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’ Introduction

The neurocutaneous syndromes are a broad group of congenital
and hereditary disorders with diverse genetic, clinical, and pathologic
features that have developmental lesions of the skin and of the central
and peripheral nervous systems in common. Many of these disorders are
hamartomatous in nature, and produce benign tumors, but patients also
may develop malignancies. The congenital disorders that have muta-
tions in tumor suppressor genes, which predispose patients to have a
higher frequency of malignancies include neurofibromatosis 1 (NF1),
NF2, tuberous sclerosis, von Hippel-Lindau (VHL) disease, and ataxia
telangiectasia (AT). Sturge-Weber disease is the only neurocutaneous
syndrome that is not inherited.1 This review will highlight the neuro-
ophthalmic features of each disorder.

’ NF Type 1

NF1, an autosomal dominant disorder, is the most common
phakomatosis, occurring in 1 of 5000.2 The NF1 gene is located on
chromosome 17, encoding 2818 amino acid protein with a GTPase
activator protein domain that functions as a tumor suppressor gene.3 Its
gene product, neurofibromin, causes aggregation of melanoblast pre-
cursors or Schwann cells during neural crest migration that lead to
various hamartomatous and neoplastic lesions, such as malignant
schwannomas.4 The activation of the mammalian target of the rapamy-
cin pathway is mediated by the phosphorylation and inactivation of the
tuberous sclerosis complex 2 (TSC2)-encoded protein tuberin. This
activated rapamycin pathway is involved in the development of NF1-
related pilocytic astrocytomas.3

Some neuro-ophthalmic findings in NF1 are key distinguishing
features from other phakomatoses. Lisch nodules, which are hamarto-
mas of the iris pigment epithelium, are the most common ophthalmic
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feature of NF1, but are not pathognomonic of NF1. They are clear,
yellow-brown, oval to round, dome-shaped papules that project from the
surface of the iris. Lisch nodules become more prevalent with increasing
age, about 50% at age 5 years, 75% at age 15 years, and 95% to 100% in
adults over 30 years.5

Diplopia can be related to schwannomas and neurofibromas that most
commonly affect cranial nerves III, followed by IV and VI. Cranial V
involvement is also common, causing facial numbness.6 Schwannomas
encase nerves with myelin to cause localized compression and are usually
benign. In contrast, a neurofibroma, composed of Schwann cells,
perineural cells, and fibroblasts, infiltrates the nerve from which it arises.6

Proptosis can arise from schwannomas and neurofibromas in the
orbit. Pulsatile proptosis with enophthalmos can occur when the
sphenoid wing is absent; nonpulsatile proptosis is often associated with
ipsilateral optic glioma or from a plexiform orbital neurofibroma.
Strabismus and amblyopia can be complications of nonaxial proptosis.
Neurofibromas of the upper eyelid are also associated with congenital
glaucoma and can cause an S-shaped ptosis.7

Optic pathway gliomas (OPG), seen in about 15% to 20% of patients
with NF1,8 are usually low-grade pilocytic astrocytomas that may grow in
the optic nerve (Fig. 1), optic chiasm, optic tract, and hypothalamus.
Although these tumors may be histologically benign, asymptomatic, and
nonprogressive, they account for significant morbidity in young children
with NF1 because of visual loss, proptosis, and endocrine abnormalities
associated with precocious puberty.9 More than 2/3 of these tumors
present by 7 years of age and most of these patients are asymptomatic.10

When they become symptomatic, OPGs affecting the optic nerve may
cause painless visual loss, proptosis, strabismus, and nystagmus. Visual
loss varies from 20/20 to no light perception. Visual field defects include
cecocentral scotomas (optic nerve), bitemporal hemianopsia (optic
chiasm), and homonymous hemianopsia (retrochiasmal visual pathway).
In addition to a relative afferent pupillary defect, optic disc edema
(35%), optic atrophy (59%), choroidal folds, dyschromatopsia, ophthal-
moplegia, and nystagmus (23%) are commonly seen in NF1.10 When the
tumor extends posteriorly to the hypothalamus, patients may have
precocious puberty, hydrocephalus, headache, nausea, vomiting, and
diplopia.10 Magnetic resonance imaging (MRI) or computed tomo-
graphic (CT) scan of OPGs reveal fusiform enlargement of the optic
nerve, kinking of the optic nerve, or enlargement and enhancement of
the optic nerve, chiasm, or retrochiasmal visual pathways.11,12

