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Abstract

Spontaneous coronary artery dissection (SCAD) is a rare diagnosis 
that presents both a diagnostic and therapeutic challenge. This disor-
der is rare but more often found in young and pregnant females. The 
diagnosis of SCAD is difficult as the presenting signs and symptoms 
may be non-specific. The treatment for SCAD may often be conserva-
tive if the patient does not have acute coronary syndrome. Patients 
who experience dissection are at risk for future events. We present a 
case of a 44-year-old male with a history of smoking and hyperten-
sion who presented with chest pain and syncope. He was found on 
angiogram to have an SCAD.
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Introduction

We describe a case of a 44-year-old male with coronary artery 
disease risk factors who presented with chest pain and synco-
pe. On angiogram, the patient was found to have a spontaneous 
coronary artery dissection (SCAD). This is a rather rare pres-
entation in this patient subset that presents a diagnostic and 
therapeutic challenge. Spontaneous dissections are more often 
seen in young women and pregnant women as well. Clinicians 
must be aware of similar cases of SCAD and therapeutic op-
tions for these patients.

Case Report

The patient is a 44-year-old male with a history of smoking 
and hypertension who presented to the office complaining of 

chest pain and episodes of recurrent syncope. Because of his 
presenting symptoms, he was taken for cardiac catheteriza-
tion. During his angiogram, he was found to have a chronic 
dissection of the mid left anterior descending (LAD) artery 
which filled via left-to-left septal collaterals (Fig. 1). He was 
also found to have non-occlusive disease to his first obtuse 
marginal branch. He was treated conservatively with medical 
management. Upon follow-up, he continued to have typical 
angina with activity and rest. His exercise capacity was greatly 
limited due to ongoing chest pain.

Upon examination, the patient’s vitals were a tempera-
ture of 97.9 °F, blood pressure of 123/86 mm Hg, heart rate 
of 56 beats per minute, respiratory rate of 16 per minute and 
saturating 96% on room air. He was not in acute distress, and 
his heart was a regular rate and rhythm without murmurs. His 
lungs were clear to auscultation bilaterally. He was perfus-
ing all four extremities and they were free of lower extremity 
edema. Because of the progressive and limiting nature of his 
angina, the patient was scheduled for a repeat angiogram. Dur-
ing this procedure, the chronic LAD occlusion was not able 
to be intervened due to a perforation of the LAD (Fig. 2). A 
2D echocardiogram was performed later which did not reveal 
a pericardial effusion. His ejection fraction was found to be 
normal at 60%.
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Figure 1. First angiogram revealing chronic mid LAD dissection filled 
by collaterals. 
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Discussion

SCAD is a rare diagnosis that presents both a diagnostic and 
therapeutic challenge. The incidence has been widely reported 
as anywhere from 0.28% and 1.1% [1]. The amount of new 
cases has increased likely due to availability of coronary an-
giography and more awareness of the diagnosis. Also con-
tributing to an increase in incidence is the newly described 
angiographic variants of SCAD. A new estimate of SCAD in 
patients presenting with ACS is 1.7-4% [2]. Women have been 
reported in over 90% of cases with many cases also reported 
on pregnant females. Males who have been reported tend to be 
younger as well [2-4].

Arterial dissection in SCAD can occur within or be-
tween any of the three layers of the arterial wall. Two pos-
sible mechanisms for the initiation of arterial dissection have 
been proposed. The first is the intimal tear hypothesis in which 
a disruption in the intimal-luminal junction creates a nidus 
for intramural hematoma and separation of the arterial wall. 
The second mechanism is the medial hemorrhage hypothesis 
in which a hemorrhage occurs within the arterial wall due to 
spontaneous rupture of the vasa vasorum. This can cause a rup-
ture into the true lumen in an almost reverse intimal rupture. 
In both cases, the principle abnormality is a plane of dissection 
which causes compression of the true lumen and threatens dis-
tal blood flow [1, 2].

Diagnosis of SCAD is difficult as there may be many pre-
senting signs and symptoms that are similar to acute coro-
nary syndrome. Electrocardiograms can be non-specific but 
may also show ST-segment changes, ventricular tachycardia, 
or ventricular fibrillation arrest [3]. Echocardiogram and bio-
markers may be useful but can also be non-specific as well. 
Generally, cardiac angiogram is the diagnostic modality of 
choice. There may be a clear appearance of dissection with 
a false lumen [1]. Data show a higher incidence of spontane-

ous dissections, many found post-mortem, than are reported 
on angiography. The use of intravascular ultrasound may be 
added to find dissections not easily found on angiography. Ul-
trasound increases the sensitivity of detection of medial dis-
section, hematoma, or small plaques [5]. The ability of these 
tools has increased the diagnosis of SCAD as much of the 
presentation may be non-specific in patients who may not 
have coronary risk factors [2].

Treatment for SCAD can be either conservative or invasive 
in nature and is often based on presentation. Medical therapy 
may be appropriate in clinically stable patients with a limited 
dissection and small area of myocardium at risk. In a prospec-
tive study of 168 patients by Almeda et al, patients treated con-
servatively did develop spontaneous healing of their dissection 
[3]. Conservative therapy has been proven in several trials to 
have an excellent long-term prognosis [6]. Several cases have 
reported need for revascularization including a patient with 
cocaine abuse who had a left main artery dissection extending 
distally to the LAD and circumflex artery requiring four ves-
sel coronary artery bypass grafting [7]. Percutaneous coronary 
intervention (PCI) has often been preferred to bypass grafting; 
however, thrombolytics have not been suggested for theoreti-
cal concerns [1, 8]. PCI does have a higher rate of complica-
tion than conservative therapy and may not prevent recurrent 
SCAD from occurring [9].

In conclusion, our patient was having episodic angina but 
was hemodynamically stable without EKG changes. He was 
treated conservatively initially; however, he returned to the 
clinic with worsening symptoms. Upon reevaluation, he was 
found to be worsening and a repeat angiogram was performed 
without intervention. Conservative management, with medical 
treatment, was correctly given upon initial discovery of the pa-
tient’s chronic spontaneous coronary artery dissection. When 
the patient’s symptoms worsened, it is reasonable to believe 
the patient failed medical therapy. Clinicians need to be aware 
of SCAD because it can occur in patients with minimal or no 
cardiac risk factors. More research needs to be performed on 
methods to treat patients who fail medical therapy.
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