
Letters to the Editor 

patient to follow up for treatment after delivery. 
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Sir, 

Candidal intertrigo involving predominantly the 

fourth and fifth interdigital space of the foot is 

common among people involved in wet work and 

wearing occlusive footwear. The infection improves 

with topical antifungals but recurs unless the 

precipitating factors are avoided. Since it is essential 

to keep the area dry, various methods such as using 

cork or a gauze piece rolled and kept between the 

toes are tried. 

Castellani’s paint is an excellent preparation for tinea 

cruris and moniliasis of intertriginous areas.[1] We 

soaked regular blotting paper with Castellani’s paint 

and allowed it to dry. The magenta-colored blotting 

paper was cut into strips and placed in the interdigital 

space and taped [Figure 1] once daily at bedtime for 

five days.[2] Although any antifungal lotion could have 

been studied we chose Castellani’s paint since it is 

colored and visual appreciation of the skin staining 

and release of the drug into water was essential for 

the study. 

Candidal intertrigo was confirmed in four patients by 

Gram’s staining. All the patients improved with 

treatment. The blotting paper was used to ensure 

dryness of the interdigital space and Castellani’s paint 

to control the infection. It was observed that the 

treatment site was discolored by the use of magenta-

colored paper, thus confirming the release of the dye. 

To further confirm that the dye is released the air-

dried paper which was stored for one day was placed 

in a test-tube with water and held in the palms to 

raise the temperature of the water. The water turned 

magenta confirming the release of the dye from the 

paper. To further ensure that the blotting property of 

the paper is retained following soaking with the paint 

and drying, 3 ml of water was placed in a 5 ml 

Figure 1: Candidal intertrigo: Treatment with filter paper soaked 
in Castellani’s paint 
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measuring cylinder. A blotting paper strip measuring 

10 x 1 cm was immersed into the cylinder till it 

touched the bottom. The level of water was observed 

before immersion of the paper and following removal 

of paper. The experiment was repeated with paper 

soaked in the paint. 

The water level reduced by 0.1 ml both with treated 

and untreated blotting paper, thus confirming that 

the blotting property is retained by the paper even 

after soaking it with Castellani’s paint. 

We recommend that blotting paper soaked in an 

antifungal solution and dried, can be used to deliver 

the drug and also dry the affected interdigital space. 

As mentioned earlier, we used the paint to visualize 

the drug on the paper and its release over the treated 

site. The same treatment is likely to be effective even 

with the currently used colorless antifungal solutions. 
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Sir, 

We read with great interest the letter “Diagnosis of 

delayed pressure urticaria”.[1] This letter is confusing 

in the context of the current literature and raised 

more questions than answers related to the 

diagnosis of delayed pressure urticaria (DPU). The 
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introduction hides the typical features of delayed 

pressure urticaria. Delayed pressure urticaria is an 

uncommon form of physical urticaria characterized 

by the development of deep painful swellings several 

hours after application of pressure. The lesions are 

often associated with systemic symptoms and can 

be disabling. [2,3] Though the author has tried to 

devise a simple method to diagnose DPU, it lacks in 

various aspects. Firstly, the method of delivering 

pressure to the skin with blood pressure cuff and 

two kg of weight seems simple, but is incorrect. Due 

to the lack of a quantitative method to reproduce 

clinical lesions in DPU, several attempts have been 

devised to deliver pressure to the skin in the past. 

The essential requirement is application of supra 

threshold pressure for a given site for a sufficient 

period of time.[2] Method as suggested by the author 

is neither graded nor compared with the standard 

technique. Moreover, the author has not 

demonstrated and stated in his cases, the status of 

test for dermographism as well as for other physical 

urticarias. Secondly, clinical lesions reproduced by 

such a method have not been substantiated by the 

author. They may be just dermographism or delayed 

dermographism. It may be argued that three of the 

fifty patients who developed wheals after such a 

method could represent Koebner wheals or delayed 

dermographism as they were visible swellings alone 

and did not meet the clinical characteristics of DPU, 

which are development of painful, indurated 

swellings at sites of prolonged pressure with or 

without systemic symptoms.[2] Wheals of chronic 

urticaria that develop at the sites of pressure may 

be confused with DPU and are termed as Koebner 

wheals.[3] They usually occur with a flareup of chronic 

urticaria and run the same course as the associated 

urticarial wheals, distinguishing them from DPU.[3] 

The author’s confusion could also be due to not 

recognizing the distinct entity called delayed 

dermographism, in which patients develop 

immediate dermographism on stroking the skin 

followed later by wheals peaking at six to eight 

hours.[3] Delayed dermographism may be associated 

with DPU and may look similar to DPU. Thirdly, for 

patients who developed wheals, diagnosis was not 

supplemented with investigations and relied more 

upon the history of development of swellings at the 
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