All asymptomatic patients with NF1 younger than 8 years should
undergo screening for OPG with an ophthalmologic examination.
Although children of 8 years or older are at a lower risk of development
of OPG, it is recommended that they undergo an ophthalmologic
examination every 2 years until 18 years of age. Resection of OPGs may
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be a treatment option in patients with poor or no vision and with severe
proptosis because of cosmetic concerns or severe pain in a blind eye.
Intrinsic chiasmal or retrochiasmal OPGs are considered not resectable,
except for exophytic or cystic components. There has been no consensus
on the definition of ‘‘progressive disease’’ (eg, radiographic evidence of
tumor growth, decreasing visual function, or a combination of the 2),
and some tumors even undergo spontaneous regression. Chemotherapy
with vincristine and carboplatin is the recommended treatment for
progressive NF1-associated OPG. Radiotherapy should be avoided
because of the risk of secondary malignancies and radiation-induced
vasculopathy. Secondary complications of hydrocephalus can be treated
with a neurosurgical shunt.9

Figure 1. Bilateral optic pathway gliomas in NF1. Axial T2-weighted magnetic resonance image
shows diffuse enlargement and tortuosity of both optic nerves (arrows). Also note the ill-defined foci of
T2 prolongation in the pons (arrowhead), which are consistent with neurofibromatosis spots
representing myelin vacuolization. Courtesy of Ellen M. Chung, MD.
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Systemic clinical features essential to the diagnosis of NF1 are
summarized in Table 1.2

’ NF Type 2

NF2 is an autosomal dominant disorder and is less common than
NF1 with a prevalence of about 1 in 50,000.2 This disorder is
characterized by the hallmark feature of bilateral vestibular schwanno-
mas. Other features required for the diagnosis include a first-degree
relative with NF2 with either unilateral eighth cranial nerve tumor or
any 2 of the following: neurofibroma, glioma, meningioma, schwanno-
ma, or juvenile onset posterior subcapsular cataracts.2 The NF2 gene on
chromosome 22q11.2 encodes for a protein merlin that helps link actin
cytoskeleton to cell surface glycoproteins controlling growth and cellular
remodeling. This tumor suppressor gene is inactivated in NF2 mutations
and leads to the development of schwannomas and meningiomas.13

Multiple epiretinal glial membranes are common in most patients
with NF2. Some have choroidal hyperfluorescence of the posterior
pole.14 Other NF2 patients may have hamartomas affecting the retina
and optic disc. In contrast, NF1 patients often have them involving the
optic nerve and uveal tract.2 Optic disc gliomas are also highly associated
with NF2.15 Juvenile posterior subcapsular cataracts, which are actually
posterior cortical opacities extending posteriorly to the lens capsule, are
seen in NF2 and not NF1.16

A suspected diagnosis of optic nerve sheath meningiomas (ONSM)
suggests the need for further investigation for NF2. ONSM are highly
associated with NF2 and are more invasive than the adult form in that
they can extend into the orbit (Fig. 2). The most common presenting
symptoms of ONSM are gradual progressive visual loss, visual field
defects, proptosis, and upgaze restriction. Canalicular tumors present
more often with generalized visual field constriction and very little
proptosis. The optic disc is usually atrophic or swollen. Retinochoroidal
(optociliary) shunt vessels are present in 15% to 33% of patients.

