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possibility, and there was usually enough time to aspirate the
pericardial fluid. In only one case was there an appreciable
amount of blood in the pericardial fluid, tamponade being due
to the infusate in the remainder. In the two successes treatment
consisted in removal of the catheter and needle aspiration of the
fluid. We suggest that when a clinical diagnosis of tamponade is
made treatment should be instituted without waiting for
confirmation from radiographs, which may in any case be
equivocal. Initially an attempt should be made to aspirate fluid
through the catheter by attaching a syringe direct to its Luer
connector. The aspiration of fluid other than blood supports the
diagnosis; and when no more fluid can be withdrawn the catheter
should be removed. No more action need be taken if the patient's
condition is satisfactory. Continuing clinical deterioration or
failure to obtain aspirate from the catheter are indications for
urgent pericardial needle aspiration. We further suggest that a
needle suitable for pericardial aspiration should be kept in the
same room as patients with central venous catheters, that needle
aspiration of the pericardial sac should be included in the routine
resuscitation programme for cardiac arrest when a central

venous catheter is in situ, and that fluid used in the resuscitation
programme should not be administered through an existing
central venous catheter without pulling it back at least 15 cm.
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SHORT REPORTS

Minor Epidemic of
Trichophyton rubrum

Within two weeks three men in the same geriatric ward had an erythe-
matous rash around the buttocks. In one the eruption had been
present for several months, but the other two developed a similar rash
within a few days of each other. All three were ideal candidates for a
Candida infection as they were debilitated, intermittently incontinent,
and had been on broad-spectrum antibiotics; one was a diabetic. They
proved, however, to have a dermatophyte infection. They shared the
use of a commode seat and as only their three names were written on
the elastoplast stuck on the commode back rest, it suggested that the
commode was responsible for the spread of infection. In a recent
outbreak of dermatophytosis the commode seat was incriminated in
the transmission of fungus."

Case Histories
An 88-year-old diabetic hemiplegic developed an erythematous rash on his
buttocks which failed to respond to fluorinated steroid ointment and
Castellani's paint. He was intermittently incontinent and had had courses
of tetracycline. The non-irritating erythematous scaling rash extended from
the buttocks to the perineum, thighs, and sacral region. Mycological exami-
nation confirmed the clinical diagnosis of dermatophyte infection of the
buttocks and mild scaling in the toe clefts also proved to be fungal in origin.
A mildly demented 83-year-old intermittently incontinent hemiplegic,

who had previously been on broad-spectrum antibiotics, developed a non-
irritating erythematous scaling rash on buttocks, sacrum, thighs, perineum,
and scrotum. Mycological examination confirmed the dermatophyte infec-
tion, but no fungus was present in the toe clefts.
A 70-year-old demented, intermittently incontinent hemiplegic with

prostatism, who had recently been on broad-spectrum antibiotics, developed
an itchy, erythematous scaling rash on the buttocks, perineum, scrotum,
thighs, and lower back. The dermatophyte infection was confirmed, but
there was no evidence of fungus on the feet.

Mycological culture showed that all three men had Trichophyton rubrum
infection on the buttocks; the first patient had T. rubrum in the toe clefts
also, but the other two did not. They all cleared on griseofulvin systemically
and local applications.

Discussion

T. rubrum infection usually affects the feet2 and hands; some think
that if the trunk is affected it is secondary to infection of limbs. In
these patients one man had T. rubrum on his feet with secondary
spread to the buttocks and groins. Consequently he probably con-
taminated the commode seat with shreds of skin and was instrumental
in transmitting the infection directly on to the buttocks of the other
two men who shared the commode. Neves and Zavier,3 investigating
the transmission of tinea cruris in a sanatorium, postulated that non-

living objects (such as toilet seats) can act as vehicles, carrying fungi
to the skin ofothers. When dermatophytes reach the skin of susceptible
hosts they grow under favourable conditions-for instance, poor
hygiene, increased sweating and secretions-and produce lesions.
The cases under discussion comply with these criteria and the situa-
tion was aggravated by the trauma4 to the buttocks of excess pressure
and products of incontinence. Pressure and incontinence are the most
likely causes of an erythematous rash on the buttocks and groins of
any long-term inpatient, but psoriasis, eczema, erythrasma, and fungal
infections must be considered in the differential diagnosis. Monilia is
the most common fungal infection of the perineum, but as these cases
illustrate, a dermatophyte infection could quickly escalate into a minor
epidemic.
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Treatment of Hypertriglyceridaemia
after Renal Transplantation

Hyperlipoproteinaemia, which is often associated with premature
atherosclerosis, occurs in many patients after renal transplantation
owing to an accumulation of very-low-density lipoproteins (type IV
hyperlipidaemia).1 2 It is attributed to corticosteroid therapy,' which
through the increase of basal insulinaemia may stimulate the hepatic
secretion of triglycerides.3 Since it is not apparently related to renal
function or transplant age' patients with successful transplants are
exposed to a complication which per se or in combination with other
conditions-arterial hypertension, glucose intolerance, arterial
calcification, and hyperuricaemia, for example-predisposes to acceler-
ated atherosclerosis.
A low calorie, low carbohydrate diet reduces the triglycerides to

normal in most patients with essential type IV hyperlipidaemia,4
presumably by affecting the production of very-low-density lipo-
proteins and reducing the precursors of triglycerides. We therefore
recommended such a diet for six adults with normal renal function
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