
Stachowska A.. Oral cavity as permanent reservoir for Helicobacter pylori and

potential source of reinfection. J. Physiol. Pharmacol. 1996. 47: 121-29.

25. Kamada T,  Hata J, Manabe N, Kusunoki H, Fujii M, Hashimoto H  Haruma

K Can dental plaque treatment be the infection route of Helicobacter pylori

transmission in adults? Three cases of acute gastric mucosal lesions after

dental treatment. Digestive Endoscopy 2007; 19, 32-35.

26. Hardo PG, Tugnait A, Hassan F, Lynch DA, West AP, Mapstone NP, et al.

Helicobacter pylori infection and dental care.Gut, 1995; 37: 44-6.

27. Desai HG, Gill HH, Shankaran K, Mehta PR, Prabhu SR. Dental plaque: a

permanent reservoir of Helicobacter pylori? Scand J Gastroenterol. 1991;

26:1205-8.

28. Butt AK, Khan AA, Bedi R. Helicobacter pylori in dental plaque of Pakistanis.

J Int Acad Periodontol. 1999; 1: 78-82.

29. Qureshi H, Ahmed W, Arain G, Syed S, Mehdi I, Alam SE. Correlation of

Histology, CLO, Dental Plaque and saliva in Patients undergoing upper GI

Endoscopy. The Am J Gastroenterol 1999; 94, 861-62.

30. Berroteran A, Perrone M, Correnti M, Cavazza ME, Tombazzi C, Goncalvez

R, et al. Detection of Helicobacter pylori DNA in the oral cavity and

gastroduodenal system of a Venezuelan population. J Med Microbiol. 2002;

51: 764-70.

31. Ogunbodede EO, Lawal OO, Lamikanra A, Okeke IN, Rotimi O, Rasheed

AA. Helicobacter pylori in the dental plaque and gastric mucosa of dyspeptic

Nigerian patients. Trop Gastroenterol. 2002 ;23: 127-33.

32. Anand PS, Nandakumar K, Shenoy KT. Are dental plaque, poor oral hygiene

and periodontal disease associated with Helicobacter pylori infection? J

Periodontol 2006, 77: 692-8.

33. Chitsazi MT, Fattahi E, Farahani RM, Fattahi S. Helicobacter pylori in the

dental plaque: is it of diagnostic value for gastric infection? Med Oral Patol

Oral Cir Bucal. 2006: 1; 11: E325-8.

34. Kignel S, de Almeida Pina F, André EA, Alves Mayer MP, Birman EG. .

Occurrence of Helicobacter pylori in dental plaque and saliva of dyspeptic

patients. Oral Diseases 2005. 11 , 17-21.

35. De Sousa L, Vásquez L, Velasco J, Parlapiano D. Isolation of Helicobacter

pylori in gastric mucosa, dental plaque and saliva in a population from the

Venezuelan Andes. Invest Clin. 2006 ; 47: 109-16.

36. Siddiq M, Rehman H, Mahmood A. Evidence of Helicobacter pylori

infection in dental plaque and gastric mucosa. J Coll Physicians Surg Pak

2004;14: 205-7

37. Song Q, Haller B, Schmid RM, Adler G, Bode G. Helicobacter pylori in

dental plaque. A comparion of different PCR primer sets. Dig Dis Sci 1999.

44, 479-84.

334 J Pak Med Assoc

Case Report

Percutaneous balloon pericardiotomy in a patient with advanced case of malignant

pericardial effusion and tamponade
Tariq Ashraf, Asad Pathan, Anis Memon, Ishtiaq Rasool, Asadullah Kundi

National Institute of Cardiovascular Diseases, Karachi.

Abstract

Surgical creation of a pericardial window has been a

standard procedure for relieving symptoms of patients

presenting with recurrent pericardial effusion.. In this report

we describe the application of Multitrack balloon catheter

for creating a pericardial window in a patient who had

recurrent pericardial effusion with tamponade as a result of

advance malignant disease of breast.

