no in-
filtration carcinoma cells on important important nerve 
or vascular structures or bone. The patient had no any 
other symptoms, there was no history of weight loss 
and loss of appetite. The patient was treated chroni-
cally for hypertension and benign prostatic hyperplasia 
(BPH). He had no surgeries and there was no history of 
carcinoma in patient family. Blood test and other rou-
tine hematological examinations and biochemical tests 
were within normal limits.

The chronic wound after burn injury had diameter 
20 centimeters. In the central part of this wound was lo-
cated Marjolin’s ulcer diameter 11 centimeters (fig. 2). 
Regional lymph nodes in palpable examination were not 
enlarged.

The patient was admitted to the Department of Sur-
gical Oncology to wide local excision of Marjolin’s ul-
cer. The patient was informed about the possibility of 
treating Marjolin’s ulcer and possible complications as-
sociated with surgery. The patient refused surgery and 
decided that he wanted to undergo radiotherapy treat-
ment. The patient was transferred for further treatment 
to the Department of Radiotherapy Hospital Ministry 

Figure 1. Clinical photograph of Marjolin’s ulcer on the right 
tight from burn injury.
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Most of Majrolin’s ulcers are mistaken for an infected 
wounds, scars or ulcerations. Symptoms such as: foul-
smelling, painful with exudates and bloody drainage, 
non-healing ulcers with a rich network of blood vessels 
suggest malignant transformation (13).

Malignant cells presented in Marjolin’s ulcers are ag-
gressive and have great tendency to metastasize than 
other types of skin cancers. Metastasis to the regional 
lymph nodes, brain, liver, lung or kidney are reported in 
different articles (14, 15).

The treatment of Marjolin’s ulcers should be multidis-
ciplinary it means that it should be treated in oncologi-
cal centers. Treatment include surgery, chemotherapy 
and radiotherapy (16). Surgical treatment of Marjolin’s 
ulcers include wide local excision, block dissection of 
the regional lymph nodes and amputation in advanced 
tumors (13, 16). Wide local excision together with skin 
grafting or primarily delayed is preferred in treatment of 
Marjolin’s ulcers. Surgical margin in wide local excision 
should be at least 20 mm (13, 16).

The prognosis in Marjolin’s ulcers depends on vari-
ous factors. The most important factors are: age, size, 
grade and stage of tumor, metastases and presence of 
local recurrence. Long-term follow-up is recommended 
in all cases. Most series indicate that the incidence of re-
currence after surgery is in the range of 20% to 50% (3). 
Prognosis for patients with Marjolin’s ulcer range from 
65% to 75% for 3 year survival time. For patients with 
Marjolin’s ulcer with metastasis 3 year survival time is 
from 35% to 50% (17).

Prevention is better than cure and it is important that 
all chronic scars, wounds and ulcers should have mul-
tiple biopsies to avoid missing malignant ulcers (7, 18).

CONCLUSIONS

1.	Marjolin’s ulcer is defined as a tumor which is arising 
from a chronic wound, scar or chronic inflammation.

2.	The majority of malignancy in Marjolin’s ucers are sq-
uamous cell carcinomas.

3.	Most of Majrolin’s ulcers are mistaken for an infected 
wounds, scars or ulcerations.

4.	The treatment of Marjolin’s ulcers should be multidis-
ciplinary it means that it should be treated in onco-
logical centers. 

5.	All chronic scars, wounds and ulcers should have mul-
tiple biopsies to avoid missing malignant ulcers.
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DISCUSSION

French surgeon Jean-Nicholas Marjolin first time de-
scribed ulceration in a burn scar in 1828 (4). Dupuytren 
first time noted malignancy in “Marjolin’s ulcer” (5). Da-
Costa first time described forming malignant tumors in-
side “Marjolin’s ulcer” (6).

The mechanism of malignant transformation of Mar-
jolin’s ulcer is still unclear (7). Some theories consider 
that the toxin, chronic irritation and inflammation, ultra-
violet rays and environmental interaction affected the 
malignant transformation (7).

The majority of Marjolin’s ulcers are observed on the 
extremities in 60%, on the head and face in 30% and on 
the trunk in 10% of cases (5). The reason for such ana-
tomical site predilection is still not understood. There are 
also described cases of Marjolin’s ulcers in the genitalia 
and the breast skin after burn (8, 9).

There are described two variants of Marjolin’s ul-
cer. An acute form in which malignant transformation 
is observed within 12 months from the date of the in-
jury or the inflammation process. The chronic form is 
more frequent and malignancy developed slowly with 
average latency period of 36 years (10, 11). The inter-
val period from injury/scar to malignant transforma-
tion is typically from 25 to 40 years (10). In studies 
from western countries malignant transformation in 
men are observed three times more frequently than 
in women (11).

Marjolin’s ulcers presents histopathologically in 
75% to 96% of cases as squamous cell carcinoma 
(12). Rarely described malignancies in Marjolin’s ul-
cers are basal cell carcinoma, melanoma, adenocar-
cinoma, liposarcoma, fibrosarcoma and osteogenic 
sarcoma (3).

Figure 2. The chronic wound on the right tight had diameter 
20 centimeters and in the central part of chronic wound was 
located Marjolin’s ulcer diameter 11 centimeters.
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