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Abstract

A rare case of malignant degeneration of a burn scar into a squamous cell carcinoma of the left leg is presented. The patient
had a burn 48 years back with development of malignancy and presented with an infected exophytic lesion on the medial aspect
of the leg with inguinal lymphadenopathy. Wide local excision with inguinal node dissection was done. No recurrence was noted
in follow-up after four years.

INTRODUCTION

Malignancy arising in a chronic burn scar is simply referred
to as Marjolin's ulcer. Approximately 2% of burn scars
undergo malignant transformation. A malignant neoplasm
commonly appears in burn scars in the lower and upper
extremities, the presternal region, the scalp region or other
parts of the body. 1 Most lesions of Marjolin's ulcer occur on

the extremities (60%), with ulcers on the head and face
occurring less frequently (30%) and the lowest frequency
(10%) on the trunk. 2 An unstable burn scar on the lower

extremity has an ever present malignant potential. 3 Most

Marjolin's ulcers arise in full-thickness burns. Sites that
remain ungrafted or where grafts have failed are more
vulnerable for developing malignancy. These grafts often
develop chronic and recurrent ulcerations before undergoing
malignant transformation. Slow initial healing and scar
instability result in recurrent ulceration and, in the end,
neoplastic changes. 4 Surgical excision is the recommended

modality of treatment.

CASE REPORT

A 61-year-old female presented with an exophphytic mass
on the right aspect of the left leg of one year duration. It was
progressive in size, and there was associated mild pain. Knee
movements were normal. He had suffered a burn 48 years
ago by accidental contact with a burning log of wood.
General and systemic examination was normal. Local
examination showed a tender, mobile swelling with
dimensions of 6×5×2cm and with stigmata of an adjacent
post-burn scar as in figure 1.

Figure 1

Figure 1: showing a growth arising from a previous burn
scar of the leg

The mass had a raised border with purulent exudates on the
floor and foul odour. There was significant inguinal
lymphadenopathy of 2-2.5cm. A biospy of the mass was
taken showing a necrotic mass and few whorls suggestive of
squamous cell carcinoma. Fine-needle aspiration of inguinal
nodes was inconclusive. X-ray of the knee showed a soft-
tissue mass. Control of the infection of the mass with
antibiotics was done. Wide local excision with 2cm normal
margin and grafting was done (figure 2).
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Figure 2

Figure 2: showing the graft placed at the wound site

Inguinal node dissection was done. Histopathology was
consistent with that of squamous cell carcinoma. Regional
nodes showed reactive hyperplasia. The patient is regularly
attending our follow-up clinics with no recurrence.

DISCUSSION

Long-standing burn scars are notorious for malignant
degeneration. Burn scar carcinoma has a propensity for the
extremities, specifically to flexion creases of the extremities,
where blood supply is decreased and vulnerability to trauma
is increased. 5 Burn scar carcinoma is seen more commonly

in males. 6 The usual average time for appearance of

squamous cell carcinoma is 35 years (and the latency period
is inversely proportional to the age of the patient at the time
of injury. 7 However, there are some reports of Marjolin's

ulcer arising as early as after 18 months to 3 years 8,9,10 ,

though latencies of over 50 years have been reported. The
tumor starts at the ulcer margin and grows slowly. Only a
portion of the ulcer becomes malignant, thus false negative
reports on biopsy are not uncommon. Localized pain may
accompany malignant transformation. 11 The commonest

histological type of burn scar carcinoma is squamous cell
carcinoma. Rarely, basal cell carcinoma, melanoma,
malignant fibrous histiocytoma and sarcoma have also been
reported to occur. 2,13,14,15 Basal cell carcinoma is believed to

occur when the bum is more superficial and the hair follicles
and sebaceous glands are intact. A role of depressed
immunity has been suggested in the development of
carcinoma in burn scars. 16 It is speculated that a

carcinogenic toxin produced from the burned tissue or the
cicatricial tissue prevents the immunological mechanisms
from checking the new tumor formation and may
subsequently lead to tumor development. 17,18,19 Burn scar-

related squamous cell carcinoma and conventional squamous
cell carcinoma differ at the molecular level. 20 Fas gene

mutations might be involved in the pathogenesis of burn
scar-related squamous cell carcinomas. Wide excision
(surgical margin of at least 2 cm), together with skin grafting
primarily or primarily delayed, is usually considered
appropriate in the treatment of Marjolin's ulcer. 21

Amputation is reserved for lesions involving joint spaces or
invading the bones of the limbs or for deep extensive local
invasion. Where bone is involved, or on the foot, skin flaps
should be used. Regional lymph node dissection is indicated
whenever nodes are palpable. 22,23 In contrast to most other

tumors of squamous cell carcinoma , Marjolin's ulcer has an
aggressive natural course and has a poor survival rate. Long-
term follow-up is recommended in all cases of Marjolin's
ulcer. Most series indicate that the incidence of recurrence is
in the range of 20% to 50%. The metastatic rate is 34% with
overall 5-year survival rates of less than 10%. 24,25

CONCLUSION

This case report emphasizes the long-term follow-up in
patients with large post-burn scars to look for any formation
of malignancy. Superadded infection of these lesions usually
makes the patient seek medical advice. Wide local excision
is the recommended modality.
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