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A newborn presented with an irregular and well-
demarcated erythematous patch on the face, 
trunk, buttocks, and toes on the left foot. Another 
red patch was present on the right side of the 
face, while a slate gray patch covered the flanks 
and back. The limbs appeared symmetric and he 
exhibited no gross deformities. On close physical 
examination, he was noted to have a cloudy left 
eye. An ophthalmology consultation revealed a 
choroidal hemangioma and congenital glaucoma  
in the left eye.

WHAT’S THE DIAGNOSIS?
a. �blunt trauma
b. cellulitis
c. congenital nevus
d. ecchymosis
e. �phakomatosis pigmentovascularis  

with Sturge-Weber syndrome
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T he erythematous patches were identified as  
capillary malformations (port-wine stains) and the 
slate gray pigmentary changes as dermal melano-

cytosis (Mongolian spots)(Figure). In fact, the diagnosis  
of phakomatosis pigmentovascularis (PPV) type II 
requires dermal melanocytosis and capillary malformation  
with and without nevus anemicus.1 In one case series, 
46% (7/15) of patients with PPV had nevus anemicus2 but 
our patient did not.

Phakomatosis pigmentovascularis was divided into  
4 types in 1985,3 then later 5 types.4 Subcategories of the 
5 types include type A, which denotes a lack of extracu-
taneous involvement, and type B, which is used when 
internal manifestations have been exhibited. Since 1947, 
approximately 222 cases of PPV have been described in 
the literature.2

A case of PPV associated with Sturge-Weber syn-
drome (SWS) was reported in 1997.5 Since then, PPV 
occasionally has been linked with SWS,5-9 though there  
have been other syndromic associations including 
Klippel-Trenaunay-Weber syndrome and melanosis 
oculi.2 The incidence and prevalence of overlap of PPV 
and SWS is unknown but is likely to be rare. In our case, 
magnetic resonance imaging of the patient’s brain did 
not reveal the characteristic tram-track appearance of 
SWS; however, the diagnosis of SWS type II only requires 
facial angioma with or without glaucoma.9,10 Most cases 
of PPV originate from Japan, Argentina, and Mexico.2 
Interestingly, our patient’s parents were both of Mexican 
ancestry. Phakomatosis pigmentovascularis type IIb is the 
most common, followed by type IIa.2 Most cases have 
been described as sporadic, though our patient’s mother 
also exhibited a port-wine stain on the right neck, sug-
gesting a possible genetic association.

The etiology of PPV has been postulated as twin 
spotting or didymosis (Greek for twin), most commonly 
seen in plants and animals. A previous review defined 
twin spotting as 2 mutant tissues situated adjacent to one 
another and unique from the normal tissue surrounding 
both of them.2 When the cell loses its heterozygosity, this 
phenomenon appears. An alternative etiology supplants 
that a drug or virus toxic to the nervous system causes 
aberrant angioblasts and melanoblasts.11,12 The etiology of 
SWS also is unknown, though vasomotor instability has 
been postulated as a cause.6,13

It is important to exclude associated internal organ 
involvement with both of these syndromes because 
approximately 50% of PPV cases have extracutane-
ous organ involvement.2,14 In fact, PPV is known to 

involve the brain, skeletal system, and eye, poten-
tially manifesting as deafness, hydrocephalus, extremity  
overgrowth, scoliosis, cataracts, and more.2 Patients with 
SWS often exhibit brain and eye symptoms including 
seizures.1 To screen for extracutaneous involvement,  
multiple imaging studies should be performed. In our 
patient, an echocardiogram revealed a patent foramen 
ovale and normal cardiac anatomy for his age. Brain 
imaging revealed a hypoplastic left sigmoid and trans-
verse sinus without venous thrombosis and unremark-
able appearance of the brain. An ultrasound of the liver, 
spleen, kidneys, and pancreas revealed no evidence of 
solid, cystic, or vascular lesions, though the gallbladder 
exhibited hyperechoic areas.

To manage the skin lesions, some authors recommend 
Q-switched lasers for pigmented lesions and pulsed dye 

Dermal melanocytosis (Mongolian spots) on the flanks and back.

