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We report a case of spontaneous coronary dissection (SCAD) in a 32-year-old pregnant patient during the seventh month

of her second pregnancy. A 32-year-old pregnant woman in the 28th week of gestation was referred to our intensive care

unit because of angina as well as elevated troponin levels. The initial electrocardiogram and transthoracic echocardio-

gram (TTE) were normal. Four hours after admission, the patient experienced angina with ST-segment elevation, and the

TTE showed de novo apical hypokinesia. The episode lasted approximately 10 minutes, with subsequent resolution of the

ST-segment elevation. An emergency coronary angiogram revealed dissection of the left anterior descending artery.

A conservative approach with aspirin monotherapy was chosen. Follow-up TTE at 3 months revealed full recovery of

left ventricular function. A multidisciplinary approach is crucial in pregnancy-associated SCAD. Conservative

management is generally recommended because of the potential for angiographic healing, with percutaneous coronary

intervention reserved for severe cases. (JACC Case Rep. 2025;30:102769) © 2025 The Authors. Published by Elsevier on

behalf of the American College of Cardiology Foundation. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/).
S pontaneous coronary artery dissection (SCAD)
and pregnancy-associated SCAD (P-SCAD)
have been increasingly identified over the

past decades as a significant cause of acute
AKE-HOME MESSAGES

P-SCAD should be suspected in any patient
with peripartum or postpartum angina and
should preferably be treated in a hospital
with maximal capacities by a multidisci-
plinary team.
Individualized decision making regarding PCI
should be prioritized.
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myocardial infarction, heart failure, and sudden car-
diac death. In this case report, we highlight a particu-
larly rare case of P-SCAD in an otherwise healthy
woman during her seventh month of pregnancy that
manifested as an ST-segment elevation myocardial
infarction (STEMI).

HISTORY OF PRESENTATION

A 32-year-old pregnant woman, in the 28th week of
her second pregnancy, was referred to our cardiology
intensive care unit (ICU; University Hospital Giessen,
Hesse, Germany) from a peripheral hospital for sus-
pected myocarditis requiring further monitoring,
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ABBR EV I A T I ON S

AND ACRONYMS

DAPT = dual antiplatelet

therapy

ECG = electrocardiogram

ICU = intensive care unit

LAD = left anterior descending

(artery)

LM = left main (coronary

artery)

PCI = percutaneous coronary

intervention

P-SCAD = pregnancy-

associated spontaneous

coronary artery dissection

SAPT = single antiplatelet

therapy

SCAD = spontaneous coronary

artery dissection

STEMI = ST-segment elevation

myocardial infarction

TTE = transthoracic

echocardiogram
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diagnostic evaluation, and treatment. She
had presented to the external emergency
department with sudden onset chest pain,
lasting up to 15 minutes, which subsequently
resolved. The symptoms were isolated,
without pain radiation.

PAST MEDICAL HISTORY

The patient had no previous history of coro-
nary artery disease, SCAD, aortic dissection,
pulmonary embolism, or myocarditis. She
denied experiencing palpitations or syncope
and had no family history of coronary artery
disease, SCAD, or P-SCAD. Previous medica-
tion consisted of L-thyroxine, 112 mg.

PHYSICAL EXAMINATION

The results of a physical examination were
unremarkable, with a blood pressure of
137/93mmHg and a heart rate of 76 beats/min;
her oxygen saturation was normal at 96%. No
cardiac murmurs, dilated jugular veins, or leg edema
were noted. Lung auscultation was normal. A gyne-
cologic examination, a cardiotocogram, and an ultra-
sound scan ruled out any pregnancy complications.

INVESTIGATIONS

Laboratory test results revealed that cardiac
biomarker levels were elevated: high-sensitivity-
troponin I, 2,194 ng/L, peaking at 17,410 ng/L; crea-
tine kinase, 762 U/L; and creatine kinase-myocardial
band, 88 U/L. The initial electrocardiogram (ECG)
was normal, without signs of ischemia or accelerated
heart rhythm (Figure 1). A transthoracic echocardio-
gram (TTE) showed normal left ventricular function
without abnormalities. Four hours after admission,
the patient experienced another episode of sudden
onset chest pain. The ECG showed hyperacute ST-
segment elevation in leads I, II, aVL, and V4 to V6,
as well as concordant ST-segment depression in leads
aVR and V1 (Figure 2). A TTE indicated good left
ventricular function overall, with apical hypokinesia.
The episode lasted approximately 10 minutes, and a
subsequent ECG showed resolution of the
ST-segment elevation, albeit with residual discrete
elevation in lead V6 as well as negative T waves in
leads V5 and V6 (Figure 3).