Introduction

The most common causes of pericardial effusion

encountered, are tuberculosis, renal failure, infarction

process and malignancy. It can also occur after trauma or

acute myocardial infarction, hypothyroid, collagen vascular

disease and idiopathic pericardial effusion. Patient

presentation is either asymptomatic or symptoms of cardiac

tamponade. In elderly patients after tuberculosis, malignant

disease is the most common cause of pericardial effusion

and cardiac tamponade.1

In cardiac tamponade initial management is

pericardiocentesis followed by surgical intervention if there

is repeated accumulation of fluid in the pericardial sac.2

Immediate management of tamponade has its impact

on relieving the symptoms, while long term prognosis

depends on the root cause of the disease, regardless of any

intervening procedure.2-5

Different approaches have been described for

managing recurring pericardial effusion. This includes

pericardiocentesis, surgically created pericardial window6

and percutaneous balloon pericardiotomy (PBP) which is a

less invasive approach as compared to surgery.7

Case Report

An 80 year old woman with advanced malignant

disease of breast, treated by chemotherapy and radiotherapy

was admitted through the emergency with dyspnoea

functional class IV. On examination pulse was 150/minute

low volume, paradox in character, B.P. 100-114/60 mm of

Hg with a paradox of 14mmHg. JVP was raised with

respiratory rate of 28/min. Heart sounds were muffled. ECG

showed low voltage QRS complex. Emergency

Echocardiography showed large pericardial effusion all

around the heart with Right ventricular collapse on 2D

echocardiography. Pericardiocentesis was done and a pigtail

catheter was left in pericardial cavity connected with a bag.

Fluid was sent for cytology. 

Pigtail catheter was kept for three days with

continuous drainage of fluid and with daily

echocardiography for confirmation of fluid. Catheter was

withdrawn on the fourth day and patient was discharged.



Patient was again readmitted with cardiac tamponade on

fifth day when PBP procedure was decided.

Patient was taken to catheterization laboratory and

procedure was performed under local anaesthesia with 1%

lidocane and mild sedation with intravenous 25mg pethidine

and 5mg diazepam. An 18 G-needle was attached to a 10cc

syringe and punctured through subxiphoid region. Fluid was

aspirated and a.0.035 guidewire (Medtronic) was placed in

the pericardial cavity (Figure 1-A). 6 Fr. Pigtail (Cordis) was

placed in the pericardial cavity for drainage. Dye was

injected for confirming the position (Figure 1-B) and to help

identify the pericardial margin (Figure 1-C). Pigtail was

then withdrawn and subxiphoid region dilated with 14 Fr.

Dilator (used for atrial septal dilatation) under fluoroscopy

to avoid pericardial tear and trauma to the heart. Multitrack

balloon catheter 20mm x 5cm (used for mitral valve

dilatation) was inflated to ensure creation of an adequate

opening of the pericardium by identifying the waist at the

site of pericardial margin. (Figure 1-D). After full inflation

of balloon (Figure 1-E) and deflation, the dilating catheter

was removed and drainage catheter was inserted into

pericardial space. 

Drainage catheter was removed after 24 hours with

echo check and then after 48 hours with an x-ray chest

which was negative for pleural effusion. Patient was

discharged in an asymptomatic condition but was lost to

follow up. Absence of follow up is a weakness of our study

but it is known that this technique has no immediate or late

procedure related complications or recurrence of pericardial

effusion.   

Discussion

The two main objectives in the management of

cardiac tamponade are to alleviate life threatening status by

removal of pericardial fluid and to prevent recurrence. 

Recurrence of pericardial effusion and tamponade

after pericardiocentesis have been reported in 14% to 50%

cases.3

Patients who continue to drain more than 100ml/24

hours three days after catheter drainage have been

considered for more aggressive therapy. Surgical approach

though offers a lower recurrence but is associated with

higher morbidity.8 Surgical method should be undertaken in

patients with a longer survival.

Our patient who had advanced malignancy and

cardiac tamponade was a poor candidate for surgical

intervention. Moreover, malnutrition and chemotherapy

associated with this disease are more prone to infections and

peri-operative complications.2

PBP technique is relatively simple and safe.