Table 1. National Institutes of Health Clinical Diagnostic Criteria for NF112

Two or more of the following clinical features must be present:
Z6 café au lait macules of Z5 mm in greatest diameter in prepubertal individuals,

and >15 mm in greatest diameter in postpubertal individuals
Z2 neurofibromas of any type or 1 plexiform neurofibroma
Freckling in the axillary or inguinal regions
Optic glioma
Z2 iris hamartomas (Lisch nodules)
Bony lesion, such as sphenoid dysplasia or thinning of the long bone cortex with

or without pseudoarthrosis
First-degree relative with NF1 based on the above criteria

NF indicates neurofibromatosis.
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Neuroimaging reveals diffuse, tubular enlargement of the optic nerve.
Unlike optic gliomas, kinking of the optic nerve (a classic neuroimaging
sign of optic glioma) is not seen in ONSMs. On CT scan calcification
along the length of the optic nerve may be seen in 20% to 30% of
patients and is sometimes referred to as a ‘‘tram-track sign.’’ On MRI the
tumor is isointense with brain on T1 and T2-weighted images and
enhances homogeneously with gadolinium.17

For NF2-associated ONSM, orbital surgery is recommended when
tumor progression is seen on MRI or when the affected eye develops
proptosis or pain. If the ONSM presents as an isolated finding in the
orbit associated with good vision, then observation for any visual or
radiographic progression is recommended. If progression is noted,
3-dimensional conformal radiotherapy may be a better option than
surgery in some treatment centers.17

Bilateral vestibular schwannomas occur in about 95% of patients
with NF2. They often become apparent after visual symptoms develop
and often remain asymptomatic until young adulthood. These tumors
may cause unilateral or bilateral progressive hearing loss followed by
tinnitus and imbalance. Diplopia may later develop from compression of
the sixth cranial nerve, facial sensory loss from the fifth nerve, and facial
palsy from the seventh nerve.18

Figure 2. Axial T1-weighted magnetic resonance imaging reveals a left optic nerve sheath
meningioma.
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It is recommended that medical evaluation be performed at 10 to 12
years of age to include MRI of brain and spine, slit lamp examination,
audiogram, family history, and examination of first-degree relatives.18

The systemic clinical features essential to the diagnosis of NF2 are
summarized in Table 2.2

’ Tuberous Sclerosis

TSC is an autosomal dominant disorder, but up to 60% of cases have
no family history and are thought to represent spontaneous mutations
and associated with advanced paternal age.19 The estimated prevalence
is 1 in 10,000 to 1 in 26,500.20 Tuberous sclerosis is genetically
heterogeneous, in which 60% to 80% of mutations are related to 2
genes: the TSC1 gene on chromosome 9 encodes for the protein
hamartin21 and the TSC2 gene on chromosome 16 encodes for the
protein tuberin.22 TSC1 mutations occur more often in familial cases.
TSC2 mutations are more often associated with sporadic cases and more
severe disease.23

Astrocytic hamartomas of the retina and optic nerve are seen in
tuberous sclerosis in about 40% to 50% of individuals. They may be
bilateral in 34% to 50% of cases. They rarely lead to visual loss, unless
they are located in the macula or a vitreous hemorrhage develops. These
lesions initially appear as a smooth, translucent, gray, focally elevated
lesion and some may later calcify to mimic optic disc drusen, especially
when located on the surface of the disc. The noncalcified hamartomas
are the most common and are usually found in the posterior retinal pole.
Calcified, nodular, mulberry lesions are typically found at or near the
disc margin24 (Fig. 3). Unlike drusen, optical coherence tomography
reveals that retinal hamartomas are hyperreflective with disorganized
retinal layers, ‘‘moth-eaten’’ spaces, and posterior shadowing.25 Those
hamartomas located in the retina can mimic toxoplasmosis, toxocariasis,
and retinoblastoma. Fluorescein angiography reveals superficial vascu-
larization of the tumor during the venous phase and late staining.26

Pigmentary retinal abnormalities, such as punched-out areas of retinal

Table 2. National Institutes of Health Clinical Diagnostic Criteria for NF22

One of the following clinical features must be present:
Bilateral vestibular schwannomas
First-degree relative with NF2 and unilateral vestibular schwannoma or any 2 of

the following: meningioma, schwannoma, glioma, neurofibroma, posterior
subcapsular lenticular opacities