MANAGEMENT

A multidisciplinary team consisting of cardiologists,
anesthesiologists, obstetrician/gynecologists, and
neonatologists was convened for further diagnostic
and therapeutic planning. The consensus was to
perform a diagnostic coronary angiogram, with read-
iness to perform an emergency cesarean delivery
contingent on the findings. The patient was hemo-
dynamically stable at the point of the coronary
angiogram. The angiogram revealed a slight illumi-
nation with delayed coronary flow in the left anterior
descending (LAD) artery; the remainder of the vessels
appeared intact (Figures 4 and 5, Videos 1 and 2). The
finding in the LAD artery was suggestive of a spon-
taneous dissection (Yip-Saw classification type 2),
with coronary flow in the distal part of the artery still
present. Intracoronary imaging was not performed
because of the obvious angiographic features of the
lesion and to avoid further radiation exposure and
reduce procedural risk during the preterm pregnancy.
Additionally, we decided against percutaneous coro-
nary intervention (PCI) on the basis of the position of
the lesion (mediodistal) and to avoid complications
such as vessel occlusion and hematoma propagation.
Because of the high bleeding risk during the planned
repeat cesarean operation, a conservative approach
with permanent aspirin therapy was initiated. The
procedure ended without any complications. Subse-
quently, aspirin monotherapy was initiated.

OUTCOME AND FOLLOW-UP

The patient was monitored in the ICU for an addi-
tional 10 days without further incidents. An early
follow-up TTE 2 weeks later showed complete re-
covery of the apical wall contraction. The delivery
was uncomplicated and occurred 8 weeks later. No
peripartum or postpartum cardiac events were noted.
Follow-up TTE and ECG at 3 months revealed full
recovery of left ventricular function without signs of
apical hypokinesia.

https://doi.org/10.1016/j.jaccas.2024.102769


FIGURE 1 Baseline Electrocardiogram

Initial electrocardiogram without any signs of acute coronary ischemia.
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DISCUSSION

P-SCAD is an extremely rare cause of acute myocar-
dial infarction of unknown origin that can occur at
any time during pregnancy, although it most
commonly occurs post partum, primarily within the
first week.1 Current data suggest a prevalence of 1.81
per 100.000 pregnancies,2 and P-SCAD comprises 5%
to 17%3-5 of all SCAD cases. Approximately 14.5% to
43%6,7 of P-SCAD cases manifest as acute myocardial
infarction. Multiparity, fertility hormones, and pre-
eclampsia have been reported as the main risk fac-
tors.8,9 Previous data have linked P-SCAD to
conditions that are more severe than SCAD, in
particular STEMI and occlusion of the proximal cor-
onary arteries, as well as reduced ejection fraction in
P-SCAD survivors.2,10 Other identified risk factors for
SCAD, such as fibromuscular dysplasia, inflammatory
and/or connective tissue disorders, atherosclerosis,
genetic predisposition, and mechanical and
emotional stressors, may play a role in the patho-
genesis of P-SCAD, albeit data on this remain scarce.11

Moreover, P-SCAD is frequently associated with left
main (LM) coronary artery and multivessel dissec-
tions, cardiogenic shock, and impaired left ventricu-
lar ejection fraction during the acute phase of the
dissection.10

SCAD or P-SCAD typically manifests with symp-
toms similar to those of acute coronary syndrome.
The main difference is the phenotype because the
typical patient with SCAD or P-SCAD is a young or
middle-aged woman during or after pregnancy with
few or no cardiovascular risk factors. The primary
diagnostic tool is coronary angiography. The Yip-Saw
classification12 and morphologic characteristics such
as the absence of intraluminal thrombus and vessel
tortuosity are key factors in correctly diagnosing
SCAD and differentiating it from “typical,” plaque
rupture–mediated coronary dissection. PCI is associ-
ated with an elevated risk of complications and
adverse outcomes. Data suggest that especially distal
lesions with preserved flow should be managed



