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The reliability of periodic acid-The reliability of periodic acid-
Schiff staining in the diagnosis of Schiff staining in the diagnosis of 
onychomycosisonychomycosis

Sir,
We read with great interest the article on �Comparison 
of potassium hydroxide mount and mycological culture 
with histopathological examination using periodic 
acid-Schiff staining of nail clippings� in a recent issue 
of IJDVL.[1] The authors� findings about high sensitivity 
of periodic acid-Schiff (PAS) staining in the diagnosis 
of onychomycosis is consistent with previous studies 
on the subject.[2,3] However, certain fallacies of PAS 
staining in this context deserve consideration as 
appended below. 

Morphological differentiation of nondermatophytes 
from dermatophytes is not always feasible with PAS 
staining,[4] whereas culture shows significantly higher 
isolation rates and allows for accurate identification 
of genus and species of organism.[5] Culture has a 
high specificity of 82% compared with 72% with 
PAS staining.[6] Nondermatophytes and yeasts are not 
always contaminants, but can be primary invaders and 
pathogens.[4,7] Their identification is important as they 
are less sensitive and even unresponsive to current 
antifungal treatment available.[8] Moreover erroneous 
false PAS positivity is seen with psoriasis, starch 
particles, and serum parakeratotic cells.[4] As a result, 
a patient may be mistakenly diagnosed as a case of 
onychomycosis resulting in erroneous diagnosis and 
inappropriate treatment. 

Therefore, despite its high sensitivity, PAS staining 
with histopathology is not an invaluable test in the 
diagnosis of onychomycosis owing to its,
1.  Ineffectiveness in identifying the causative 

pathogen, which would aid in advocation of 
correct treatment.

2.  False positivity with other inflammatory nail 
dermatoses as they may be indistinguishable 
histologically as also clinically.[9]

3.  PAS is the least cost effective compared to 
potassium hydroxide mount and mycological 
culture.[10]

Thus concluding, culture remains the indisputable 
gold standard in diagnosis of onychomycosis.[11]
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Schiff staining of the nail clippings in the diagnosis 
of onychomycosis�.[1] We agree with some of the views 
expressed, however others may need reconsideration. 

It is true that mycological culture has a higher 
specificity, but it has lower sensitivity as compared to 
histopathology with periodic acid-Schiff staining (HP/
PAS).[1,2] HP/PAS is relatively quick, and a specificity 
of 72% cannot be overlooked.[3] In most cases, 
morphological aspect of the hyphae and/or spores 
can suggest the group to which pathogens belong.[3] 
In personal view of the authors, cost of HP/PAS is not 
so high considering all these informations obtained 
after doing this test, and when compared to the cost of 
onychomycosis therapy.

HP/PAS is not an alternate test to mycologic culture. It 
a simple and highly sensitive screening test and can be 
performed as a complementary to mycological culture 
and potassium hydroxide (KOH) mount to close the 
diagnostic gap.[1] PAS staining can be performed 
routinely as a standard of practice in the lab diagnosis 
of onychomycosis, however, histochemical staining 
using Gomori methenamine silver may have higher 
sensitivity.[4] All these factors suggest that HP/PAS 
staining of nail clips should be considered as a valuable 
test in the diagnosis of onychomycosis.
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Granulomatous rosacea in Granulomatous rosacea in 
Cornelia de Lange syndromeCornelia de Lange syndrome

Sir,
Cornelia de Lange syndrome (CDLS) is a multisystem 
disorder characterized by a typical facial appearance, 
prenatal and postnatal growth retardation, feeding 
difficulties, psychomotor delay, and behavioral 
problems. Facial features include cutis marmorata and 
bluish discolouration of the face, synophrys (confluent 
eyebrows) along with hypertrichosis. The hirsutism 
includes long and curly eyelashes and confluent 
eyebrows. Most patients are born with a noticeable 
generalized hypertrichosis, especially involving the 
nape of the neck, the lateral aspects of the elbows, 
and the lower sacral area.[1] Skeletal abnormities and 
an abnormal cry are also manifestations of CDLS. 
Dermatological manifestations of CDLS have been 
reviewed,[1�4] but rosacea has not been reported. 
Most of the dermatological manifestations appear at 
birth or present shortly thereafter.[1] Keratosis pilaris 
atrophicans faciei (ulerythema ophryogenes) has 
been reported in CDLS.[5] We report a patient with 
granulomatous rosacea and CDLS; this association has 
not previously been reported.

A 16-year-old girl with CDLS presented with a 6-month 
history of a facial rash; this rash was sore, was worsened 
by sunlight, and was distributed in a �V� shape over 
her neck and upper chest. It extended to involve the 
cheeks, lips, and chin. She had been born at 42 weeks 
weighing 2.24 kg to healthy, nonconsanguineous 
parents. The parents noticed that since birth she had 
difficulty in feeding, refusing bottle feeding and failing 
to grow normally. She was started on tube feeding at 4 
weeks, which continued for three years. There was a 
delay in maturation of her teeth. She had been taking 
omeprazole 20 mg, twice daily, for gastroesophageal 
reflux. She did use some topical steroids initially, but 
has also been using miconazole and E45 emollient; 
none of these has been helpful.

Examination revealed significant growth and mental 
retardation. Characteristic features of CDLS present 
included hypertrichosis, slanting eyes, synophrys, 
prominent long eyelashes, depressed nasal bridge with 
anteverted nostrils, increased nose�lip distance, thin 
lips turned down at the corners, and micrognathia. 
Cutaneous examination revealed some hypertrichosis 
of the arms and of the mid lower back. She had a 
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