Unilateral vestibular schwannoma and any 2 of the following: meningioma,
schwannoma, glioma, neurofibroma, posterior subcapsular lenticular opacities

Multiple meningiomas and unilateral vestibular schwannoma or any 2 of the
following: schwannoma, glioma, neurofibroma, cataract

NF indicates neurofibromatosis.
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depigmentation, plaque-like lesions in the deep retina, and pigment
clumping may also be seen.24

Other nonretinal manifestations include early-onset cataracts, ha-
martomas of the iris pigment epithelium and ciliary body epithelium,
eyelid angiofibromas, strabismus, colobomas, and iris depigmentation.26

Cortical tubers appear as hyperintense T2 nodules on brain MRI.
Subependymal nodules, which are asymptomatic, are often located
along the lateral aspect of the ventricles between the thalamus and
caudate nucleus. They can become calcified with age and may be better
visualized on CT than MRI. Up to 15% may develop into subependymal
giant cell astrocytomas.27

Initial evaluation for children suspected of TSC includes screening
for seizures, neurodevelopmental testing, ophthalmologic examination,
skin examination in normal light and with a Wood’s lamp, MRI of brain,
electrocardiogram, and renal ultrasound. Gene mutational analysis for
TSC1 and TSC2, detectable in 60% to 80% of affected patients, is
commercially available for diagnosis of atypical cases and for genetic
counseling. Systemic features essential for the diagnosis of TSC are
summarized in Table 3.28 Treatment of complications of TSC is primarily

Figure 3. Astrocytic hamartoma adjacent to left optic disc. Courtesy of William F. Hoyt, MD.
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symptomatic at this time. Everolimus, an inhibitor of mammalian target
of rapamycin, was recently approved by the Food and Drug Admin-
istration for TSC patients with subependymal giant cell astrocytomas
who were not candidates for surgical resection (http://www.fda.gov).

’ Sturge-Weber Syndrome

Unlike the other neurocutaneous syndromes, Sturge-Weber syndrome
is not an inherited disorder. The facial hemangioma, or nevus flammeus, is
composed of venous dilatations with no capillary proliferation. The blood
vessels are derived from the choroid, meninges, and face. The deoxy-
genated blood in these venous channels gives the port-wine color to these
lesions.29

Glaucoma affects the eye ipsilateral to the facial telangiectasia in 30%
of cases and may lead to optic atrophy, buphthalmos, anisometropia, and
amblyopia usually within the first 2 years of life. Increased intraocular
pressure is thought to be related to elevated episcleral venous pressure or
to trabeculodysgenesis. Glaucomatous optic neuropathy and buphthalmos
are more commonly associated with hemangioma of the upper lid.30

Table 3. Revised Diagnostic Criteria for Tuberous Sclerosis Complex28

Major features
Facial angiofibromas or forehead plaque
Nontraumatic ungula or periungual fibroma
Z 3 hypomelanotic macules
Shagreen patch (connective tissue nevus)
Multiple retinal nodular hamartomas
Cortical tuber
Subependymal nodule
Subependymal giant cell astrocytoma
Single or multiple cardiac rhabdomyomas
Lymphangiomyomatosis
Renal angiomyolipoma

Minor features
Multiple, randomly distributed pits in dental enamel
Hamartomatous rectal polyps
Bone cysts
Cerebral white matter radial migration lines
Gingival fibromas
Nonrenal hamartoma
Retinal achromic patch
‘‘Confetti’’ skin lesions
Multiple renal cysts