FIGURE 2 ST-Segment Elevation Myocardial Infarction Electrocardiogram

Hyperacute ST-segment elevation in leads I, II, aVL, and V4 to V6 during a sudden onset

angina episode.
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conservatively because angiographic healing has
been demonstrated in repeat angiograms.4,13 How-
ever, the treatment of SCAD or P-SCAD affecting the
LM coronary artery, the proximal LAD artery, or more
than 1 major vessel, or in patients with hemodynamic
deterioration or malignant arrhythmias, remains even
more challenging and more complex, with the po-
tential negative impact of the hemodynamic status.
In these cases, PCI should be performed in patients
with SCAD or P-SCAD, even when taking into account
slow or low flow in the target lesion.

In a retrospective study comparing patients with
SCAD who underwent PCI with patients who were
treated conservatively, there were more in-hospital
complications and recurrent myocardial infarctions
in the PCI cohort.14Additionally, in a case report of a
patient with P-SCAD of the LM artery with subse-
quent cardiogenic shock, a conservative approach
was chosen and the patient recovered completely,
without requiring further angiographies or PCI.15

Nevertheless, the present case was more difficult in
terms of decision making because the patient was
pregnant and a cesarean delivery was scheduled in
the near future.

Given the paucity of data on the appropriate
medical management of SCAD/P-SCAD, recommen-
dations are generally varied. There is consensus
around the necessity of dual antiplatelet therapy
(DAPT) in patients undergoing PCI.16 However, there
is still debate on the use of DAPT in conservatively
treated patients, the dose and duration of DAPT, or
the use of single antiplatelet therapy (SAPT).17 Data



FIGURE 3 Electrocardiogram After Angina Episode

Resolution of ST-segment elevation, residual elevation in lead V6, negative T waves in

leads V5 and V6.

J A C C : C A S E R E P O R T S , V O L . 3 0 , N O . 2 , 2 0 2 5 Tsianakas et al
J A N U A R Y 1 5 , 2 0 2 5 : 1 0 2 7 6 9 P-SCAD in the Thord Trimester

5

from the DISCO (DIssezioni Spontanee COronariche
[Spontaneous Coronary Dissection]) registry reported
a more than 2-fold increased risk of major adverse
cardiovascular events in conservatively treated pa-
tients with SCAD who were discharged on DAPT
compared with patients receiving SAPT.18 Most cur-
rent data on medical therapy is based on the general
group of patients with SCAD because data on the
optimal treatment in patients with P-SCAD is scarce.

The present case highlights several key factors in
patient management and decision making. First, pa-
tients with suspected P-SCAD should be referred to a
hospital with facilities to allow for a multidisciplinary
diagnostic and therapeutic strategy that will safe-
guard against complications for both the patient and
the infant. Second, intracoronary imaging should be
used only in cases where the diagnosis cannot be
established by standard coronary angiography, to
avoid unnecessary complications. Additionally, indi-
vidual decision making regarding the use of PCI, apart
from the region of the culprit lesion, should also take
into account immediate and future adverse effects.
Iatrogenic injury of the vessel, as well as long-term
bleeding complications, should be considered before
PCI in undertaken. Moreover, especially in patients
with P-SCAD while still pregnant, complications from
perioperative bleeding during childbirth should be
carefully considered. Finally, this case highlights the
paroxysmal nature of the ST-segment elevation with
which patients with P-SCAD can present.

CONCLUSIONS

This case highlights the complex nature of P-SCAD
and the demanding management required for preg-
nant patients with this condition, and it adds to the
relatively small data pool of these cases.
A multidisciplinary approach is necessary to achieve
the best possible outcome.
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FIGURE 5 Emergency Coronary Angiogram (Right Anterior

Oblique Projection)

Normal right coronary artery.

FIGURE 4 Emergency Coronary Angiogram (Left Anterior

Oblique Projection)

Spontaneous dissection in the mediodistal part of the left

anterior descending artery.

