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Background: Spontaneous coronary artery dissection (SCAD) is a rare, sometimes fatal condition, with 80% of cases affecting young women without coronary risk factors. Revascularization is challenging and is recommended for patients with favorable anatomy. 
Case: 45 years old female with history of Ehlers-Danlos Syndrome type 4 presented with sudden onset substernal chest pain, radiating down to her left arm associated with dyspnea and dizziness. Initial ECG showed no abnormality except sinus bradycardia. Troponins were elevated to 0.12, and ECG showed new T-wave inversion in V1-V3. CT angiogram ruled out pulmonary embolism, coronary artery and aortic dissection. Echo showed ejection fraction of 65% with basal inferior and infero-septal hypokinesis. Cardiac catheterization via right femoral artery revealed dissection of the Right Coronary Artery (RCA). Considering patient’s history of Ehlers-Danlos Syndrome, it was decided to manage patient conservatively, however, due to persistent symptoms of chest pain, catheterization was repeated. Attempt to place a stent in RCA failed. She was discharged on dual anti-platelets and was enrolled in cardiac rehabilitation. After a week, she developed paraesthesias and claudication of right lower extremity during exercise. An ultrasound demonstrated a dissection and a 6 cm nonocclusive thrombus within the proximal right common femoral artery and distal right external iliac artery with significant impingement of false lumen on the true lumen (true lumen size of 0.2cm). Patient was managed conservatively with a structured exercise program, right foot care by avoiding extremes of temperature and using appropriate footwear to prevent pressure sores or ulcerations. Aspirin, beta-blockers, nitrates and cardiac rehabilitation were continued.
Conclusion: CT angiogram may miss a coronary artery dissection. Coronary angiogram is the gold standard to diagnose SCAD. One must think of SCAD in patients with history of Ehlers-Danlos syndrome that presents with chest pain, and should watch for the peri-procedural complications.

