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of the excipients in both formulations. Excipients, 
which were not common and present in valacyclovir 
alone, were crospovidone, silica colloidal anhydrous, 
macrogol, and carnauba wax. We were unable to find 
any previous reports of hypersensitivity reactions to 
these excipients. Therefore, the possible explanations 
include hypersensitivity to the added side chain in 
valacyclovir or hypersensitivity to the excipients used 
in valacyclovir.
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Figure 1: Chemical structure of acyclovir and valacyclovir
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herpes simplex virus 1 and 2 herpes simplex virus 1 and 2 
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Sir,
Genital herpes is a rare disease in infants. Moreover, a 
primary genital herpetic infection is very uncommon, 
with very few cases reported in the literature.[1,2] The 
possibility of sexual transmission is more common in 
older children, aged ≥5 years.[3]

A 5-month-old female infant presented to the STD 
clinic of Lok Nayak Hospital, New Delhi with multiple 
erosions in the diaper area of 5 days duration. 
Examination revealed multiple, well-defined erosions, 
3–5 mm in size with a clean base and surrounding 
inflammatory areola [Figure 1a and b]. These lesions 
were located on the external genitalia, thighs, perineal 

and perianal area. There were no similar lesions 
elsewhere and no history of similar lesions in the past. 
Gynecological examination revealed that the hymen 
was intact, and there was no evidence indicative of 
sexual abuse.

Dark ground microscopy for Treponema pallidum, 
Gram-stain for Haemophilus ducreyi and culture 
from the ulcer base failed to demonstrate any 
organism. Tzanck smear from ulcer base was positive 
for multinucleated giant cells. Direct fluorescent 
antibody testing for detection and typing of herpes 
simplex virus (HSV) directly from the clinical 
specimen (Pathfinder HSV collection slide, Bio-Rad 
Laboratories, US) performed along with positive and 
negative control slides revealed the presence of both 
HSV-1 and 2 antigens. Glycoprotein G (gG) gene based 
conventional polymerase chain reaction (PCR) using 
type specific primers, performed directly from the 
genital swab specimen was positive for both HSV-1 
and 2 DNA, suggesting mixed genital infection. 
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Figure 1: (a and b) Herpetic lesions at presentation
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Figure 2: Healing after 5 days of treatment
Laboratory test were non-reactive in both the infant 
and the parents. Type specific serology (HerpeSelect 
1 and 2 ELISA, Focus Diagnostics, USA) of the infant 
was negative for both IgG HSV 1 and 2 antibodies 
at the time of presentation, but tested positive for 
both after 6 weeks. She was treated with acyclovir 
oral suspension (400 mg/5 ml), 200 mg 5 times 
daily. The erosions started to heal after 5 days of 
treatment [Figure 2].

During childhood, primary herpetic infection is more 
commonly the result of HSV-1 than HSV-2.[4] It is 
asymptomatic in the majority of cases. The presence of 
primary genital herpes raises the possibility of sexual 
abuse; however, in children it has been documented 
that the transmission of both HSV-1 and HSV-2 can 
occur inadvertently from someone with an oral or 
genital infection. In fact, it has been shown that 8% of 
asymptomatic carriers excrete the virus in their saliva. 
Indirect transmission of HSV 1 and 2 may occur from 
clothing, plastic materials, aerosols, towels and toilet 
seats.[5] In this particular case, quantitative real-time 
PCR, which is not available at our centre, would have 
provided useful information as the exact proportion 
of HSV-1 and 2 genomes could have been detected. 
Moreover, this could have also provided some clue 
regarding the transmission of mixed infection.

The most plausible explanation for the mixed HSV 
infection in this case could be that both HSV-1 and 
2 were transmitted by inoculation of virus either 
simultaneously or sequentially during non-sexual 
contact such as fondling, changing diapers, usage of 
common towels etc., from a relative or stranger who 
had latent or active herpetic infection. We found 
some reports of sequential/simultaneous detection of 
both HSV-1 and 2 in adults[6-8] but we were unable to 
find any previous reports of a similar case in this age 

group. Our patient needs to be followed up to monitor 
the subsequent clinical course.

