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Abstract: Marjolin's ulcer is a malignant transformation of a long standing scar tissue into squamous cell carcinoma 
that can often be aggressive if not dealt with early. We are dealing with a 34 year old patient who presented with 
Marjolin's ulcer with metastasis to the peritoneal cavity.  
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Introduction 

Marjolin's ulcer is a malignant transformation of 
a chronic ulcer usually of a burn scar first described 
by Jean-Nicholas Marjolin in 1828.Over 90% of 
malignancies are of aggressive squamous cell 
carcinomas. To my knowledge this is the first report 
in the literature of Marjolin's ulcer metastasizing to 
the peritoneal cavity. 
 
Case Report 

34 year old male presented to the ER 
department with abdominal pain, distension and 
vomiting secondary to small bowel obstruction. 

   He presented 5 months prior to the above 
episode with a non healing ulcer over the left 
popliteal fossa where he had a burn scar at the age of 
4 years old. Biopsy of the ulcer confirmed squamous 
cell carcinoma for which he underwent excision and 
full thickness skin grafting. The histopathology of the 
specimen confirmed a well differentiated squamous 
cell carcinoma with free margins. 

CT scan of the abdomen was carried out which 
showed free abdominal fluid with dilated proximal 
small bowel and collapsed distal ileal loops with 
thickened wall (figure1). 

The decision to perform a laparatomy was 
taken. At laparatomy there were multiple deposits 
involving the peritoneum, small bowel and 
omentum(Figure 2), with multiple small  perforations 
in the small bowel. The loop where these perforations 
were, was resected and primary anastomosis was 
carried out. Biopsies from the omentum, peritoneum, 
small bowel mesentery and small bowel serosa were 
taken. The histopathology showed metastatic 
squamous cell carcinoma involving the omentum and 
predominantly the serosal surface of the small bowel.  

 
Figure 1: CT Abdomen showing small bowel 
thickening suggesting tumor invasion. 

 
Figure 2: Picture showing thickened Greater 
Omentum due to metastasis.  
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Figure 3:Image showing invasion of serosal layer of 
the small bowel by tumor cells 
 
Discussion 

Marjolin's ulcer is a rare but aggressive disease 
occurring years post a burn scar, but has been known 
in very rare cases to have occurred over chronic skin 
diseases such as hydradenitis and pilonidal sinus 
amongst other conditions. Commonest mode of 
metastasis is locally and through lymphatics.  

It was first described in 1928 by Jean Nicholas 
Marjolin. Marjolin's ulcer make up 1.2% of all skin 
cancers (1,2). It has 1-2% incidence in all burn scars 
but can also develop from traumatized and scared 
tissue of other etiologies as stated above. 

The mechanism of malignant transformation of 
Marjolin's ulcer remains unclear and controversial 
(3,4). The latency period from time of injury to onset 
of malignant transformation averages 36 years(5). In 
my patient it was almost 30 years since his initial 
burn. Having said that it is also known to arise earlier 
(6). Although the average age of diagnosis is usually 
the fifth decade, my patient was in his 3rd. It is 3 
times commoner in males than in females (6). Most 
lesions occur on the extremities(60%) , with ulcers on 
the head and face occurring less frequently(30%) and 
lowest frequency in the trunk(10%)(7). 

The diagnosis in this case was made early and 
treatment plan initiated but due to the disease's 
aggressiveness the survival of the patient was not 
possible. In usual circumstances early diagnosis and 
treatment is the goal standard for increased survival 
ratio(8). Most Marjolin's ulcers 75%-96%(9) present 
as squamous cell carcinoma. Other neoplasms have 
also been reported and these include basal cell 
carcinoma, melanoma, osteogenic sarcoma, 
fibrosarcoma and liposarcoma(10). 

The recognition of malignant transformation can 
be confused with infection, but changes such as 
appearance of flat non-healing ulcers enlarging in 

circumference with elevated and indurated borders, 
foul smelling, painful with exudates and bloody 
drainage suggest malignant transformation(11,12). 

Macroscopically, Marjolin's ulcer has been 
reported to exist in two forms which are 
prognostically important,(a) exophytic and 
(b)infilterative. The former is less likely to 
metastasize and leads a benign course while the later 
is more aggressive (13).  

Marjolin's ulcers have been reported to have an 
aggressive course and a much greater tendency to 
metastasize than other types of skin cancer, which 
makes early diagnosis a must. Metastasis to the brain, 
liver, lung, kidney and distant lymph nodes has been 
commonly reported (14,15,16,17). In my case it was 
found to metastasize to the peritoneal cavity,  which 
to my knowledge has not been reported before. 

The treatment of Marjolin’s ulcers requires a 
multidisciplinary approach. Treatment modalities 
include wide local excision, block dissection of 
regional lymph nodes, amputation in advanced 
lesions of limbs, radiotherapy and chemotherapy 
given as neo or adjuvant therapy(17). In my patient 
excision with a surgical margin plus primary skin 
graft was carried out but no lymph node dissection 
was necessary since non were felt.  

Recurrence and fatality rates are higher due to 
the aggressive nature of this tumour (18&19). This 
was evident in my patient who within a very short 
period after his presentation with Marjolin's ulcer 
presented with peritoneal cavity metastasis that 
resulted in small bowel perforation. 
 
Conclusion 

Although metastasis from Marjolin's ulcer to the 
peritoneal cavity is rare, it should be considered in 
patients with previous history of the disease 
presenting with abdominal symptoms. Unfortunately 
the survival is poor due to the aggressive nature of 
the disease. 
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