
© 2019 Journal of Family Medicine and Primary Care | Published by Wolters Kluwer ‑ Medknow	 3739

Introduction

Spontaneous coronary artery dissection (SCAD) is a rare cause 
of  acute coronary syndrome leading to sudden cardiac death 
and occurs mainly in young adults, especially women, who are 
otherwise healthy.

SCAD is defined as a non‑traumatic and non‑iatrogenic 
separation of  the coronary arterial walls, creating a false lumen.[1] 
This separation can occur between the intima and media or 
between the media and adventitia, with intramural hematoma 
formation within the arterial wall that may compress the 
arterial lumen, decreasing antegrade blood flow and resulting in 
subsequent myocardial ischemia or infarction.[1,2]

The clinical presentation of  this complication depends on the 
flow limiting severity of  the coronary artery dissection and 
ranges from no symptoms to acute coronary syndrome and 
ventricular arrhythmia to sudden cardiac death. Diagnosis is 
mostly made by coronary angiography, and various therapeutic 
modalities such as medical therapy, interventional and surgical 
procedures are applied based on the severity and site of  the 
lesion.[3‑6]

Case Report

We describe a 45‑year‑old gentleman, a laborer in a factory, 
who was referred to us at Tata Main Hospital, Jamshedpur, for 
preoperative cardiac evaluation prior to his urethral surgery in 
view of  abnormal ECG. Currently, he did not have any cardiac 
symptoms. On enquiring, he gave history of  some non‑specific 
chest discomfort six months back which resolved without any 
treatment and he never consulted any doctor. He had no history 
of  hypertension, diabetes, dyslipidemia, smoking or familial 
heart disease.
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Etiologically, patients with SCAD are categorized into four main 
groups.[10] Atherosclerosis and peripartum period[8] are the 
two most common causes of  SCAD. Patients with hereditary 
connective tissue disorders associated with a defective arterial 
wall (e.g. Marfan’s and Ehlers‑Danlos Syndrome) constitute another 
group. The last group is composed of  patients with idiopathic 
SCAD. SCAD is also reported in association with severe 
exercise, chest trauma and consumption of  certain drugs such 
as Cocaine, Cyclosporine, 5‑Flurouracil, oral contraceptives and 
Fenfluramine.[9]

Our patient did not have any risk factors of  coronary artery 
disease. Only possible reason could be that being a laborer, 
he could have undergone strenuous exercise precipitating 
spontaneous dissections.

SCAD has a wide range of  clinical manifestations varying 
from mild symptoms and stable angina to myocardial 
infarction and even cardiogenic shock and arrhythmias. Acute 
coronary syndrome is the predominant presentation.[11] In 
our patient, detection was purely incidental, although he did 
have “silent” inferior wall myocardial infarction sometime 
in the past.

Coronary angiography is the main diagnostic tool. Imaging 
techniques such as intravascular ultrasound and optical coherence 
tomography demonstrate more details about the morphology 
and intramural location of  the lesions. However, due to 
non‑availability of  these devices at our center, we had to restrict 
ourselves to coronary angiography.

Aside from some reports and collections of  data, the 
existing literature contains no randomized clinical trial on 
the management of  SCAD due to its low prevalence.[8] 
The therapeutic management of  SCAD includes medical 
treatment, percutaneous coronary intervention, and surgery. 
Furthermore, administration of  fibrinolytic agents is 
contraindicated.[6]

Figure 1: ECG depicting healed inferior wall myocardial infarction

Physical examination was unremarkable. ECG revealed 
pathological q waves with inverted T waves in inferior leads 
[Figure 1], suggestive of  old inferior wall myocardial infarction. 
Laboratory tests were normal including cardiac biomarkers. 
Echocardiography revealed hypokinetic mid and apical inferior 
wall with left ventricular ejection fraction of  50%.

We proceeded for coronary angiography in view of  abnormal 
ECG and echo findings.

Surprisingly, his coronary angiography showed type  1 
spontaneous dissection of  all three major coronary arteries 
including LAD [Figure 2], LCX [Figure 3] and RCA [Figure 4], 
although there was distal TIMI 3 flow without any holding of  
contrast.[7]

Discussion

The first case of  SCAD was described in 1931 in the 
autopsy of  a 42‑year‑old woman.[5] The overall incidence 
of  SCAD is estimated to range from 0.28% to 1.1% based on 
angiographic assessments. Perhaps the actual incidence is higher 
due to the substantial number of  spontaneous dissections 
that present as sudden death.[3] Young women account for 
approximately 70% of  the patients (female to male ratio being 
2:1) and 30% of  such cases are associated with the peripartum 
period.[6,8]

SCAD can lead to sudden death if  it isn’t diagnosed and treated 
promptly, making it important for patients with heart attack 
signs and symptoms even if  they aren’t at risk for a heart attack. 
People who have SCAD may also have a higher risk of  other 
heart problems, such as heart failure.

The most frequent site of  dissection is the LAD, accounting for 
60% of  coronary dissections. The right coronary artery is the 
second most common site (more common in males), followed 
by the left main artery.[9] SCAD of  all three major arteries is not 
known to our knowledge.
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Although there are some case reports single vessel SCAD, triple 
vessel SCAD is not reported till now. The diagnosis of  SCAD should 
be considered in the differential diagnosis of  chest pain, especially 
in younger patients. The early recognition and diagnosis of  SCAD 
is important given the high mortality associated with this condition.
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Figure 2: Spontaneous dissection of LAD

Figure 4: Spontaneous dissection of RCA

Figure 3: Spontaneous dissection of LCX

Conclusion

Spontaneous coronary artery dissection (SCAD) is an infrequent 
and often missed diagnosis among patients presenting with acute 
coronary syndrome.