Definite tuberous sclerosis complex: either 2 major features or 1 major feature plus
2 minor features
Probable tuberous sclerosis complex: 1 major and 1 minor feature
Possible tuberous sclerosis complex: either 1 major feature or Z2 minor features
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The leptomeningeal vascular malformation is similar to and ipsi-
lateral to the facial lesion. It is located between the pia and arachnoid
membranes in the occipitoparietal region, and can extend anteriorly.
Underlying cortical veins are absent or nonfunctioning, causing abnor-
mal cerebral venous drainage. The underlying cerebral cortex gradually
becomes atrophic and calcium deposits form in the vessels and super-
ficial cortex. These processes may lead to homonymous hemianopsia,
positive visual symptoms related to seizures, and hemiparesis. Impaired
cerebrospinal fluid absorption can also lead to elevated intracranial
pressure, papilledema, and headaches.31

The diagnosis of Sturge-Weber syndrome is based on demonstration
of the facial and leptomeningeal angiomata. MRI of the brain with
contrast may reveal enhancement of the meningeal angioma and
enlarged choroid plexus in the lateral ventricle ispilateral to the facial
hemangioma. No specific treatment exists for this disorder, except for
laser therapy for the port wine stain and medications for glaucoma and
seizures. Prognosis depends upon the extent of the leptomeningeal
angioma and its effect on cerebral cortex perfusion, and the severity of
ocular involvement.31

’ VHL Disease

VHL disease is an autosomal dominant disorder characterized by
retinal angiomas, cerebellar hemangioblastomas, renal cell carcinoma,
pheochromocytoma, and epididymal cystadenoma.32 The tumor sup-
pressor gene, VHL1, is located on chromosome 3p26,33 encoding for a
protein that regulates hypoxia-inducible genes. Overexpression of
hypoxia-inducible mRNAs, such as vascular endothelial growth factor,
leads to the high vascularization of VHL-related tumors.34

The hallmark feature of VHL disease is the retinal capillary
hemangioma, a red vascular tumor consisting of a small feeder arteriole
and draining venule that gradually enlarge and become globular. ‘‘Twin
vessels,’’ in which 2 blood vessels are separated by less than 1 venule
width and run parallel or overlapping each other, are a reliable retinal
sign for VHL syndrome. These lesions often develop in the temporal
peripheral retina and are bilateral in about half of cases.35 Retinal
capillary hemangiomas are often detected in the second or third decade
of life, before central nervous system hemangiomas or other systemic
tumors. Although they can be treated with retinal cryotherapy or laser
photoablation, depending upon their size and location, they have a
tendency to recur.36

Hemangioblastomas may occur in other regions of the visual
pathway and in the central nervous system. They may be located in
the optic nerve or chiasm causing optic neuropathy or proptosis. Sixty
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percent of patients develop a cerebellar hemangioblastoma during the
third decade of life. Its growth can lead to increased intracranial
pressure with neuro-ophthalmic signs, such as papilledema, sixth nerve
palsy, dorsal midbrain syndrome, and downbeat nystagmus.37 Treat-
ment of these vascular tumors with angiogenesis inhibitors is currently
being investigated.38

Systemic features essential for the diagnosis of VHL disease are
summarized in Table 4.39 VHL disease has 2 genetic variants. Type 1
involves the development of pheochromocytoma and type 2 does not.
Types 1 and 2B (with renal carcinoma) are the most common subtypes
that have a greater tendency to have retinal capillary hemangioblasto-
mas.39 Type 2A (without renal carcinoma) is least likely to have retinal
lesions and has the best visual prognosis.35

Recent case reports show that antiangiogenic agents, such as intra-
vitreal bevacizumab, pegaptanib, and ranibizumab, along with photo-
dynamic therapy resulted in a decrease in exudation, tumor regression,
and improved visual acuity. Whether vascular endothelial growth factor
is the ideal target in the inhibition of VHL-related tumor, growth is still
unproven.40

’ Ataxia Telangiectasia

AT is an autosomal recessive disorder that is characterized by
cerebellar ataxia, skin and eye telangiectasias, immune deficiency, and
a tendency to develop malignancies. The genes for AT map to
chromosome 11q22-11q23,41 encoding proteins involved in mitogenic
signal transduction, meiotic recombination, and cell cycle control.42

