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Spontaneous coronary artery dissection (SCAD) is a rare cause of 

myocardialinfarction (MI). It usually strikes young patients, 

predominantly women, with orwithoutany cardiovascular riskfactors. 

Wereportthecaseofa52yearsoldwomanwithaspontaneouscoronaryarteryd

issectionrevealedduringtheinvestigationofunstableangina. 
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Introduction:- 
Spontaneous coronary artery dissection (SCAD) is a rare cause of myocardialinfarction (MI). It usually strikes young 

patients, predominantly women, with orwithoutany cardiovascular riskfactors [1] . 

 

SCADisdefinedasanepicardialcoronaryarterydissectionthatisnotassociatedwithatherosclerosisortraumaandnotiatrogeni

c.Themainmachineryofmyocardial damage appearing as a consequence of SCAD is coronary 

arteryobstructioninstigatedbyformationofanintramuralhematoma(IMH)orintimaldisruptionratherthanatheroscleroticpla

queruptureorintraluminalthrombus.Initiallyseenasafatalconditionsinceitsfirstdescriptionin1931byPretty[2],itisnowclear

thatitisadifferententityfromatherosclerosisanditsmanagementshouldbedifferent,alsorecentreportshaverefutedthesemisc

onceptions. 

 

Wereportthecaseofa52yearsoldwomanwithaspontaneouscoronaryarterydissectionrevealedduringtheinvestigationofunst

ableangina. 

 

Casereport 

A 52-year-old woman presented to the emergency room with severe chest 

paintriggeredbyphysicalexerciseandstress.Shedescribedmilderepisodeshappening the previous weeks. She had no 
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current cardiovascular risk factors,except for smoking cessation 23 years before. She is known hypertensive 

anddiabeticbothwellcontrolled underadequatetreatment. 

 

Vital signs on admission were blood pressure 119/73 mmHg, pulse 76 beats/min,temperature 36.8 °C, respiratory rate 16 

breaths/min, SpO2 95% on room air andbody mass index (BMI) 27.9 kg/m2. Physical examination was unremarkable, 

andthepatient remainedhemodynamicallystable. 

 

The chest X-ray was normal and the EKG showed a negative T wave in DI-II-III,aVL-aVF, V4-5-6, and QS aspect 

with large positive T wave in V1-2-3, we alsonotedanincomplete leftbundle blocin V5-6(Figure 1). 

 

High sensitivity troponin T was 500 ng/L compatible with an acute coronarysyndrome(ACS). 

 

Thetransthoracicechocardiography(TTE)showedanon-dilatedandnon-

hypertrophiedleftventriculi,withaconservedsystolicfunction(systolicejectionfractionestimatedat60%).Thestudyoftheve

ntricularwallscontractionshowed a hypokinesia in the apex and the anterior wall (lateral and septal). TherestTTE was 

normal. 

 

Coronaryangiographyscheduledthesamedayshowedanormalcoronaryarterial system except a type 1 (of The National 

Heart, Lung, and Blood Institute(NHLBI)classificationschemeforcoronarydissection)spontaneousdissectionofthe 

second portion of anterior interventricular artery (Figures 2,3 and 4). Weopted for a conservative treatment strategy 

taking in consideration that thedistalflow wasnormalandthe otherarterieswerenormaltoo. 

 

Discussion:- 
SCADisdescribedasthedissectionofanepicardialcoronaryarterynotassociatedwithatherosclerosis,traumaoriatrogenic[1,

3].SCADisanuncommon but possibly lethal entity described mostly in young women. It isdesignated as the cause of 

myocardial infarction in more than 30 per-cent ofwomen under 50 years of age [1, 2]. The usual age of patients with 

SCAD whendiagnosedfluctuateswithinindifferentseriesfrom45to55years,thoughSCADcases have been described in 

patients below 20 and above 80 years [1, 2]. Ourpatientwas 52years-oldwhen diagnosedwith SCAD. 

