
Introduction

arjolin's ulcers are epidermoid Mcarc inomas (squamous ce l l  

carcinomas) developing in non-healing 
1scar tissue.  Clinical studies of Marjolin's 

ulcers have been done in the United 
2 3Kingdom,  Korea,  and United States of 

4America  over a decade ago.

Regional differences in epidemiology 
2are recognised.

The leading aetiology of the ulcer 

world-wide is a post-burn wound.

Case Report
33 year old male labourer presented with right 

knee popliteal aspect  ulcer at the previous burn scar 

of 10 years duration (Fig. 1). On clinical examination

Fig. 1: leg ulceration over Right Knee Popliteal aspect

ulcer was 3cm x 2cm size, reddish with bleeds on 

touch. Bilateral Inguinal lymph nodes were palpable. 

Wedge biopsy taken from the ulcer for histopathology 

examination and which was reported as Moderately 

Differentiated Squamous cell carcinoma (Fig. 2).                   

Fig. 2: Appearance on histology 

a) Cell nests ( squamous cell carcinoma)

b) Individual keratinisation ( squamous cell 

carcinoma)    

Discussion

The association between thermal burn 

scars and neoplasia was initially 
6recognised by Celsus in AD 100.  Tumours 

occurring in burn scars of long duration 

were reported by J.N. Marjolin in 1828, but 

it was Dupuytren who noted it was a 
7malignancy.  Da Costa in 1903 first coined 

the term "Marjolin's ulcer", applying it to 
8tumours arising in simple leg ulcers.  The 

term Marjolin's ulcer may be applied to 

any cutaneous carcinoma arising in a 

cicatrix. Marjolin's ulcers lesion 

represents up to 30% of all primary skin 
5cancers seen in our environment.
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Predisposing lesion

The most frequent predisposing lesion is a 
3,12post burn wound.  The cause is 

frequently flame burns, but electrical 

burns, other thermal burns, leg 

u l c e ra t i on ,  ch ron i c  s inuses  o f  

osteomyelitis, pressure sores, discoid 

lupus erythematosus and post traumatic 
3,4,5,13,14have been reported.  They have also 

been documented in the genitalia as a 
15complication of Fournier's gangrene.  

Sites of predilection

Marjolin's ulcers are most commonly 

found in the lower limbs. Occasionally 

they occur around the upper limbs, head 
4,5,12,16region and the trunk in that order.   

When they occur in post burn 

contractures they are often around the 

region of maximum tension which 

undergoes repeated breakdown such as 

the popliteal fossa and cubital fossa.

 Epidemiology

Even though chronic leg ulcers are 

more common in females, in all geographic 

locations Marjolin's ulcers are more 
3,5,8,9common in males.  As in other 

3,4,12locations  the lower limb is the 
5,16commonest site in Nigeria.  The mean 

ages in previous studies have been 50 
3 9 4years,  58 years,  and 59 years.  Current 

1,10findings in Africa   suggest the mean age 

is lowering. Marjolin's ulcer appears to be 

affecting younger patients over the years. 

It also appears the transition time for 

developing malignancy in scar is getting 

shorter.  

The transition time is quite variable 

depending on the study reviewed, and has 
3 6varied from three months  to 63 years.   

Inappropriate treatments of ulcers 

with irritants can only shorten the 

transition time. The practice of native 

medication for many leg ulcers may 

worsen the outcome in our environment. 

Many of the patients come when the lesion 

is florid and incurable. 

Aetiology

The aetiology is not quite clear, but is 

believed to be multifactorial. Chronic 

irritation and the induction of a constantly 

proliferating epidermal unit following slow 

healing and scar instability have been 
6blamed.  Another factor is reduced 

vascularity and depigmentation in scars. 

The relatively avascular scar tissue may 

then act as an immunologically privileged 

site that allows the tumour to resist the 

body's usual defenses against foreign 
3cells.  Marjolin's ulcer appears quite 

aggressive in patients with human 
5immunodeficiency virus.  

The role of ultraviolet rays in the 

aetiology of squamous cell cancer is 

established. The principal cause of sun 

damage is ultraviolet irradiation at 

wavelengths between 320 nm and 290 nm 

(UVB). Upon histologic examination of 

sun-damaged skin, dyskeratotic and 

vacuolated keratinocytes known as 

sunburn cells are seen. There is also a 

reduction in the number of Langerhans 

cells and a general immunosuppressive 
6effect.

Alterations in the p53 tumour 

suppressor gene play a role in the 

aetiology. 

 Development of squamous cell 

carcinoma in Marjolin ulcer bears striking 
4similarity to Huriez syndrome.  This rare 
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autosomal dominant genodermatosis is 

associated with up to 13% risk of 
3developing cutaneous malignancies.   

I m m u n o h i s t o c h e m i c a l  a n d  

ultrastructural studies of involved skin in 

this syndrome reveal marked reduction in, 

and occasionally absence of Langerhans 
3cells.  It has been noted earlier that 

sunburns lead to a reduction in the 

Langerhans cell population of affected 
6skin.

Presentation 

They commonly present as non healing 

ulcers in a post burn or other post 

traumatic wounds. It has been postulated 

the latent period is inversely proportional 
2to the age the scar occurred.   A history of a 

non healing ulcer of up to three month's 

duration should alert the clinician, as well 

as wounds with a history of instability, and 

full thickness burn wound with bone at the 

base and little or no soft tissue 

intervening. 

