Letters to Editor

Intracranial extension of Marjolin’s ulcer of the scalp with a

latency of 3 years

Sir,

Squamous cell carcinoma (SCC) of Marjolin’s ulcer,
originating mostly in chronic scars and wounds of diverse
origin, is locally and systemically more aggressive than
other forms of SCC.!"" Direct intracranial invasion is
rarely reported in literature!? with average latency of
31 years.’! We herein present a case of Marjolin’s ulcer of
the scalp in a 15-year-old male with intracranial extension
in a latency of 3 years.

A 15-year-old male child, scald injury to scalp while
1 month old, presented to us with the complaints of
throbbing headache, occasional vomiting, and two episodes
of convulsions in last 3 months, and a slowly progressive
painful, tense, tender, soft-tissue lump over the vertex for
last 3 years [Figure 1a]. He had undergone debridement of
ulcer with tissue expander, and series of local transposition
flaps. Scrap cytology of the lump was suggestive of SCC
of Marjolin’s origin. Contrast enhanced computerized
tomography revealed intracranial extension of extracranial
soft-tissue mass with a filling defect in superior sagittal
sinus (SSS) [Figure 1b]. Magnetic resonance imaging (MRI)
revealed, contrast enhancing soft-tissue mass invading brain
parenchyma intraaxially, and extraaxially [Figure 1c].
Magnetic resonance venogram (MRV) revealed thinned
out SSS with collaterals [Figure 1d].

He underwent wide surgical excision with 2 cm tumor
free margins at the skin, bone, dura, SSS, and partly the
falx with scalp reconstruction by bipedicled rotational
flap, and donor site split-thickness skin graft [Figure 2a].
Histopathology confirmed, an invasive moderately
differentiated SCC without any vascular or perineural
invasion [Figure 2b]. Post-operatively, his wound was
healthy [Figure 2c] with near total tumor clearance on
contrast MRI of the brain [Figure 2d].

Direct intracranial invasion occurs commonly through
intraosseous, intradural spread, and rarely the involvement
of SSSI*7 with dura being the strong physiological barrier
to prevent the deep local invasion.! Marjolin’s ulcers occur
at any age with male:female ratio 3:1.1®! The average age
of onset is 58 years!”! with 18 years of age as the youngest
case and 84 years!!”! the oldest. The time lag varies from
4 weeks!'! to 68 years!'!! with 31 years as the median.”! The
exact incidence and reasons of malignant transformation
are unknown.® Risk factors include continuous itritation,
healing by secondary intention, non-healing secondary to
sepsis, fragile and easily traumatized tissue, ulcerated scars
with obliterated lymphatics, and poor local and systemic
immune resistance.”!” Identification of risk factors and a
high index of suspicion is the key to early diagnosis.'"!
Clinically, a change in sensation or appearance of the ulcer
mandates histological assessment. With central nervous

Figure 1: (a) Preoperative photograph of tense, boggy soft-tissue swelling
occupying vertex of the scalp; (b) Contrast enhanced computerized
tomography of brain revealing intracranial extension of soft-tissue scalp
swelling with a filling defect in superior sagittal sinus (SSS); (c) Magnetic
resonance imaging of brain revealing contrast enhancing soft-tissue mass
invading brain parenchyma intraaxially, and extraaxially; (d) Magnetic
resonance venogram showing thinned out SSS with collaterals
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Figure 2: (a) Intraoperative photograph after wide local excision of cranial bone,
dura, part of falx cerebri with thrombosed superior sagittal sinus (thick black
arrow pointing), and involved brain parenchyma; (b) Histopathological
features suggestive of moderately differentiated squamous cell carcinoma
without vascular and perineural invasion; (c) Post-operative photograph of
healthy scalp wound; (d) Post-operative magnetic resonance imaging revealed
near total tumour clearance with post-op changes
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system involvement, common findings are headache,
papilledema, and vomiting secondary to raised intracranial
pressure.[©!

Early, aggressive, and appropriate surgical management
offers good outcome.*3! Treatment modalities include
surgical excision,® radiotherapy and chemotherapy?*!*!
of which mainstay of treatment is wide local excision
with a 2 cm tumor free margin at skin, bone, dura, and
other involved structures.?$*4 Radiotherapy and/or
chemotherapy have varied response rates.’! Recurrence
ranges between 20-50%.57

Prognostic factors include histopathological
features (degree of differentiation, thickness, depth of
invasion, and perineural involvement), etiology, latency
period, immune status of the patients, and the local
extension.®® Perineural invasion has a poor outcome.®!
No perineural invasion in our case seems to have a better
outcome in the long run.

This report mandates early diagnosis, and aggressive,
but early surgery to regain the best possible functional
outcome for such a locally aggressive skin tumor of the
scalp. MRI with MRV is a must before surgery. Wide
surgical excision is the primary treatment, radiotherapy
having an adjunctive role that has to be backed by careful
oncological surveillance.
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