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Case for diagnosis
Caso para diagnóstico
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WHAT IS YOUR DIAGNOSIS?

CASE REPORT
A 29-year old black male manual worker, born

in the state of Bahia and currently living in São Vicente
in the state of São Paulo, presented with an ulcer that
had a granular base and elevated borders.  The lesion
had been present for a year and was located on the
patient’s right leg on top of a scar resulting from a
burn he had suffered 16 years ago.  Three months pre-
viously, the patient had developed inguinal adenopa-
thy on the same side following the appearance of a
tumoral mass on his thigh, which was submitted to
surgical drainage (Figure 1B).

Direct mycological examination, direct
microscopy, culture of secretion, and serology were
negative.  Biopsy of the leg ulcer revealed a moderate-
ly pleomorphic squamous cell neoplasm (Figures 2A
and 2B), whereas in the thigh, there was an atypical
squamous cell lesion, pseudoepitheliomatous hyper-
plasia and lymphoplasmacytic reaction. The speci-
mens were negative for infectious agents (Figure 2C).
Diagnostic histopathology: a well-differentiated squa-
mous cell carcinoma on the right leg, with a metastat-
ic lesion on the ipsilateral thigh.  Computed tomogra-

FIGURE 1: A. Clinical appearance of the ulcer on the patient’s right
leg. B. Tumor on the right thigh, with overlying adenopathy

FIGURE 2: A. Squamous cells with moderate nuclear pleomorphism and an infiltrative appearance (hematoxylin-eosin, magnification 40x).
B. Keratin pearls (hematoxylin-eosin, magnification 100x).  C. Pseudoepitheliomatous hyperplasia and lymphoplasmacytic reaction
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phy of the abdomen showed enlarged paraaortic
lymph nodes, suggesting lymphatic dissemination.
Treatment was initiated with chemotherapy and radio-
therapy to prepare for later surgical intervention.
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DISCUSSION
Da Costa coined the term Marjolin’s ulcer in 1903 to

describe a malignant transformation developing on injured
skin.  This denomination derives from the fact that in 18281

Jean Nicolas Marjolin, a French surgeon, described the
occurrence of chronic ulcers developing over skin scars
from previous burns. 1-4  According to the literature, 2.5% of
malignant skin neoplasias develop on a previous burn
wound; however, this figure may be as high as 9%. 3

Marjolin’s ulcers usually develop on old burn
wounds. 2,5,6 Nevertheless, there have been reports of the
lesion in stasis ulcers,7 cutaneous lupus, 1 osteomyelitis fis-
tula, 1,5,6 syphilitic lesions, dermatitis artefacta and congeni-
tal epidermolysis bullosa. 4

The condition occurs in adults, with no preference
for age or race. 3 On the other hand, although the inciden-
ce of burns is higher in women, the occurrence of associa-
ted carcinomas is more common in men. 3,9

Squamous cell carcinoma is the most common type
of malignancy, occurring in 75-96% of cases,2,3 and it tends to
be more aggressive compared to carcinomas that are unas-
sociated with skin scars. 5,6,9  Marjolin’s ulcer is one of the ten
most common clinical subtypes of this form of cancer. 10

Cases have also been reported of basal cell carcinomas (1-
25% of cases) and, less commonly, melanomas and sarcomas. 2,3

Factors possibly associated with Marjolin’s ulcer are
genetic predisposition and humoral factors, alterations in
local epithelial cells, defective vascularization and scar trac-
tion.  There is a consensus on the importance of repeat trau-
ma to the scar. 2,3,5,9  Inappropriate treatment may also repre-
sent a critical factor.  The interval between the initial skin
aggression and the appearance of the neoplasia varies from

31 to 42 years.  Nevertheless, cases have been reported in
which the lesion developed within three months of the ini-
tial trauma and others in which onset occurred only after 70
years. 6,8

The principal initial symptoms include local pain
(74%), a fetid secretion (68%) and bleeding or hemorrhage
(58%). 6 The lesions are most often located on the limbs
(70-88%), 3,9 although there have been reports of neoplasia
in the neck, trunk and scalp. 3 In general, the lesions con-
sist of flat ulcers, with a granular base, thick or elevated bor-
ders and a hardened base, 2,3 or tumors. 

Once diagnosis is made of a squamous cell carcino-
ma, ample excision of the lesion is performed so as to ensu-
re better prognosis. 2,3 Recurrence of the lesion between 6
and 11 months after surgery (at a mean of 8.8 months) has
been reported by some authors.  According to the literature,
the incidence of metastases at the time of diagnosis is 32%.
6 However, it is controversial whether prophylactic regional
lymph node resection and radiotherapy are indicated. 3,5

The case reported here illustrates the potential
aggressiveness of the lesion.  The principal differential diag-
noses for the lesion on the patient’s thigh associated with
adenopathy consisted of venereal lymphogranuloma, soft
chancre and syphilis.  Differential diagnoses for the leg ulcer
consisted of tuberculosis and paracoccidioidomycosis.  

Therefore, since prognosis is poorer when a squa-
mous cell carcinoma is associated with Marjolin’s ulcer,
ample excision should be performed at an early stage, and
follow-up for recurrences and metastases should be rigo-
rous to ensure the best prognosis. 2,9 �
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