Mechanism by which PBP works remains unclear. It is

assumed that balloon inflation causes localized tearing of

parietal pericardial tissue leading to communication of

pericardial space with pleural space and possibly with

abdominal cavity.9

PBP technique has been studied in multicenter

registry.10 No procedure related variables were found to

influence either survival or freedom from recurrence. This

technique proved beneficial to the patient by relieving the

symptoms.

Conclusion

PBP can be used as an alternative technique to

surgery for managing pericardial effusion. This technique is

useful for critically ill patients with advanced malignancy

and limited survival in which risk and discomfort of

anaesthesia and surgery can be avoided.   

Steps of Percutaneous Balloon Pericardiotomy 1-A, Guidewire in Pericardial Cavity, 1-B, Dye in

Pericardial Space, 1-C, Identifying Pericardial Margin, 1-D, Waist at site of Pericardial Margin, 1-

E, Fully Inflated Balloon. 
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"Moraxella lacunata" endocarditis treated with penicillin
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Department of Pathology1, Department of Medicine2,3,4,5, Liaquat National Hospital, Karachi.

Abstract

The case report of a young male with Endocarditis

caused by Moraxella lacunata is presented. Although a well

recognized cause of keratitis, conjunctivitis, and sinusitis;

very few cases of endocarditis by this rare pathogen are

reported in literature. Patient showed a prompt response

when empirical therapy was de-escalated to penicillin, after

receiving culture and sensitivity report from Microbiology

department.

Introduction

Moraxella species belong to genus Moraxella,

subgenus Moraxella, which belongs to non- fermentative

gram negative rods. They are normal flora on mucosal

surfaces and are considered to have a low pathogenic

potential. They occur most frequently in the respiratory tract

and less commonly in the genital tract. While   Moraxella

lacunata is a well recognized cause of conjunctivitis, it has

also been reported to cause keratitis, chronic sinusitis and

occasionally systemic infections including endocarditis. We

describe a case of Moraxella lacunata endocarditis

successfully treated with penicillin.

Case History

A 42 years old male presented to emergency room at

Liaquat National Hospital with a four day history of high

grade fever rising up to 104oF followed by gradually

increasing drowsiness and aggressive behaviour. On

physical examination, he was drowsy, not following

commands and not moving the right side of his body. He

was febrile, with a temperature of 103oF, hypotensive and

tachycardic. General examination revealed pallor, splinter

haemorrhages, conjunctival haemorrhages and digital

gangrene. On cardiovascular examination, he had a tapping

apex, loud S1 and mid diastolic murmur with a presystolic

accentuation, features consistent with mitral stenosis. There

was no lymphadenopathy or hepatosplenomegaly. Rest of

the exam was unremarkable. Due to his poor mentation, he

was intubated for airway protection. A working diagnosis of

infective endocarditis was made and after sending three sets

of blood cultures he was started empirically on ceftriaxone,

vancomycin, metronidazole and gentamycin. An

echocardiogram was performed which showed severe mitral

stenosis with mild mitral regurgitation as well as

vegetations on the anterior mitral leaflet. CT scan head

revealed multiple abscesses in the left frontal, parietal and

occipital regions of the brain. Preliminary blood cultures

were reported to have gram negative rods; his fever was not

responding, therefore, the current antibiotics were changed

to Meropenem empirically. Gram stains of all 3 sets of

blood culture showed gram negative cocci to short rods. The

broth was subcultured on MacConkey, Blood agar and

Chocolate agar. Direct sensitivity was done from the turbid

broth on Mueller- Hinton Agar.

There was growth of mucoid, non-pigmented non-

lactose fermenter on all three media. These were catalase

and oxidase positive. API 20NE (Bio Merieux-France) was

inoculated and next day it was identified as Moraxella

lacunata (API 20NE:1010044)

The organism was sensitive to all antibiotics

including penicillin, by disk diffusion method. Beta

lactamase production was checked with acidometric method