Tsianakas et al J A C C : C A S E R E P O R T S , V O L . 3 0 , N O . 2 , 2 0 2 5

P-SCAD in the Thord Trimester J A N U A R Y 1 5 , 2 0 2 5 : 1 0 2 7 6 9

6

RE F E RENCE S
1. Tweet MS, Hayes SN, Codsi E, Gulati R, Rose CH,
Best PJM. Spontaneous coronary artery dissection
associated with pregnancy. J Am Coll Cardiol.
2017;70(4):426–435. https://doi.org/10.1016/J.
JACC.2017.05.055

2. Faden MS, Bottega N, Benjamin A, Brown RN.
A nationwide evaluation of spontaneous coronary
artery dissection in pregnancy and the puerpe-
rium. Heart. 2016;102(24):1974–1979. https://doi.
org/10.1136/HEARTJNL-2016-309403

3. Sharma S, Kaadan MI, Duran JM, et al. Risk
Factors, imaging findings, and sex differences in
spontaneous coronary artery dissection. Am J
Cardiol. 2019;123(11):1783–1787. https://doi.org/
10.1016/J.AMJCARD.2019.02.040

4. Saw J, Starovoytov A, Humphries K, et al. Ca-
nadian spontaneous coronary artery dissection
cohort study: in-hospital and 30-day outcomes.
Eur Heart J. 2019;40(15):1188–1197. https://doi.
org/10.1093/EURHEARTJ/EHZ007

5. Tweet MS, Hayes SN, Pitta SR, et al. Clinical
features, management, and prognosis of sponta-
neous coronary artery dissection. Circulation.
2012;126(5):579–588. https://doi.org/10.1161/
CIRCULATIONAHA.112.105718/-/DC1
6. Smilowitz NR, Gupta N, Guo Y, et al. Acute
myocardial infarction during pregnancy and the
puerperium in the United States. Mayo Clin Proc.
2018;93(10):1404–1414. https://doi.org/10.1016/
J.MAYOCP.2018.04.019

7. Elkayam U, Jalnapurkar S, Barakkat MN, et al.
Pregnancy-associated acute myocardial infarc-
tion: a review of contemporary experience in 150
cases between 2006 and 2011. Circulation.
2014;129(16):1695–1702. https://doi.org/10.
1161/CIRCULATIONAHA.113.002054

8. Vijayaraghavan R, Verma S, Gupta N, Saw J. Preg-
nancy-related spontaneous coronary artery dissec-
tion. Circulation. 2014;130(21):1915–1920. https://
doi.org/10.1161/CIRCULATIONAHA.114.011422

9. Rogowski S, Maeder MT, Weilenmann D, et al.
spontaneous coronary artery dissection: angio-
graphic follow-up and long-term clinical outcome
in a predominantly medically treated population.
Catheter Cardiovasc Interv. 2017;89(1):59–68.
https://doi.org/10.1002/CCD.26383

10. Havakuk O, Goland S, Mehra A, Elkayam U.
Pregnancy and the risk of spontaneous coronary
artery dissection: an analysis of 120 contemporary
cases. Circ Cardiovasc Interv. 2017;10(3):e004941.
https://doi.org/10.1161/CIRCINTERVENTIONS.117.
004941

11. Adlam D, Alfonso F, Maas A, Vrints C,
Committee Writing, European Society of Cardiol-
ogy, Acute Cardiovascular Care Association. SCAD
study group: a position paper on spontaneous
coronary artery dissection. Eur Heart J.
2018;39(36):3353–3368. https://doi.org/10.1093/
EURHEARTJ/EHY080

12. Yip A, Saw J. Spontaneous coronary artery
dissection-a review. Cardiovasc Diagn Ther.
2015;5(1):37–48. https://doi.org/10.3978/J.ISSN.
2223-3652.2015.01.08

13. Hassan S, Prakash R, Starovoytov A, Saw J.
Natural history of spontaneous coronary artery
dissection with spontaneous angiographic healing.
JACC Cardiovasc Interv. 2019;12(6):518–527.
https://doi.org/10.1016/J.JCIN.2018.12.011