THE DIAGNOSIS: 

Phakomatosis Pigmentovascularis With  
Sturge-Weber Syndrome
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lasers for capillary malformations.15 Paller and Mancini1 
cited evidence that pulsed dye laser treatment before the 
age of 1 year may offer a psychological advantage, while 
other views have been offered.16 Some physicians believe 
that no urgent treatment of capillary malformations is 
needed unless internal organs are involved.2,15

REFERENCES
  1. 	 Paller AS, Mancini AJ.  Hurwitz Clinical Pediatric Dermatology:  

A Textbook of Skin Disorders of Childhood and Adolescence. 4th ed.  
New York, NY: Elsevier/Saunders; 2011.

  2. 	 Fernández-Guarino M, Boixeda P, de Las Heras E, et al. Phakomatosis 
pigmentovascularis: clinical findings in 15 patients and review of the 
literature. J Am Acad Dermatol. 2008;58:88-93.

  3. 	 Hasegawa Y, Yasuhara M. Phakomatosis pigmentovascularis type VIa. 
Arch Dermatol. 1985;121:651-655.

  4. 	 Torrelo A, Zambrano A, Happle R. Cutis marmorata telangiectatica 
congenita and extensive Mongolian spots: type V phacomatosis pig-
mentovascularis. Br J Dermatol. 2003;148:342-345.

  5. 	 Teekhasaenee C, Ritch R. Glaucoma in phakomatosis pigmentovascu-
laris. Ophthalmology. 1997;104:150-157.

  6. 	 Patil B, Sinha G, Nayak B, et al. Bilateral Sturge-Weber and phakomato-
sis pigmentovascularis with glaucoma, an overlap syndrome [published 
online May 6, 2015]. Case Rep Ophthalmol Med. 2015;2015:106932. 

  7. 	 Hagiwara K, Uezato H, Nonaka S. Phacomatosis pigmentovascularis 
type IIb associated with Sturge-Weber syndrome and pyogenic granu-
loma. J Dermatol. 1998;25:721-729. 

  8. 	 Al Robaee A, Banka N, Alfadley A. Phakomatosis pigmentovascularis 
type IIb associated with Sturge-Weber syndrome. Pediatr Dermatol. 
2004;21:642-645.

  9. 	 Yang Y, Guo X, Xu J, et al. Phakomatosis pigmentovascularis associated 
with Sturge-Weber syndrome, ota nevus, and congenital glaucoma. 
Medicine (Baltimore). 2015;94:E1025. 

10. 	 Roach ES. Neurocutaneous syndromes. Pediatr Clin North Am. 
1992;39:591-620.

11. 	 Happle R. Mosaicism in human skin, understanding the patterns and 
mechanisms. Arch Dermatol. 1993;129:1460-1470.

12. 	 Happle R. Loss of heterozygosity in human skin. J Am Acad Dermatol. 
1999;85:355-358.

13. 	 Comi AM. Pathophysiology of Sturge-Weber syndrome. J Child Neurol. 
2003;18:509-516.

14. 	 Kim YC, Park HJ, Cinn YW. Phakomatosis pigmentovascularis type IIa 
with generalized vitiligo. Br J Dermatol. 2002;147:1028-1029.

15. 	 Brittain P, Walsh EJ, Smidt AC. Blotchy baby: a case of  phakomato-
sis  pigmentovascularis [published online February 1, 2013]. J Pediatr. 
2013;162:1293. 

16. 	 Van der Horst CM, Koster PH, de Borgie CA, et al. Effect of the timing  
of treatment of port-wine stains with the flash-lamp-pumped  
pulsed-dye laser. N Engl J Med. 1998;338:1028-1033.

Copyright Cutis 2017. No part of this publication may be reproduced, stored, or transmitted without the prior written permission of the Publisher.

CUTIS
 D

o 
no

t c
op

y

http://www.ncbi.nlm.nih.gov/pubmed/?term=Yang Y%5BAuthor%5D&cauthor=true&cauthor_uid=26131807
http://www.ncbi.nlm.nih.gov/pubmed/?term=Guo X%5BAuthor%5D&cauthor=true&cauthor_uid=26131807
http://www.ncbi.nlm.nih.gov/pubmed/?term=Xu J%5BAuthor%5D&cauthor=true&cauthor_uid=26131807
http://www.ncbi.nlm.nih.gov/pubmed/26131807
http://www.ncbi.nlm.nih.gov/pubmed/23375909
http://www.ncbi.nlm.nih.gov/pubmed/23375909



