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Figure 1: Patient presenting with a mandibular swelling

Giant anterior ameloblastoma managed by 
wide excision mandibulectomy with intraoral 
primary mucosal closure and skin defect 
coverage by deltopectoral flap
DOI: 10.4103/2278-330X.136815
Dear Editor,
Odontogenic tumors comprise a complex group of lesions 
of diverse histopathological types and clinical behavior. Of 
all swellings of the oral cavity, 9% are odontogenic tumors 
and within this group, ameloblastoma accounts for 1% of 
lesions.[2] We report a case of giant anterior acanthotic variety 
of ameloblastoma in a 38-year-old male managed by surgery.
A 38-year-old patient came with the complain of gradually 
progressive painless swelling on lower jaw for 12 years 
[Figure 1]. There were skin ulcerations present over the 
swelling on the inferior aspect. A computed tomography (CT) 
scan with three-dimensional (3D) reconstruction was done, 
which showed multicystic expanding lesion 13 × 13 × 12 cm 
in size involving both the horizontal rami and central arch of 
mandible, with a typical “soap bubble” presentation. A trucut 
biopsy was consistent with ameloblastoma. Wide local excision 
of the tumor encompassing the part of both the ascending 
rami, horizontal rami, and the central arch was done. Primary 
intraoral mucosal closure was done. The external skin defect 
was covered by deltopectoral flap [Figure 2]. The deltopectoral 
flap was cut on the 22nd postoperative day, and patient was 
discharged on 30th postoperative day without any complications.
The average age of patients with ameloblastoma is 
36 years. In developing countries, ameloblastomas occur 
in younger patients. Men and women are equally affected. 
The tumors appear to be larger in females. The ratio of 
ameloblastoma of the mandible to maxilla is five to one. 
Ameloblastomas of the mandible occur 12 years earlier 
than those of the maxilla. Ameloblastomas occur most 
frequently in the molar region of the mandible.[2] They are 
occasionally associated with unerupted third molar teeth.[1] 
The six different histopathological variants of ameloblastoma 
are desmoplastic, granular cell, basal cell, plexiform, follicular, 

and acanthomatous.[3] The acanthomatous variant is extremely 
rare.[4]

This study reports a case of giant acanthotic ameloblastoma 
that developed at the anterior mandible of a 38-year-old male. 
The term “giant” or “extreme” ameloblastoma is reserved for 
lesions that are truly large and that cause gross asymmetry and 
regional dysfunction. Patients with extreme ameloblastomas are 
usually from rural areas of developing countries who delay the 
treatment due to fear of surgery.[5]

Till date, there have been 11 reported cases of extreme 
ameloblastoma [Table 1]. The maximum size measured was 
17 × 15 × 13 cm reported by Acharya et al.,[5] whereas 
present case measured 15 × 14 × 15  cm. All reports were of 
large tumors involving half of the mandible, and histological 
diagnosis in these 11 cases was either follicular or plexiform 
type of ameloblastoma.[5] We report a case of acanthotic type 
of ameloblastoma, which is a rare entity.

Table 1: A review of clinical features, tumor size, and 
histopathological type of giant ameloblastomas that 
were previously reported and the present case
Year Age Sex Tumor size Histopathological type
1977 57 M Mental region to 

ramus of mandible
Follicular ameloblastoma

1977 62 F Right wisdom tooth 
to left first premolar 
tooth region

Plexiform ameloblastoma

1985 30 F 15×14×12 cm Plexiform ameloblastoma
1990 33 M Right cuspid tooth 

to left mandibular 
condyle

Follicular ameloblastoma

1991 39 F 11×10×6 cm Plexiform ameloblastoma
1995 73 M 11×11×14 cm Plexiform ameloblastoma
1997 62 F 17×15×13 cm Plexiform ameloblastoma
1999 53 F 15.2×11.4×12 cm Plexiform ameloblastoma
2005 53 M 14×11×10 cm Follicular ameloblastoma
2011 35 F 15×12×10 cm Plexiform ameloblastoma
2013 39 F 12×9 × 10 cm Granular cell ameloblastoma
2013 38 M 15×14×15 cm Acanthotic ameloblastoma
M=Male, F=Female

