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ABSTRACT

OBJECTIVE

Marjolin’s ulcers first reported by Celsius
more than 2000 years ago still have a poor
prognosis with poorly understood
evolution. Thought to be rare, it has been
reported to be commoner in sub-Saharan
Africaincluding southern Nigeria, with a
more aggressive natural history. Thus an
attempt is made to review the pattern of
presentation of marjolin’s ulcers, and
challenges of management in South
Eastern Nigeria as at the close of the last
millennium.

METHOD

Case records of patients managed for
marjolin’s ulcers at the National
Orthopaedic Hospital, Enugu, Nigeria
from January 1980 to December 1994 were
reviewed. The data obtained were
analyzed using descriptive statistics.

RESULTS

Seventy (70) patients were managed for
marjolin’s ulcers in the period under
review, constituting 27%of primary skin
cancers managed in that period. The
mean age of the patients was 44.9 years
with a male: female ratio of 2:1

Thirty seven (53%) arose from an active
chronic ulcer while 33(47%) originated
from previous scars with an average
interval of onset of 22.1yrs. The post-burn
scars had a shorter interval of onset of
11.6yrs, compared to 29.8 yrs for the non-
burn scars.
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The lower limbs were most commonly
involved (71%), while the trunk was least
tnvolved (3%). Squamous cell carcinoma
was the histologic type in 66 (95%)
patients.

Fifty two (74%) patients commenced
treatment with amputation being the
commonest form of treatment offered.
Follow up was poor as only 3% had follow
up for up to 5 years or until death.

CONCLUSION

This study has shown that about 50% of
Marjolin’s ulcers arose from unstable
scars and were therefore potentially
preventable. Improved access to
appropriate healthcare as captured in
the millennium development goals should
reduce the incidence and improve
outcome.
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INTRODUCTION

Although Celsius first recognized tumours
arising from scar tissue in the first century AD
it was Jean Nicholas Marjolin’s who first
described it in detail in 1828'. In current
usage, the term ’Marjolin’s ulcer’ refers to
carcinomas arising from chronically inflamed,
or scarred skin’. A number of theories on the
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evolution of Marjolin’s ulcer have been
proposed. These include the toxin theory,
chronic irritation theory, the co-carcinogen
initiation and promotion theory and the
immunologically privileged site theory,
amongst others’”. However none of these
theories on its own can fully explain all aspects
of the evolution of these cancers.

In spite of the slow growing nature of
Marjolin’s ulcers, they tend to be aggressive
with an increased tendency towards
development of invasive malignances™ "

Although Marjolin’s ulcers are generally
reported as being rare'’, with peak occurrence
in the 6" and 7" decades of life and an average
latency period of thirty years™ ™, in sub
Saharan Africa, these cancers are thought to
be commoner, affecting a younger age group,
and with a shorter latency period™. The aim of
this study was therefore to review the pattern
of marjolin’s ulcers managed in South-eastern
Nigeria over a 15-year period (1980-1994),
with a view to highlighting the demographic
features, the pattern of presentation, and
challenges of management as at the close of
the last millennium. This review is expected to
provide a basis for comparison with the
current trends in the pattern of this disease.

Patient and method

This was a retrospective study of the 70
patients managed for Marjolin’s ulcers at the
National Orthopaedic Hospital, Enugu, in
South-Eastern Nigeria from January 1980 to
December 1994.

Data on demographics, clinical features and
management outcome were collected from the
patients’ clinical records, and analyzed for
means, gender ratio, site of lesion, duration of
symptoms, aetiologic agents and management
outcome using descriptive statistics.

RESULTS

There were 191 cases of histologically
confirmed skin cancers in the period under
review, with 70 (27.3%) of these being
Marjolin’s ulcers.
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Of the 70 patients with Marjolin’s ulcers,
47(67%) were males and 23(33%) females with
amale: female ratio of 2:1.

Their ages ranged from 15 to 81 years with a
mean age of 44.9 years as shown in-Fig 1.
Forty (57%) occurred in non traumatic
ulcers/scars, 16 (23%) following non-burn
trauma and 14(20%) in burn scars.

Thirty seven (53%) cases arose from an active
chronic ulcer while 33(47%) arose from
previous scars with an average interval of
onset of 22.1yrs. The post-burn scars had a
shorter interval of onset of 11.6yrs, compared
t0 29.8 yrs for the non-burn scars.

The commonest region of the body involved
was the lower limbs in 50 (71%) patients, while
the trunk was the least area of the body
involved as shown in-Fig 2. Squamous cell
carcinoma was the histologic variant in 66
(95%) patients. Malignant melanoma in 2 (3%)
patients, and undifferentiated carcinoma in 2
(3%) patients.

Fifty two (74.%) patients had treatment, while
18(26%) did not commence treatment either
due to financial constraints or non acceptance
of the modality of treatment offered. The
commonest surgical treatment offered was
amputation as shown in-Tablel . Of those who
had treatment, 26 had no follow-up, 2 died and
24 had follow up for a variable period of time.
Only 3 patients had follow up for up to 5 yrs as
shown in-Table 2.

Table 1:
Treatment offered NO. of patients Percentage
AMPUTATIONS 30 42.9
Above knee 19
Below knee 10
Above elbow 1
EXCISION + SSG 20 28.6
EXCISION + FLAP 1 1.4
COVER
INTRALESIONAL 5FU 1 1.4
NO TREATMENT 18 25.7
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Table 2: Late presentation in a patient with Marjolin’s
T T— ulcer arising in a post burn scar Fig. 3
. of patients ercentage (%
DISCUSSION
FOLLOWUP U 462 Marjolin’s ulcers which are generally thought
DEATH 2 38 to be rare'’, have been reported to constitute
NO FOLLOW UP 2 50 1.2 to 2% of skin cancers'™ . In this study,
these cancers accounted for 36.6% of skin
25 cancers seen in the period of study. A higher
incidence of marjolin’s ulcers in developing
o countries has also been reported by other
15 4 authors™ *. This is so because chronic leg
ulcers as well as poorly managed thermal and
10 4 non-thermal traumas, which are the leading
5 risk factors for skin cancers in blacks™ *,are
not uncommon in our environment.
) - . . .
1-10yrs  31-40yrs  81-70yrs Most of our patients were in the 5" decade of
Mean age = 42.7years life as shown in-Figl, unlike findings in
Fig 1: Age distribution Industrialized countries where subjects in the
older age groups were mostly affected'™".
ad
45 Further more Marjolin’s ulcers have general
;g been reported to develop in the younger age
bt group amongst sub-Saharan patients®™. The
25 reason for this may simply be the relatively
0 \M‘ younger population of sub-Saharan Africa
;'g rather than a biologic factor.
g This study showed a male preponderance,

TR corroborating reports by other researchers™?”.

Several reasons ranging from possible genetic

factors, to environmental factors may be

responsible. However considering the fact that
Key: LL= lower limbs; UL=upper limbs; the preexisting pathologies such as chronic leg
- 4 ulcers and thermal and non thermal injuries
are often more commonly seen in males, the
male preponderance may not be unexpected.

Solar induced skin cancers commonly show
preponderance for head and neck
involvement™. Marjolin’s ulcers on the other
hand more commonly involve the lower limbs
# % as was seen in this study. This probably
highlights the role of chronic irritation over
and above actinic factors in the development of
marjolin’s ulcers. Treves and Pack’in support
of Virchow’s theory of chronic irritation® had
suggested that frequent attempts by the
marginal epithelium at regeneration and
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