Bilateral bulbar conjunctival telangiectasias are the classic neuro-
ophthalmic features of AT that develop between 3 to 5 years of age.
These telangiectasias are located within the palpebral fissure and have
aneurysmal dilatations with sharp turns.43

Eye movement disorders related to cerebellar degeneration develop
later. Impaired gaze holding, impaired smooth pursuit, and cancellation
of vestibular slow phases are probably related to dysfunction of the
cerebellar flocculus and paraflocculus. Ocular motor apraxia is the
defective saccadic initiation and fixation disturbance in which saccades
have prolonged latency and hypometric amplitude, and compensatory
head movements are used to initiate gaze shifts.44

Table 4. Diagnostic Criteria for von Hippel-Lindau Disease39

A single hemangioblastoma of the central nervous system or retina and a visceral
manifestation (multiple renal, pancreatic, or hepatic cysts; pheochromocytoma,
renal carcinoma)

Definite family history and any one of the above manifestations
Presence of von Hippel-Lindau gene mutation
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Progressive cerebellar ataxia develops in early childhood at around 5
to 6 years of age. Movement disorders, such as choreoathetosis, myoclonic
jerks, and dystonia, also appear later. The increased sensitivity of
chromosome breakage with ionizing radiation and gene rearrangement
leads to the higher risk of developing malignancies. Almost all patients
have persistently elevated a-fetoprotein levels. Frequent sinopulmonary
infections predispose to pulmonary failure as the most common cause of
death.44 MRI of the brain reveals vermian atrophy with an enlarged fourth
ventricle and cisterna magna with minimal cerebellar hemispheric
atrophy.45 The diagnostic criteria for AT are summarized in Table 5.44

’ Summary

This review highlights the diagnostic criteria and neuro-ophthalmic
symptoms and signs of the more commonly seen neurocutaneous
disorders, including NF1 and NF2, tuberous sclerosis, VHL disease,
Sturge-Weber disease, and AT. The distinct neuro-ophthalmic features in
each of these hereditary and congenital disorders play an important role
in clinical diagnosis.

The author declares that there are no conflicts of interest to disclose.

’ References

1. Farrell CJ, Plotkin SR. Genetic causes of brain tumors: neurofibromatosis, tuberous
sclerosis, von Hippel-Lindau, and other syndromes. Neurol Clin. 2007;25:
925–946,viii.

2. Stumpf DA, Alksne JF, Annegers JF. Neurofibromatosis. Conference statement.
National Institutes of Health Consensus Development Conference. Arch Neurol.
1988;45:575–578.

Table 5. Diagnostic Criteria for Ataxia Telangiectasia44

Definitive diagnosis
Increased radiation-induced chromosomal breakage in cultured cells or progres-
sive cerebellar ataxia with mutations on both alleles of ATM

Probable-progressive cerebellar ataxia with 3 of the following 4 features:
1. Ocular or facial telangiectasia
2. Serum IgA at least 2 SD below normal for age
3. Alpha fetoprotein at least 2 SD above normal for age
4. Increased radiation-induced chromosomal breakage in cultured cells

Possible progressive cerebellar ataxia with at least 1 of the following 4 features:
1. Ocular or facial telangiectasia
2. Serum IgA at least 2 SD below normal for age
3. Alpha fetoprotein at least 2 SD above normal for age
4. Increased chromosomal breakage after exposure to radiation

Neuro-ophth in Neurocutaneous Syndromes ’ 83

www.internat-ophthalmology.com



3. Gutmann DH, Collins FS. Recent progress toward understanding the molecular
biology of von Recklinghausen neurofibromatosis. Ann Neurol. 1992;31:555–561.

4. Bolande RP. Neurofibromatosis—the quintessential neurocristopathy: pathogenetic
concepts and relationships. Adv Neurol. 1981;29:67–75.

5. Ragge NK, Falk RE, Cohen WE, et al. Images of Lisch nodules across the spectrum.
Eye. 1993;7:(Pt 1):95–101.

6. Celli P, Ferrante L, Acqui M, et al. Neurinoma of the third, fourth, and sixth cranial
nerves: a survey and report of a new fourth nerve case. Surg Neurol. 1992;38:216–224.

