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HOW WOULD I APPROACH IT?

Several cases have been published in the medical literature on peripartum spontaneous coronary artery dissection. Its pathophysiology 
largely remains unknown, although in a significant percentage of cases fibromuscular dysplasia seems to play some sort of role.1

We present the case of a 36-year-old woman with spontaneous coronary artery dissection of left main coronary artery (LMCA) and left 
anterior descending coronary artery (LAD) 2 months after delivery. The patient shows clinical signs of thoracic pain and dyspnea with 
1-hour of evolution, T-wave inversion on the electrocardiogram, and elevated cardiac enzyme levels. She remains hemodynamically stable 
without compromise to the left ventricular function. The coronary angiography performed revealed a suspicious image of diffuse reduction 
of the blood lumen area on the LMCA and LAD. At an early moment, conservative treatment was administered.
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In my opinion, the early treatment was appropriate since, according to the largest series published to this date—Canadian2—the in-hospital 
prognosis is often good and only 3.3% of the patients on conservative treatment required revascularization. This has been confirmed in a 
study that assessed the infarction size on a cardiac magnetic resonance imaging in patients with spontaneous coronary artery dissection.3 
Our experience is consistent with this study and in patients with hemodynamic stability conservative treatment was prescribed.

Medical therapy has not been clearly established, but since the presence of intraluminal thrombi is scarce in patients who undergo an 
intravascular ultrasound (IVUS), treatment with acetylsalicylic acid seems to be enough. In the case studied I only miss an IVUS during 
the first angiography that would have confirmed the dissection and the wall hematoma. Also, to know the exact spread of the disease as 
the second angiography confirmed. In my opinion the IVUS technique is safer than the optical coherence tomography since the latter 
requires the intracoronary injection of contrast, which may aggravate the dissection.

The patient remained stable and 8 days after symptom onset a control coronary angiography is performed. According to our own experience, 
with the standard treatment, this period of time is too short to assess the sealing of the dissection and it is recommended to wait for, at 
least, 3 to 4 weeks.

A 6-Fr JL 3.5 catheter was used to perform the coronary angiography. It was not specified whether it was a diagnostic or guide catheter 
since we don’t know whether the idea was to perform an intracoronary imaging technique or not. The curve of the catheter guide selected 
seems appropriate to us because it is less aggressive than other curves like the AL2 or the extra back-up.

After the vessel catheterization reduced the distal LMCA and proximal LAD lumens reduced. The authors attribute this to a vasospasm. 
Unfortunately, the first angiographic image available shows the blood vessel after worsening luminal narrowing with the angioplasty 
guidewire inserted, which is why we cannot assess the first injection of contrast. In my opinion, it is unlikely that the worsening luminal 
narrowing is due to a vasospasm considering that the whole territory has a large intramural hematoma, which is why the contraction 
mechanism of the coronary artery media layer that causes the vasospasm would not be operative.

It is more likely that the catheterization of the coronary artery or the first injection of contrast increased the wall hematoma, therefore, 
narrowing the vessel lumen. This significant reduction of the LAD lumen compromises its blood flow. The IVUS shows a large intramural 
hematoma affecting almost the entire vessel lumen in some segments (figure 1), and a distal LMCA dissection (figure 2).

Consequently, the patient shows hemodynamic instability, thoracic pain, and ST-segment elevation on the electrocardiogram that improves 
partially with the administration of intracoronary nitrates.

To this point, due to the patient’s instability and compromised vessel lumen, in my opinion, an immediate percutaneous revascularization 
would have been required. Although, according to the angiography and the IVUS, the circumflex artery ostium is not compromised, another 
angioplasty guidewire should have been inserted to protect that vessel since stent implantation into the LMCA and proximal LAD can 
displace the hematoma towards the circumflex artery. As a matter of fact, in our own experience, stent implantation into spontaneous 
dissections often displaces hematoma and dissection towards other vessel segments being necessary to implant several stents into the 
different segments.

In this context, the best thing to do is to implant a single stent as opposed to several overlapping stents to cover the dissected area. 
Therefore, I would only implant 1 stent from the LMCA towards the LAD. The IVUS shows the most distal site of the dissection where 
stent implantation can start. In this case, the IVUS proved that there is a hematoma from the LMCA origin, which means that the vessel 

Figure 1. Intravascular ultrasound in the proximal anterior descending coro-
nary artery. Image of a large intramural hematoma in the coronary artery 
compromising almost the entire vessel lumen.

Figure 2. Image of coronary dissection in the distal portion of the left main 
coronary artery from 6 to 11 hours.
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ostium should be covered by slightly protruding the stent towards the aorta. There is no doubt that the use of drug-eluting stents is 
advisable as well as the selection of stents with a scaffold with significant over-dilatation capabilities to adjust to the size of the vessel 
and into the LMCA. Checking the results on the IVUS is of paramount importance.

Regarding the circumflex branch that would be jailed by the stent, given the unstable clinical context, I wouldn’t prescribe any treatment 
unless flow or the vessel lumen were compromised. In a different procedure, treatment could be optimized by opening the stent mesh 
towards the circumflex branch through the simultaneous inflation of 2 kissing balloons.
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CASE RESOLUTION

We decided to end the procedure because the patient (informed consent obtained) became asymptomatic and the ST-segment elevation 
resolved. After the procedure, the blood test performed revealed a new increase of troponin I levels (4.4 ng/mL). The patient started 
therapy with dihydropyridine calcium channel blockers due to the observed vasospasm. While in observation, the patient remained 
asymptomatic. Five days later, she was discharged on dual antiplatelet therapy. One month later, the patient was readmitted to undergo 
an elective coronary angiography to reassess the lesion. The coronary angiography only revealed the presence of irregularities without 
further lesions (videos 1 and 2 of the supplementary data). Therefore, the most probable diagnosis was a spontaneous coronary artery 
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