Figure 2: Final appearance after closure and deltopectoral flap placement
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Table  1: Phenotypic  identification of Shewanella algae
Biotyping Results
Oxidase +
Catalase +
Indole production −
H2S production +
Urea hydrolysis −
Gelatin hydrolysis +
Nitrate reduction +
Arginine dihydrolase −
Lysine decarboxylase −
Ornithine decarboxylase +
Growth on

NaCl 6-6.5% +
Hemolysis (sheep blood agar) +
Mucoid colony +

Carbohydrate fermentation
Arabinose −
Ribose +
Glucose +
Fructose −
Mannitol −
Lactose −
Maltose −
Sucrose −
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Shewanella algae: First case report of the fast 
emerging marine pathogen from squamous cell 
carcinoma patient in India
DOI: 10.4103/2278-330X.136819
Dear Editor,
Shewanella algae a marine pathogen is known to produce 
a strong neurotoxin (tetrodotoxin). Frequent and prolonged 
exposure of the surface of malignant growth to water would 
have led to infection with this marine pathogen in our patient.
A 74-year-old male patient an agriculturist by profession 
came to the oncosurgical outpatient department with history 
of chronic osteomyelitis since 12 years with associated 
purulent discharging cauliflower type of growth on the 
lateral aspect of right lower leg. He was treated for chronic 
osteomyelitis and underwent wound debridement twice 
for the same 12 years back. Pus discharge from the raw 
area of the growth was sent for microbiological workup. 
Gram’s-stain showed numerous pus cells, Gram-negative 
bacilli and Gram-positive cocci in chains. Blood agar culture 
plates grew grey mucoid colonies with hemodigestion and 
nonlactose fermenting colonies on MacConkey plates after 
24 hr of incubation at 37°C. Oxidase test was positive and 
hydrogen sulphide production in triple sugar iron agar slant 
media. Further morphological, biochemical and ability to 
utilize sugars[1,2] was done and organism was identified as 
S. algae. Phenotyping of the isolate was done based on 
Holt et al. species differentiation table[1] [Table 1]. The 
isolate was sensitive to amikacin, gentamicin, levofloxacin, 
ceftazidime, ceftriaxone, cefepime, imipenem, meropenem, 
tigecycline, pipercillin/tazobactum. Pus was negative for acid 
fast bacilli and for any fungal elements (smear and culture). 
Below knee amputated limb was sent to Histopathology 
Department and a diagnosis of “well-differentiated squamous 
cell carcinoma Grade 1” was made. This is the first report 
of S. algae isolation from a patient with squamous cell 
carcinoma due to predisposed chronic draining osteomyelitis.
Shewanella algae and Shewanella putrefaciens are frequently 
found in nonhuman sources such as the marine environment 
and foodstuffs, yet opportunistically pathogenic for humans.[3] 
Studies in mice indicate that S. algae appears to be more 
virulent than S. putrefaciens possibly due to the production 
of a hemolytic substance or exotoxins.[2] In a review of 
literature study by Tsai et al.[4] showed that in addition to 
a variety of immunocompromising conditions, a preexisting 
chronic ulcer over the lower limb was found in >50% of 
the affected patients. Shewanella species normally exist in 
the marine environment; cutaneous breaches on the legs of 

immunocompromised patients serve as a portal of entry for 
the opportunistic pathogens during their recreational activities. 
And S. algae has a predilection for causing infection in 
tissues with poor circulation.[5] Shewanella species is the 
only oxidase positive nonfermenting bacterium producing 
hydrogen sulphide in triple sugar iron agar slant media. This 
is the first report of isolation of the marine pathogen S. algae 
from immunocompromised patient from India. The raw area 
on the soft tissue of the malignant growth with underlying 
draining sinuses provide a nidus for potential pathogens to 
harbor and initiate infection and therefore necessitates to look 
for other pathogens more importantly in malignant growth 
with chronic osteomyelitis besides the frequently isolated 
opportunistic human pathogens in immunocompromised 
patients. To conclude any oxidase positive, motile, non 
fermenting Gram-negative rods should be evaluated further 
by basic phenotypic identification so as not to miss emerging 
nonhuman opportunistic infections.
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