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Abstract
Coronary artery dissection is a common occurrence after percutaneous coronary intervention (PCI). We here 

firstly describe a interesting case of very rapid spontaneous recanalization associated with micro-dissection following 
PCI in the right coronary artery due to a total occlusion lesion that could not be stented but was associated with very 
early (a week) spontaneous healing and a favorable outcome.  
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Introduction
Coronary artery dissection is a common occurrence after 

percutaneous transluminal coronary angioplasty (PTCA), which has 
been reported to be visible by angiography in up to 50% cases following 
Percutaneous Coronary Intervention (PCI) [1-3]. In the current era of 
coronary stents, angiographically visible dissection are often routinely 
stented given the concern for dissection propagation, thrombosis, 
and total vessel closure [1,4]. In fact, prior to the advent of coronary 
stenting, several studies showed that nonocclusive coronary dissections 
were only rarely associated with a worsen outcome, and vessels with 
a greater degree of nonocclusive dissection have a lower restenosis 
rate than those with lower-grade dissection [5-7]. In some cases, late 
spontaneous healing of occlusive dissection was also established [8].

Although several studies have examined the outcome of 
nonocclusive coronary artery dissections in detail, none has addressed 
the possibility of recanalization associated with macrodissection 
of coronary artery induced by PCI. Furthermore, it has not been 
established that how long the healing of dissection lesion could 
be taken, especially in respect of longer, macrodissection lesion of 
coronary artery.

We have here reported, a interesting case of rapid healing of a 
macrodissected right coronary artery following PCI due to chronic 
total occlusion.

Description of the Case
A 59-year-old man without history of coronary artery disease was 

admitted to our hospital because of chest uncomfortness. There was 
no past medical history of hypertension, hyperlipidemia, or diabetes. 
His electrocardiogram as well as echocardiogram was normal with 
an ejection fraction of 54%. After conventional clinical examination, 
he underwent a diagnostic coronary angiography at June 23, 2009 in 
our center, which demonstrated a normal left main as well as anterior 
coronary artery (Figure 1). However, a lesion with 80% in the middle 
of left circumflex artery, and a chronic total occlusion from ostial of 
right coronary artery were found (Figure 2). Meantime, a left-to-right 
collateral circulation was observed in the distal of right coronary artery 
from the distal of left ascending coronary artery (Figures 1 and 2). PCI 
was successfully performed via a double-wires, contra-lateral injection 
and seesaw techniques. However, a longer dissection was found from 
the ostial to middle of right coronary artery following dilatation using 
a 2.5×20 mm balloon (Figure 2). In this condition, we stopped the 

procedure because the patient refused to stenting due to higher cost, 
and subsequently conventional medications were given to this patient. 

Interestingly, a coronary angiography was performed at a week 
later after PCI, we found that his right coronary artery was rapid 
recanalization of long dissection lesion (Figure 3). A focal lesion at the 
proximal of right coronary artery was found, and a 3.0×18 mm Cypher 
stent (Cordis Corporation, Miami Lakes, Florida, USA) was implanted 
(Figure 4). At the same time, a 3.0×23 mm firebird stent was also placed 
in his left ascending coronary artery. A follow-up at 1 year, he was 
doing very well.

Discussion 
Here we have reported an interesting case for the first time of very 

rapid healing of macrodissection of right coronary artery due to PCI 
to a CTO that was not stented but have spontaneous recanalization by 
a week. 

Figure 1: Selective angiography of the left coronary artery system by contra-
lateral injection technique viewed the cranial projection. A CTO in the right 
coronary artery and a de novo lesion with 80% stenosis in the left circumflex 
artery were found.
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Multiple studies performed prior to the era of coronary stenting 
defined the important relationship between the dissection and clinical 
outcome [1,9]. Capelletti et al. studied patients with Types A through D 
dissection following PTCA with angiography at 24 hours and 6 months 
post-PTCA [9]. All but 2 patients improved their dissection class by 
6 months post-PTCA. No adverse clinical outcome was recorded and 
only 18 patients still had visible dissection. Schroeder et al. studied 
patients with Types A through C dissection for one year by clinical and 
angiographic criteria and found that Type C dissection were associated 
with a lower rate of clinical events and restenosis [10].

In the current era of increasingly complex coronary interventions, 
coronary artery dissections are more common occurrence. The most 
feared complication of a coronary artery dissection is progression to 
complete vessel closure [1]. It is relatively common in routine practice 

to stent any angiogaphically visible dissection for fear that this might 
lead to further more serious complications such as thrombosis and 
vessel closure. Coronary stents, however, are not without potential 
consequences of their own. In-stent restenosis, procedural costs, and 
stent thrombosis remain significant concerns associated additional 
stent implantation [4]. In our case, we are unable to be stented in 
his macrodissection lesion in his right coronary artery even in the 
condition of successfully opening a CTO lesion due to high cost. 

With the advent of newer technique and interventional devices, 
Chronic Total Occlusion (CTO) is being intervened upon with 
increasing frequency. Kostov and Stankovic reported a substantial 
coronary artery dissection that occurred as a result of attempted PCI 
to a right coronary CTO [11]. The patient did not undergo coronary 
artery stenting. Control angiography at 3 months postprocedure 
revealed healing of the dissection and continued patency of the right 
coronary artery. Lorin et al. reported a similar case of attempted PCI to 
a right coronary artery that resulted in a long dissection with inability 
to assess the true lumen [12]. The procedure was abandoned and the 
patient returned 7 weeks later and the found to have a well-healed 
dissection. The true lumen was then successfully assessed and stenting 
was performed with excellent angiographic results. This case was very 
similar to our case, but their second angiography was performed at 
7 weeks. Stinis et al. reported a case of a type F dissection following 
PCI of the distal right coronary artery causing total vessel occlusion 
that could not be stented but was associated with late (3 months) 
spontaneous recanalization and a favorable clinical outcome [4]. 
Although these cases are similar to the case presented here, they differ 
in that the recanalizations of dissections were found at 7 weeks to 3 
months following PCI. In our case, the very rapid healing of macro 
dissection was found at only a week, indicating recanalization could be 
happened as early as several days after PCI. To our knowledge, this is 
the first report showing very rapid healing of a long dissection lesion 
of coronary artery, indicating a natural healing may be an alternative 
for a chronic total occlusion of coronary artery disease following PCI.
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