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Coexistence of the Vitiligo and the Pemphigus vulgaris

Coexistencia de Vitíligo y Pénfigo vulgar

1,a,*Andrei Kochubei-Hurtado

A 34 year old male patient without important medical antecedents for the specialty, comes to medical consultation 
because he came to have blistering lesions in the mouth and thorax anterior and posterior with 8 months of 
evolution, which progress to multiple eroded and crusty lesions with positive Nikolsky; Additionally, he presents 
acromic macules in the chest and abdomen with an unspecified period (Images 1, 2 and 3); for this reason himself 
was treated with in natural form with unidentified herbs. Vitiligo and pemphigus vulgaris were diagnosed with the 
clinical signs it presented. He was scheduled for skin biopsy of some of the blistering, but the patient did not return.

                     Image 1             Image 2    Image 3
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The Pemphigus vulgaris is a severe mucocu-
taneous disease of an autoimmune nature that 
manifests with vesicles or blistering of a 
transient nature and of a liquid and aqueous 
content. They can appear almost in any 
location of the body, although they usually do 
them preferably in the trunk of the body and 
limbs. These lesions break easily, after which 
they leave an ulcerated appearance surface, 
which results in a scab that will subsequently 
heal and lead to an alteration of skin pigmen-
tation. The diagnosis of pemphigus is based on 
the medical antecedents, the recognition of the 
lesions, the positive Nikolsky sign and the 
positive Asboe-Hansen and a histological 
study associated with immunofluorescence 
when it is available (1).

The Vitiligo is a leukoderma to belong to a 
group of diseases that are distinguished by the 
lack of pigmentation in the skin, caused by the 
absence or inability of melanocytes to produce 
melanin (2). Its diagnosis is made by 
visualizing the acromic macules on the skin or 
with the help of Wood's light. At the present, the 
etiology and pathogenesis of the disease is 

unknown and there is no single unique 
treatment (3). 

The presence of vitiligo is associated with the 
following autoimmune diseases (4):
1. Autoimmune polyendocrinopathy syndrome 

type 1 (APS1), type 2 (APS2, Schmidt 
syndrome), type 3 an type 4.

2. Graves' disease or autoimmune Thyroiditis.
3. Addison´s disease.
4. Pernicious anemia.
5. Myasthenia Gravis.
6. Alopecia Areata.
7. Pemphigus vulgaris.
8. Morphea.
9. Type 1Diabetes mellitus.
10. Rheumatoid arthritis.
11. Systemic lupus erythematosus and Discoid 

lupus erythematosus.

At least 30% of the patients with vitiligo suffer 
an association with another immune disease.

The mechanism of association between vitiligo 
and pemphigus vulgaris is unknown and the 
intention to report this case it was due to the low 
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frequency of clinical cases reported with the 
coexistence of both diseases and to the few 
publications about this item in Spanish langua-
ge.
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Invasive strategy in high risk unstable Angina

Estrategia invasiva en Angina inestable de Alto riesgo

1,a,*Rodolfo Vega-Candelario

Fig. Emergent invasive approach in a patient with high-risk unstable angina and atypical 
electrocardiographic changes with very low LVEF.
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A 58-year-old man, after severe stress at work, 
began with intense pain, retrosternal, radiating 
to the jaw and both upper limbs, profuse 
sweating, paleness, vomiting and a feeling of 
imminent death lasting more than an hour. He 
is received by an emergency cardiologist and 
intensivist, with arrhythmic heart sounds, third 
left heart sound, and fine crackling rales in both 
lung bases. Cardiovascular monitoring and 
support measures such as rest, oximetry, 
oxygen therapy and hemodynamic care are 
monitored.

On electrocardiograms, there was instability as 
depressed ST with negative, symmetrical, very 
deep T in the entire anterior face (V1, V2, V3, 
V4, V5, V6) (ECG: I), then left bundle branch 
block (ECG: II) the Troponin, the CPKMB, and 
the CPK remained normal. The clinical case 
becomes more intense and dangerous in the 
coronary intensive care unit, with sustained 
and in tense angor,  pa l lo r,  dyspnea, 
palpitations, sweating, arrhythmias, LV systolic 
dysfunction and hemodynamic compromise 
begins, he is administered sublingual 
nitroglycerin and then intravenously until 0.5 

mcg / Kg / min. It is supported with Dobutamine. 
On echocardiogram: Left ventricular ejection 
fraction (LVEF) of 36%. Due to the severity of 
the clinical, electrocardiographic and LVEF 
symptoms, the activation of the hemodynamic 
service was accelerated. The emerging 
hemodynamic approach was followed and it 
turned out (Fig.):

Fig. Were visualized 90% right coronary (RC) 
proximal and distal long obstructions (2A). The 
PTCAs were performed and 2 conventional 
Stens (2B) were placed. The obstruction of the 
proximal third of 90% of the anterior 
descending coronary artery (DCA) and 95% of 
the left circumflex artery (ACL) (2C), performed 
PTCA and placed Stens on the drug-active DA, 
but due to the risk-benefit, it was decided do 
nothing in LCA (2D).
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