Two clinical types of Marjolin's ulcer 
17are present: 

1. the flat, indurated, infiltrative, 

ulcerative carcinoma, and

2. the exophytic papillary form which is 

infrequent and generally less severe. 

The well-differentiated exophytic 

lesions have a better prognosis than 

poorly differentiated, ulcerated and 

infiltrating forms. 

Marjolin's ulcers are often described as 

being painless. It has been noted that 

unprovoked bleeding, offensive discharge 

and increasing pain are sometimes 

associated with the ulcer; either alone or in 
2combination from the tumour.  

Adenopathy may also be present, 

either following infection of the ulcer or 

lymph node metastasis. 

Metastasis 

 Squamous cell carcinoma resulting 

from Marjolin's ulcer has a greater 

tendency to metastasise than squamous 

cell carcinoma arising from sun damaged 
17skin once it breaks free of the scar.  The 

rate of metastasis is greater (up to 60%) 

where the predisposing lesion is a 

pressure ulcer, than if it arose in a post 
7burn wound (up to 34%).  Although 

regional lymph nodes are the most 

frequent sites of metastasis, liver, lung, 

brain, kidney and other distant 
17metastases also occur.

Diagnosis  

Even though the histologic type is 

mostly squamous cell carcinoma; 

o c c a s i o n a l l y  o t h e r  e p i d e r m o i d  

malignancies have been reported. In order 

of decreasing frequency they include basal 
5,6cell carcinoma, malignant melanoma   as 

well as baso-squamous carcinoma. Non-

epidermoid malignancies reported from 

burn scars include fibrosarcoma and 
6adenocarcinoma,  liposarcoma, and 

osteogenic sarcoma. On histology 

individual keratinisation of mitotic cells, 

or cell nests are seen.

Treatment 

There is as yet no consensus on the 
17protocol of managing Marjolin's ulcers.  

The task can be quite difficult as the 
4,13tumour is typically aggressive.  Early 

recognition offers the best chance for cure 

and wide local excision alone in early 
4lesions may be curative,  since at this 

stage it is confined to the scar. A margin of 
153-5 cm is advocated for R0 clearance.  
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Once the sentinel node biopsy is positive 

the lesion is late. 

In late lesions multimodal therapy 

combining surgery, chemotherapy and 
17radiotherapy is advocated.  This may be 

in the form of adjuvant or neo adjuvant 
15therapy.  Chemotherapeutic agents in 

use include 5-Fluorouracil, Methotrexate, 
5,15,17Bleomycin and Cisplatinum.  

Recently gene therapy has shown 

some promise. Delivery of wild-type p53 to 

a radiation-resistant squamous cell 

carcinoma of the head and neck cell line 

was able to reverse the radiation resistant 

phenotype of these cells in vitro.

Prevention 

The main stay of prevention is 

adequate treatment of scars, particularly 

those prone to trauma and instability. 

Often excision and skin grafting is the 

mainstay of treatment for contracting 

s c a r s  b u t  c a s e s  o f  m a l i g n a n t  

transformation in wounds previously 

excised and grafted are reported in 
3literature.  

Conclusion

Marjolin's ulcers are aggressive 

tumours occurring in scars. Health 

education is needed to discourage patients 

with cutaneous ulcers from presenting to 

traditional healers and chemists. 

Education is needed as well to prevent late 

presentation. Early adequate treatment of 

all ulcers and scars will certainly reduce 

the incidence of Marjolin's ulcer. This 

includes early excision of full thickness 

burn injury and skin cover; excision of 

scars, and flap cover of released 

contractures across mobile joints. 

Aggressive treatment and close follow-up 

are urgently needed to improve outcomes 

in our environment.
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Extended duration dual antiplatelet therapy and mortality: a systematic review 

and meta-analysis

Treatment with aspirin and a P2Y12 inhibitor is commonly used in patients with cardiovascular 
disorders. The overall effect of such treatment on all-cause mortality is unknown. In the Dual 
Antiplatelet Therapy (DAPT) Study, continuation of dual antiplatelet therapy beyond 12 months after 
coronary stenting was associated with an unexpected increase in non-cardiovascular death. In view 
of the potential public health importance of these findings, we aimed to assess the effect of extended 
duration dual antiplatelet therapy on mortality by doing a meta-analysis of all randomised, 
controlled trials of treatment duration in various cardiovascular disorders.

Extended duration dual antiplatelet therapy was not associated with a difference in the risk of all-
cause, cardiovascular, or non-cardiovascular death compared with aspirin alone or short duration 
dual antiplatelt therapy.

Sammy Elmariah, Laura Mauri Gheorghe Doros, The Lancet, 2015, Vol 385, 792

Aplastic Anaemia

It is believed that the incidence of Aplastic anaemia is around 2-3/million population from studies in 
the Western world. 

The exact cause of haematopoietic failure in Aplastic anaemia in the individual patient remains 
obscure and we are still left with the dilemma of whether it is a problem with the seed (the 
haematopoietic stem cell) or the soil (the microenvironment).

Once a diagnosis has been established the following treatment options are available today:

• Haematopoietic stem cell transplantation

• Therapy with Anti-lymphocyte (ALG) and Anti-thymocyte (ATG) immunoglobulin

• Cyclosproine

• Androgens and Danazol

Mammen Chandy, JAPI (Suppl.), 2015, 5-6
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