14. Hassan S, Samuel R, Starovoytov A, Lee C,
Aymong E, Saw J. Outcomes of percutaneous
coronary intervention in patients with sponta-
neous coronary artery dissection. J Interv Cardiol.
2021;2021:6686230. https://doi.org/10.1155/
2021/6686230

https://doi.org/10.1016/J.JACC.2017.05.055
https://doi.org/10.1016/J.JACC.2017.05.055
https://doi.org/10.1136/HEARTJNL-2016-309403
https://doi.org/10.1136/HEARTJNL-2016-309403
https://doi.org/10.1016/J.AMJCARD.2019.02.040
https://doi.org/10.1016/J.AMJCARD.2019.02.040
https://doi.org/10.1093/EURHEARTJ/EHZ007
https://doi.org/10.1093/EURHEARTJ/EHZ007
https://doi.org/10.1161/CIRCULATIONAHA.112.105718/-/DC1
https://doi.org/10.1161/CIRCULATIONAHA.112.105718/-/DC1
https://doi.org/10.1016/J.MAYOCP.2018.04.019
https://doi.org/10.1016/J.MAYOCP.2018.04.019
https://doi.org/10.1161/CIRCULATIONAHA.113.002054
https://doi.org/10.1161/CIRCULATIONAHA.113.002054
https://doi.org/10.1161/CIRCULATIONAHA.114.011422
https://doi.org/10.1161/CIRCULATIONAHA.114.011422
https://doi.org/10.1002/CCD.26383
https://doi.org/10.1161/CIRCINTERVENTIONS.117.004941
https://doi.org/10.1161/CIRCINTERVENTIONS.117.004941
https://doi.org/10.1093/EURHEARTJ/EHY080
https://doi.org/10.1093/EURHEARTJ/EHY080
https://doi.org/10.3978/J.ISSN.2223-3652.2015.01.08
https://doi.org/10.3978/J.ISSN.2223-3652.2015.01.08
https://doi.org/10.1016/J.JCIN.2018.12.011
https://doi.org/10.1155/2021/6686230
https://doi.org/10.1155/2021/6686230


J A C C : C A S E R E P O R T S , V O L . 3 0 , N O . 2 , 2 0 2 5 Tsianakas et al
J A N U A R Y 1 5 , 2 0 2 5 : 1 0 2 7 6 9 P-SCAD in the Thord Trimester

7

15. Zanchi J, Miric D, Giunio L, et al. Conservative
management of spontaneous left main coronary
artery dissection (SCAD) triggered by emotional
stress in the late postpartum period: case report
and pathophysiology. Pathophysiology.
2022;29(4):610–618. https://doi.org/10.3390/
PATHOPHYSIOLOGY29040047/S1

16. Amsterdam EA, Wenger NK, Brindis RG, et al.
2014 AHA/ACC guideline for the management of
patients with non-ST-elevation acute coronary
syndromes: a report of the American College of
Cardiology/American Heart Association Task Force
on Practice Guidelines. J Am Coll Cardiol.
2014;64(24):e139–e228. https://doi.org/10.1016/
J.JACC.2014.09.017

17. Tweet MS, Eleid MF, Best PJM, et al. Sponta-
neous coronary artery dissection: revascularization
versus conservative therapy. Circ Cardiovasc
Interv. 2014;7(6):777–786. https://doi.org/10.
1161/CIRCINTERVENTIONS.114.001659

18. Cerrato E, Giacobbe F, Quadri G, et al. Anti-
platelet therapy in patients with conservatively
managed spontaneous coronary artery dissection
from the multicentre DISCO registry. Eur Heart J.
2021;42(33):3161–3171. https://doi.org/10.1093/
eurheartj/ehab372

KEY WORDS acute coronary syndrome,
coronary intervention, pregnancy-associated
coronary artery dissection (P-SCAD),
spontaneous coronary artery dissection
(SCAD), ST-segment elevation myocardial
infarction

APPENDIX For supplemental videos,
please see the online version of this paper.

https://doi.org/10.3390/PATHOPHYSIOLOGY29040047/S1
https://doi.org/10.3390/PATHOPHYSIOLOGY29040047/S1
https://doi.org/10.1016/J.JACC.2014.09.017
https://doi.org/10.1016/J.JACC.2014.09.017
https://doi.org/10.1161/CIRCINTERVENTIONS.114.001659
https://doi.org/10.1161/CIRCINTERVENTIONS.114.001659
https://doi.org/10.1093/eurheartj/ehab372
https://doi.org/10.1093/eurheartj/ehab372

	Pregnancy-Associated Spontaneous Coronary Dissection in a 32-Year-Old During the Third Trimester
	Take-Home Messages
	Past Medical History
	Physical Examination
	Investigations
	Management
	Outcome and Follow-Up
	Discussion
	Conclusions
	Acknowledgments
	Funding Support and Author Disclosures
	References


