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Marjolin’s ulcer is an aggressive ulcerating malignancy that arises in a chronic wound and 
most often takes the form of squamous cell carcinoma (SCC). It often occurs in old burn 
scars, but it may also develop in post-traumatic lesions or chronic wounds. The prognosis is 
often poor as a result of delayed diagnosis. Presently described are cases in which chronic 
hidradenitis suppurativa and pilonidal sinus developed into SCC.
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INTRODUCTION

Cutaneous squamous cell carcinoma (SCC) is a malignant, 
invasive, and metastatic skin tumor originating from epi-
dermal keratinocyte cells, and constitutes approximately 
20% to 30% of malignant skin tumors.[1] A number of fac-
tors may play a role in the etiology of SCC. The most 
frequently seen are environmental carcinogens such as 
arsenic, ultraviolet light exposure, fair skin, DNA repair 

defects, human papilloma virus infection, immunosuppres-
sion, ionizing radiation exposure, and chronic ulcers.[2] Tu-
mors may develop in healthy skin, or they may originate 
from precursor lesions in cases of Bowen’s disease, actinic 
cheilitis, Marjolin’s ulcer, leukoplakia, and diseases.[3] Ulcer-
ative lesions in chronic scar tissue were first described by 
Jean Nicholas Marjolin in 1828, and malignant degenera-
tion was demonstrated by Daccosta in 1903.[4] Marjolin’s 
ulcer is a rare lesion frequently originating from aggressive, 
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chronic wounds and old scars that then become cancerous 
growths.[5] Cases of Marjolin’s ulcer have been reported 
most often in chronic burns (76%), and less frequently 
(2%), venous ulcers (6.3%), and traumatic injuries (8.1%).
[6] The formation typically occurs slowly, but the pathogen-
esis is not fully understood.[7] Therefore, it is important to 
monitor chronic wounds carefully and diagnostic biopsies 
should be performed if there is any suspicion.

CASE REPORT

Case 1– A 54-year-old male patient presented at an out-
patient clinic to inquire about an area of scarring with 
an occasional malodorous discharge located in the sacral 
region that had been present for approximately 30 years. 
The patient did not have any additional illnesses; how-
ever, his history did include 35 pack-years of smoking. 
The clinical findings were determined to be compatible 
with hidradenitis suppurativa and medical treatment was 
planned. A malignant transformation was suspected and 
a biopsy was performed. The reported result was hyper-
keratosis. The patient was reassessed a year later upon 
worsening of his complaints of discharge and wound 
dehiscence, and the result of an incisional biopsy was a 
preliminary diagnosis of SCC and verrucous carcinoma. 
Magnetic resonance imaging and ultrasound results of the 
sacrum and regional lymph nodes did not suggest metas-
tasis. A broad area was excised and the material was 
evaluated by pathologists using frozen section analysis. 
The result confirmed the diagnosis of SCC. The wound 
site was repaired with a partial thickness skin graft. No 
evidence of a recurrent lesion was detected during a year 
of follow-up.

Case 2– A 52-year-old male patient presented at the 
general surgery clinic with painful and swollen lesions in 
the gluteal region. The clinical findings were consistent 
with pilonidal sinus and medical treatment was initiated; 
however, an optimal response was not obtained. Surgery 
was performed, and the pathology report for the excised 
material indicated the presence of pilonidal sinus. Follow-
up for the wound and tissue defect was performed at the 
polyclinic, and following periodic episodes of exacerba-
tion over the course of a year, a diagnostic biopsy was 
planned. Debridement was performed and the pathology 
report of the material indicated a preliminary diagnosis 
of well-differentiated SCC in the fistula tract. Advanced 
imaging techniques were used during the follow-up pe-
riod, and subsequently, extensive excision and recon-
struction were planned. The pathology report of the 
specimen obtained during surgery indicated a finding of 
well-differentiated SCC that had developed in a pilonidal 
cyst. Reconstruction was performed using a local flap. 
No evidence of a recurrent lesion was detected during 2 
years of follow-up.

DISCUSSION

Marjolin’s ulcer frequently develops in burn wounds, but 
it can also originate in chronic lesions such as pressure 
sores, venous ulcers, or perianal sites of chronic inflamma-
tion or hydronephrosis suppurativa that heal with a scar. 
The most important clinical signs that may suggest the 
development of Marjolin’s ulcer are rolled wound edges, 
irregular borders, skin infiltration, and increased pain at 
the site. Most commonly, it will become well differentiated 
SCC, but it can also develop into other malignant lesions, 
such as BCC and sarcomas.[8] The average length of time 
for malignant transformation is 28.7 years.[9] Clinical sus-
picion of Marjolin’s ulcer in the presence of risk factors is 
very important for early diagnosis.

In cases of small, noninvasive, well-differentiated tumors, 
surgical excision and grafting are sufficient. In moderately 
or poorly differentiated lesions or well- differentiated 
large and invasive ulcers, broad surgical excision is recom-
mended, and if it is localized on an extremity, amputation 
may be required.[10] Since SCC is the most common lesion 
to develop after Marjolin’s ulcer, the lymph nodes and dis-
tant organs should be assessed for metastasis. 

The metastasis rate is approximately 15% and most com-
monly occurs in the regional lymph nodes. Distant organ 
metastasis may also occur in the lungs, brain, or spleen. 
In cases of lymph node or visceral metastasis, the survival 
rate drops to 35% to 50%.[11] Postoperative oncological 
treatment may be necessary. The prognosis of Marjolin’s 
ulcers varies depending on local spread, location, histo-
logical type of the ulcer, immune status of the patient, and 
most importantly, lymph node metastasis.[12] When SCC 
develops from Marjolin’s ulcer, the prognosis is poorer and 
the rate of metastasis increases.[13] The average 5-year sur-
vival rate is 30%.[14] For early prevention of this condition, 
diagnostic biopsies are recommended as part of wound 
care and repeated at frequent intervals and from multiple 
sites as necessary.[15]

CONCLUSION

As demonstrated in this study, awareness of the potential 
for malignant transformation in a wound over time is im-
portant, even though the wound may appear to be no more 
than a simple lesion. Marjolin’s ulcer is likely to develop into 
SCC, and the prognosis can be poor. Surgeons and prac-
titioners in other branches frequently encounter chronic 
wounds and must manage wound care and follow-up. Clini-
cians should maintain suspicion of a malignant formation in 
chronic wounds and work with plastic and reconstructive 
surgery specialists in order to achieve healthy outcomes.
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Marjolin ülseri (MU) yanık ve kronik yara zemininde gelişen, agresif seyreden ve skuamöz hücreli karsinom (SHK) dönüşümü gösteren ma-
lign cilt tümörüdür. Daha sıklıkla uzun dönem yanık zemininde görülmekle birlikte travma sonrası ya da kronik diğer yaralarda da karşımıza 
çıkmaktadır. Genellikle ön tanılarda düşünülmeyip tanısı geç konmakta ve bu yüzden prognozu kötü seyretmektedir. Bu çalışmada, iki olguda 
uzun dönem takip edilen hidradenitis suppurativa ve pilonidal sinüs lezyonlarının MU zemininde SHK’ya dönüşümü sunuldu.
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