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ABSTRACT

Aims: Spontaneous coronary artery dissection is a random rupture of the coronary artery wall, which may lead 
to ischemia of the heart tissue. 30% of the cases are male patients. The aim of this article is to report a patient with 
spontaneous coronary artery dissection, raise awareness and extend the literature.

Case Report: A 43-year-old male patient was presented to Trakya University Hospital with a complaint of persis-
tent chest pain. The patient underwent coronary angiography, revealing spontaneous coronary artery dissection in 
the left anterior descending artery and circumflex artery.

Conclusion: In this case report, we demonstrated the diagnosis of spontaneous coronary artery dissection with 
coronary angiography. Our patient had the most common dissection, left anterior descending artery, right coronary 
artery and left main coronary artery. Only medical therapy could be started for the patient due to his voluntary dis-
charge.
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INTRODUCTION

   Spontaneous coronary artery dissection (SCAD) is 
a random rupture of the coronary artery wall. SCAD 
is a rare defect, mostly affecting women. Especially in 
peripartum period, it can be fatal (1-3). The severity of 
SCAD is determined by obstruction ratio of blood flow 
and the diagnosis is generally made with coronary an-
giography (CAG) (4). Currently, management of SCAD 
is largely based on expert opinions (5). Medications 
may be administered to prevent coagulation and to re-
duce chest pain, blood pressure, cholesterol. Another 
treatment method for SCAD is percutaneous coronary 
intervention. 

   Spontaneous coronary artery dissection is not a 
newly discovered case. It was first reported by Pret-
ty (1931) after the unexpected death of a patient who 
had symptoms such as vomiting, indicating coronary 
artery rupture (6). With the advances in imaging and 
diagnostic techniques, awareness of SCAD has raised 
greatly (7).

   There is not consensus on categorizing SCAD.
Traditionally, patients with SCAD are studied under 

four groups: patients with congenital connective tis-
sue disorders that cause arterial wall defects, idiopathic 
SCAD, women in the peripartum period and patients 
suffering from atherosclerosis, particularly men at the 
age of 55 on average (8). However, on the contrary, mo-
dern definition of SCAD excludes patients with athe-
rosclerosis (5). 

   There are two possible ways for the development of 
intramural hematoma  with SCAD. The first one is inti-
mal rupture causing blood flow into the intimal space, 
generating a false lumen within the artery; the second 
one is rupture of the vasa vasorum (9). 

   Three different monitoring methods can be used to 
diagnose SCAD. The first one is coronary angiograp-
hy which provides a two-dimensional image limits the 
identification of the type of luminal obstruction (10). 
The second way is optical coherence tomography and 
intravascular ultrasound that gives information about 
the condition of the artery wall. Compared to CAG that 
only shows the lumen, which can be of advantage (11). 
The third way is cardiac computed tomography that is 
not common to evaluate SCAD due to its lower resolu-
tion (11). This method can only be used if the dissecti-
on is formed in a proximal segment of the artery (12).
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   The aim of this article is to report a patient with 
spontaneous coronary artery dissection, raise aware-
ness and extend the literature.

CASE REPORT

   A 43-year-old male patient presented to an outside 
facility complaining of chest pain, then was referred to 
Trakya University Hospital  after his cardiac stress test 
results were found significant. The patient had a history 
of urinary tract infection; however a history of diabe-
tes mellitus, hypertension, old myocardial infarction or 
coronary artery disease were not present. Continuous 
usage of tobacco and alcohol was noted. The drugs used 
by our patient were acetylsalicylic acid (ASA) and beta 
blockers. His blood pressure was 135 mmHg systolic 
and 70 mmHg diastolic on admission. His electrocar-
diogram (ECG) had negative T waves in V5-V6 (Figu-
re 1). Physical examinations were normal in this case. 
Echocardiography that was performed before CAG re-
vealed the following results: systolic dysfunction, glo-
bal hypokinesia, ejection fraction deficiency, concent-
ric hypertrophy and type 1 diastolic dysfunction in the 
left ventricle; mild mitral and aortal insufficiencies. An 
appointment was scheduled for coronary angiography 
and routine tests.
   
   The patient was hospitalized in the cardiology unit 
one day before CAG and his usual medication was pro-
vided. Routine tests showed high platelet distribution 
width, high number of basophils, high levels of LDL-C, 
ALT, CRP, Ig-G, prothrombin time and low mean pla-
telet volume and sodium levels.

Figure 1: ECG findings of the patient, revealing negative T wave in V5-V6.

   Coronary angiography revealed spontaneous spiral 
diffuse dissection of circumflex artery (CX), starting 
from the proximal part and extending to the middle , 
dissection of the left anterior descending artery (LAD), 
starting from the proximal part and extending to S2 
(Figure 2). Distal Thrombolysis in Myocardial Infarc-
tion (TIMI) 3 flow was detected in both CX and LAD. 
In ventriculography, anterior apical and inferior hypo-
kinesia was found. The board diagnosed the case as co-
ronary artery disease. Myocardial perfusion scanning 
(MPS) was considered necessary and scheduled.

   Spironolactone, clopidogrel, perindopril, beta blo-
ckers and acetylsalicylic acid were given until his dis-
charge. As a result of this medication regimen, angina 
disappeared and his systolic blood pressure decreased 
to 110 mmHg. While the patient was still being moni-
tored in the cardiology service, another CAG was per-
formed to check if any further operation is needed.

   The second CAG revealed a dissection and 70% ste-
nosis after the first diagonal branch (D1) and 70% ste-
nosis in the ostium of D1; also, a 5 cm spiral dissection 
starting from proximal and extending to the distal part 
of CX. For the treatment decision (medication, stent 
implantation or coronary artery bypass grafting), the 
board decided to evaulate the MPS results. 

   The patient wanted to be discharged even when he 
was informed about all the risks of his condition before 
MPS was done. Perindopril, clopidogrel, ASA, atorvas-
tatin, pantoprazole and metoprolol were given to the 
patient for regular use after his discharge.
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Figure 2: CAG findings of the patient, revealing dissections of LAD and CX, normal right coronary artery.

DISCUSSION

   Gender distribution for SCAD is unbalanced. 30% 
of the SCAD patients are male, as in our case (13, 14). 
There were no risk factors present for our patient, apart 
from an intensive use of tobacco and alcohol. The most 
common three dissection areas are LAD, right coro-
nary artery and left main artery, respectively (15). Our 
patient had a dissection of LAD, which is the most 
frequently involved coronary artery. 

   Depending on the severity of ischemia, culminati-
on in acute coronary syndrome (ACS) and clinical fin-
dings, coronary reperfusion can be provided with stent 
implantation in spontaneaus dissections. Coronary ar-
tery bypass grafting can be offered to the patients with 
coronary anatomies that are unsuitable for stent imp-
lantation or in clinically stable patients without angina 
and ACS, medical therapy can be a choice.

   In the management of SCAD, medical therapy 
plays an important role. Medication includes beta-blo-
ckers, angiotensin-receptor blockers, anticoagulants, 
thrombolytic therapies, antiplatelet therapies and li-
pid-lowering therapies (5). As our patient was clinically 
stable and did not have angina or ACS, the decision for 
a MPS analysis was made in order to determine if the 
dissections resulted in a serious ischemia. In our case, 
medical therapy was the only treatment as the patient 
denied MPS analysis and treatment, and wanted to be 
discharged, preventing us from making the analysis 
and completing the treatment.

   To conclude, CAG is the current gold standard to 
diagnose SCAD. According to size and the type of the 
dissection, appropriate treatment should be determi-
ned by specialists.
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