 

AlthoughcommonlySCADmaybeatheroscleroticornon-atheroscleroticinorigin, modern studies have dedicated their 

work to the non-atheroscleroticvariant, knowing that the pathophysiology, management, and outcomes 

aredistinctivefromatheroscleroticcoronaryarterydisease(whichcausesatheroscleroticSCAD).Assuch,contemporaryusag

eoftheterm‘SCAD’istypicallysynonymouswith non-atheroscleroticSCAD [4]. 

 

SCAD may be a consequence of an intimal-medial slit that can be visible 

asnumerousradiolucentlumensonangiography,oritmayresultfromspontaneoushemorrhageintothearterialwallthatcanbea

ngiographically subtle.Infact,<30%ofSCADhaveangiographictype1appearance(pathognomonic contrast stain of 

arterial wall with multiple radiolucent 

lumen)intheauthor’slargecontemporaryseries[4,5].Inourcaseasseeninthefigureswe can clearly notice the 

pathognomonic contrast stain of arterial wall withmultipleradiolucent lumen. 

 

Withitsspatialresolutionof10–20mmsuperiortoIVUS(150mm)fordelineating the lumen-intimal interface and for 

picturing intraluminal thrombi,false lumen, and intimal slits. Its principal downsides compared with IVUS arethe 

possible risks of hydraulic extension of a dissection with forceful contrastinjection, and acute kidney injury due to 

higher amount of contrast media used[6, 7]. Other risks with intracoronary imaging include extending the 

coronarydissection with the wire or imaging catheter, catheter-induced occlusion, andguide-catheter iatrogenic 

dissection[8]. Therefore, intracoronary imaging 

shouldonlybepursuedinadequatelysizedvessels,whencoronaryangiographicdiagnosisis uncertain[4]. 

 

The ideal treatment for SCAD has still to be determined and single-

centredretrospectivecohortstudiesarestillourbestsourceofevidence[9]. 

 

Conservativetreatmentinastablepatientwithnormaldistalflowisnowencouraged as the treatment strategy of choice; 

follow-up angiography hasshowncompletespontaneousresolutionforsuchpatients[10]. 

 

Primarycoronaryintervention(PCI)hasapotentiallycriticalrole,butappropriateselectionisrequiredbasedonthepresenceofis

chemiaorinfarction. Technical failure is frequently due to the passage of the wire into thefalse lumen and loss of 
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coronary blood flow from the propagation of 

dissectionfollowingstentplacement[11].RevascularizationwithPCI,orcoronaryartery 

bypassgrafting(CABG)contingenttocoronaryanatomyandoperatorskill,shouldbereservedforpatientswithhigh-

riskfeatures,suchasongoingischemia,recurrentchestpains,leftmainarterydissection,ventriculararrhythmias, or 

hemodynamic instability (Figure 5) [4]. In our case we havechosen a conservative treatment knowing that the distal 

flow was normal, andthe SCAD type was a type 1. We still have to carefully follow up our patient 

inthenextmonths,afollowupangiographyisscheduledinthenextmonth. 

 

SCAD is a rare condition, but it must be considered in the differential diagnosisof acute myocardial infarction in 

younger patients with no cardiac risk factors.Although our patient had various cardiovascular risk factors such as 

diabetes,highblood pressure, and obesity. 

 

Figures 

Figure1:- PatientEKG. 
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Figure2:- Normalangiographyoftherightcoronaryartery. 

 

Figure3:- Angiographyoftheleftcoronaryarteryshowingatype1SCADoftheanteriorinterventricular artery(red 

arrow). 
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Figure4:- Angiographyoftheleftcoronaryarteryshowingatype1SCADoftheanteriorinterventricular artery(red 

arrow). 

 

Figure5:- Recommendedtreatmentalgorithmwithspontaneouscoronaryarterydissection[12] 
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Conclusion:- 
Understanding the nuances of SCAD, a nonatherosclerotic etiology of ACS, 

iscriticaltoimprovingdeliveryofcaretowomen.Itisindeedararecondition,butitmustbeconsideredinthedifferentialdiagnosis

ofacutemyocardialinfarctionin younger patientswithnocardiacrisk factors. 
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