Our patient had no history or clinical evidence 
suggestive of sexual abuse although the possibility 
cannot be completely ruled out. Non-sexual 
transmission of HSV appears more likely though it is 
not clear by what route it was transmitted, and whether 
both HSV types were acquired simulataneously or one 
after the other. This case highlights the importance of 
laboratory diagnosis of genital herpes. Although genital 
herpetic infection in adulthood is generally sexually 
transmitted; the route of transmission in children is 
yet unclear and requires further elucidation.
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Phakomatosis pigmentovascularis Phakomatosis pigmentovascularis 
Type IIb, Sturge–Weber syndrome Type IIb, Sturge–Weber syndrome 
and cone shaped tongue: An and cone shaped tongue: An 
unusual associationunusual association

Sir,
Phakomatosis pigmentovascularis is a rare syndrome 
characterized by coexistence of capillary malformation 
and pigmentary nevus in the same patient. Type II is 
the most commonly reported subtype of phakomatosis 
pigmentovascularis.[1] Sturge–Weber syndrome is a 
rare, sporadic disease characterized by meningofacial 
angiomatosis with cerebral calcification. We report a 
case of phakomatosis pigmentovascularis Type IIb and 
Sturge–Weber syndrome with some atypical features 
and an unusual association.

A 13-year-old male child born of nonconsanguineous 
marriage presented to our dermatology outpatient 
department with dusky red patches bilaterally over face, 
hands and chest since 5 years. The patient had also 
noticed enlargement of both lips since last 2½ years. He 
gave a history of self-resolving right sided hemiparesis 
3 years back. Cutaneous examination revealed bilateral 
well-defined dusky red patches involving the face (in 
the distribution of all three divisions of trigeminal 
nerve) upper extremity, chest and oral mucosa (nevus 
flammeus) [Figure 1a]. A hypopigmented patch (nevus 
anemicus) was present over right side of chest and 
nevus of ota left side and scleral pigmentation right 
side [Figures 1b, c and 2a]. There was hypertrophy 

of the lips and jaw with gum hyperplasia and cone 
shaped tongue [Figure 1a]. There was disproportionate 
enlargement of the right forearm, arm and fingers 
of the right hand compared to left side [Figure 2b]. 
Neurological examination revealed moderate intellectual 
disability, decreased power (Grade IV medical research 
council scale) and hypertonia in right upper and lower 
limb. Ocular examination was normal except for scleral 
pigmentation. Skin biopsy from the lesion on the forearm 
showed proliferation and ectasia of thin-walled vessels 
of varying caliber suggesting capillary malformation. 
Computed tomography scan and magnetic resonance 
imaging of the brain showed ‘tram-track’ like calcification 
in the left parieto-occipital cortex [Figure 3a and b]. 
Ultrasonogram and X-ray of the abdomen were normal. 
Based upon clinical, histopathological and radiological 
findings, a diagnosis of phakomatosis pigmentovascularis 
Type IIb and Sturge–Weber syndrome in association 
with  cone shaped tongue was  made.

Phakomatosis pigmentovascularis represents a 
rare cutaneous congenital malformation syndrome 
characterized by the co-existence of capillary 
malformation and pigmentary nevi.[1] It was first 
described by Ota in 1947, as an association of dermal 
melanocytosis with congenital vascular nevi, mainly 
capillary malformations. It is sub-classified into 4 types, 
all having nevus flammeus in common.[2] In addition, 
Type I has nevus pigmentosus/verrucosus; Type II: 
Mongolian spots; Type III: nevus spilus and Type IV: 
Mongolian spots and nevus spilus. Type II–IV may be 
associated with nevus anemicus.[2] Each type is further 
subdivided according to the presence of manifestations 
in skin only (subtype a), or if associated with systemic 
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