7. Miller NR. Walsh and Hoyt’s Clinical Neuro-Ophthalmology. vol. 3:Baltimore: Lippincott,
Williams & Wilkins; 1991:1516.

8. Blazo MA, Lewis RA, Chintagumpala MM, et al. Outcomes of systematic screening for
optic pathway tumors in children with neurofibromatosis type 1. Am J Med Genet A.
2004;127A:224–229.

9. Listernick R, Ferner RE, Liu GT, et al. Optic pathway gliomas in neurofibromatosis-1:
controversies and recommendations. Ann Neurol. 2007;61:189–198.

10. King A, Listernick R, Charrow J, et al. Optic pathway gliomas in neurofibromatosis
type 1: the effect of presenting symptoms on outcome. Am J Med Genet A.
2003;122A:95–99.

11. Dutton JJ. Gliomas of the anterior visual pathway. Surv Ophthalmol. 1994;38:427–452.
12. Hoyt WF, Fletcher WA, Imes RK. Chiasmal gliomas. Appearance and long-term

changes demonstrated by computerized tomography. Prog Exp Tumor Res. 1987;30:
113–121.

13. Tsukita S, Yonemura S. ERM (ezrin/radixin/moesin) family: from cytoskeleton to
signal transduction. Curr Opin Cell Biol. 1997;9:70–75.

14. Feucht M, Kluwe L, Mautner VF, et al. Correlation of nonsense and frameshift
mutations with severity of retinal abnormalities in neurofibromatosis. Arch Ophthalmol.
2008;126:1376–1380.

15. Dossetor FM, Landau K, Hoyt WF. Optic disk glioma in neurofibromatosis type 2. Am
J Ophthalmol. 1989;108:602–603.

16. Kaiser-Kupfer MI, Freidlin V, Datiles MB, et al. The association of posterior capsular
lens opacities with bilateral acoustic neuromas in patients with neurofibromatosis
type 2. Arch Ophthalmol. 1989;107:541–544.

17. Chan JW. Compressive and infiltrative optic neuropathies. In: Chan JW, ed. Optic
Nerve Disorders: Diagnosis and Management. New York: Springer-Verlag; 2007: 88–91.

18. Evans DG, Baser ME, O’Reilly B, et al. Management of the patient and family
with neurofibromatosis 2: a consensus conference statement. Br J Neurosurg. 2005;19:
5–12.

19. Schwartz RA, Fernández G, Kotulska K, et al. Tuberous sclerosis complex: advances
in diagnosis, genetics, and management. J Am Acad Dermatol. 2007;57:189–202.

20. Webb DW, Fryer AE, Osborne JP. Morbidity associated with tuberous sclerosis: a
population study. Dev Med Child Neurol. 1996;38:146–155.

21. Fryer AE, Chalmers A, Connor JM, et al. Evidence that the gene for tuberous sclerosis
is on chromosome 9. Lancet. 1987;1:659–661.

22. Kandt RS, Haines JL, Smith M, et al. Linkage of an important gene locus for tuberous
sclerosis to a chromosome 16 marker for polycystic kidney disease. Nat Genet.
1992;2:37–41.

23. Dabora SL, Jozwiak S, Franz DN, et al. Mutational analysis in a cohort of 224 tuberous
sclerosis patients indicates increased severity of TSC2, compared with TSC1, disease
in multiple organs. Am J Hum Genet. 2001;68:64–80.

24. Gass JD. Stereoscopic Atlas of Diffuse Macular Disease: Diagnosis and Treatment. vol 2:3rd
ed. St Louis, MO: CV Mosby; 1990: 640–648.

25. Shields CL, Benevides R, Materin MA, et al. Optical coherence tomography of retinal
astrocytic hamartoma in 15 cases. Ophthalmology. 2006;113:1553–1557.

84 ’ Chan

www.internat-ophthalmology.com



26. Rowley SA, O’Callaghan FJ, Osborne JP. Ophthalmic manifestations of tuberous
sclerosis: a population based study. Br J Ophthalmol. 2001;85:420–423.

27. Smirniotopoulos JG, Murphy FM. The phakomatoses. Am J Neuroradiol. 1992;
13:725–746.

28. Roach ES, Gomez MR, Northrup H. Tuberous sclerosis complex consensus confer-
ence: revised clinical diagnostic criteria. J Child Neurol. 1993;13:624–628.

29. Barsky SH, Rosen S, Geer DE, et al. The nature and evolution of port wine stains:
a computer-assisted study. J Invest Dermatol. 1980;74:154–157.

30. Cibis GW, Tripathi RC, Tripathi BJ. Glaucoma in Sturge-Weber syndrome. Oph-
thalmology. 1984;91:1061–1071.

31. Selhorst JB. Phakomatosis. In: Miller NR, Newman NJ, eds. Walsh and Hoyt’s Clinical
Neuro-Ophthalmology. 5th ed. Baltimore: Lippincott, Williams & Wilkins; 1998: 2647–44.

32. Hardwig P, Robertson DM. von Hippel-Lindau disease: a familial, often lethal, multi-
system phakomatosis. Ophthalmology. 1984;91:263–270.

33. Seizinger BR, Rouleau GA, Ozelius LJ, et al. von Hippel-Lindau disease maps to the
region of chromosome 3 associated with renal cell carcinoma. Nature. 1988;332:268–269.

34. Kondo K, Kaelin WG Jr. The von Hippel-Lindau tumor suppressor gene. Exp Cell
Res. 2001;264:117–125.

35. Wong WT, Agrón E, Coleman HR, et al. Clinical characterization of retinal capillary
hemangioblastomas in a large population of patients with von Hippel-Lindau disease.
Ophthalmology. 2008;115:181–188.

36. Jesberg DO, Spencer WH, Hoyt WF. Incipient lesions of von Hippel-Lindau disease.
Arch Ophthalmol. 1968;80:632–640.

37. Meyerle CB, Dahr SS, Wetjen NM, et al. Clinical course of retrobulbar hemangio-
blastomas in von Hippel-Lindau disease. Ophthalmology. 2008;115:1382–1389.

38. Madhusudan S, Deplanque G, Braybrooke JP, et al. Antiangiogenic therapy for von
Hippel-Lindau disease. JAMA. 2004;291:943–944.

39. Crossey PA, Richards FM, Foster K, et al. Identification of intragenic mutations in the
von Hippel-Lindau disease tumour suppressor gene and correlation with disease
phenotype. Hum Mol Genet. 1994;3:1303–1308.

40. Wong WT, Chew EY. Ocular von Hippel-Lindau disease: clinical update and
emerging treatments. Curr Opin Ophthalmol. 2008;19:213–217.

41. Gatti RA, Berkel I, Boder E, et al. Localization of an ataxia-telangiectasia gene to
chromosome 11q22-23. Nature. 1988;336:577–580.

42. Savitsky K, Bar-Shira A, Gilad S, et al. A single ataxia telangiectasia gene with a
product similar to PI-3 kinase. Science. 1995;268:1749–1753.

43. Stell R, Bronstein AM, Plant GT, et al. Ataxia telangiectasia: a reappraisal of the ocular
motor features and their value in the diagnosis of atypical cases. Mov Disord.
1989;4:320–329.

44. Conley ME, Notarangelo LD, Etzioni A. Diagnostic criteria for primary immunode-
ficiencies. Representing PAGID (Pan-American Group for Immunodeficiency) and
ESID (European Society for Immunodeficiencies). Clin Immunol. 1999;93:190–197.

45. Farina L, Uggetti C, Ottolini A, et al. Ataxia telangiectasia: MR and CT findings.
J Comput Assist Tomogr. 1994;18:724–727.

Neuro-ophth in Neurocutaneous Syndromes ’ 85

www.internat-ophthalmology.com




