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Abstract

Acute aortic dissection, an emergent vascular catastrophe, varies in its clinical presentation and
embraces a high mortality rate if not recognized early. Here we report a 32-year-old man who presented
to our emergency department (ED) because of lower-back pain shortly before orgasm, and was sub-
sequently found to have retrograde acute type B aortic dissection. This young man was diagnosed and
treated promptly in the ED and had no sequelae. We highlight that ED physicians should always in-
clude vascular emergencies (i.e. acute aortic dissection) in their differential diagnoses whilst engaging
a patient with an acute-onset severe lower-back pain featuring a characteristic upward propagation that
emerges following strenuous exercise (i.e. sexual intercourse) in our case. This would appear to be
especially so for patients featuring elevated blood pressure regardless of patient's age or history of hy-

pertension. ( J Intern Med Taiwan 2008; 19: 418-421)
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Introduction

Acute lower-back pain is a common reason for
emergency department (ED) visiting. Most patients
complaining of acute lower-back pain feature a non-

specific etiology typically devoid of apparent life-

threatening concern. Acute aortic dissection, an e-
mergent vascular catastrophe, is the most-common-
ly missed diagnosis when comparing the clinical and
autopsy results for cases presented at an ED'. The di-
agnosis of acute aortic dissection is often delayed sec-

ondarily to its propensity to masquerade as other ill-
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nesses (i.e. renal colic, spinal-cord injury, acute cau-
da equina syndrome) that result in acute lower-back
pain®. Sexual intercourse has been reported to induce
vertebral artery dissection, coronary artery dissec-
tion, and berry-aneurysm rupture’”. Nevertheless, on
reviewing medical literatures, we found no report re-
garding sexual activity associated acute retrograde
type B aortic dissection. Here we report a young male
patient who presented to the ED with sexual inter-
course-associated acute lower-back pain that was
found to have retrograde propagation of acute type B

aortic dissection.

Case Report

A 32-year-old man was brought to our ED be-
cause of acute onset lower-back pain developed on
the night prior to his visit to the ED. The out-of-pro-
portional LBP had commenced abruptly shortly be-
fore orgasm. The pain was "blasting" in character but
absence of sharp tearing chest pain or back migrat-

ing. His back pain was not relieved by resting. He de-

nied having any trauma history and knowledge of ei-

ther predisposing hypertension or a family history of
aortic disease. On arrival, his vital signs were stable,
apart from a blood pressure of 179/108 mmHg. On
physical examination, we detected no audible heart
murmur, no typical characteristics of marfanoid ap-
pearance or connective-tissue disease, no deficit in
bilateral straight leg-raising testing and no eliciting
tender point over the lower-back region. The labora-
tory findings demonstrated normal urine-analysis and
a negative toxicology-screening. Erect chest radiog-
raphy and supine abdominal radiography revealed no
significant abnormality. During the course of ED ob-
servation, he complained of a sustained excruciating
intractable lower-back pain propagating from the
lower-back to the interscapular region. A contrast-en-
hanced computer tomography of the chest and ab-
domen revealed a dissecting flap and a long segment
of intramural hematoma extending from the abdom-
inal aorta (3-cm above the renal arteries) upward to
the aortic isthmus (Figure 1), indicating type B aor-
tic dissection. The aorta showed no evidence of

aneurismal dilatation or atherosclerotic change. The

Fig.1.Contrast-enhanced computed tomography of the chest and abdomen
A : Coronal contrast-enhanced computed tomography depicting a long segment of intramural hematoma ex-
tending from the aortic isthmus, consistent with the features of a type-B aortic dissection. The dissection flap

located 3-cm above the renal arteries. (Arrow)

B : Axial contrast-enhanced computed tomography demonstrating the dissection flap. (Arrow)
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patient was hospitalized for intensive blood pressure
control and discharged on the fifth hospital day. On
follow-up at six-month, he was free from lower-back
pain and his blood pressure was controlled at around

120/80 mmHg by using a single /3 -blocker.

Discussion

Here we report a young man who presented to
the ED with acute lower-back pain associating with
sexual intercourse. It was found to have retrograde
propagation of acute type B aortic dissection in the
final diagnosis. We suggest that sexual intercourse
could have been the trigger for the development of
acute aortic dissection, but the detailed underlying
mechanism of this response may not be easy to de-
fine specifically on this occasion. Most patients suf-
fering from acute aortic dissection are late middle-
aged men, usually older than age 60, and feature pre-
disposing factors such as a history of chronic hyper-
tension, congenital heart disease, connective-tissue
disease, and/or pregnancy. For the present case, the
patient had no evidence of Marfan's syndrome, sar-
coidosis, defective collagen metabolism, or vasculi-
tis. However, an apparently healthy individual pre-
senting with acute unexplained out-of-proportional
lower-back pain with significantly elevated blood
pressure could be the "red-flag signs" of acute aortic
dissection. In addition, his upward propagation of
lower-back pain from the lower-back to the inter-
scapular space corresponded to the contrast-enhanced
computer tomography finding regarding to the retro-
grade propagation of acute type B aortic dissection.

On reviewing medical literatures, our case con-
stituted the first reported case of sexual intercourse-
associated retrograde acute type B aortic dissection.
Morris-Stiff et al. had reported a case of 47-year-old
man who developed sudden onset of lower-back pain
and radiated down the right leg during sexual inter-
course’. The diagnosis of acute aortic dissection was
not made until the patient visited his general practi-

tioner and had a contrast-enhanced computer tomog-

raphy of the abdomen. Their patient sustained radi-
ating pain from the lower back to the right leg, but
our patient sustained propagating exacerbating pain
from the lower-back upward to the interscapular re-
gion. Although 74% of patients with acute aortic dis-
section presented with classic initial clinical symp-
toms consisting of the sudden onset of severe tearing
chest pain radiating to the interscapular region or low-
er-back, but there is still 15% of patients indeed pre-
senting with "painless" acute aortic dissection’. An
unexplained migrating lower-back pain even to the
right lower leg or upward to the interscapular region
should be highly suspected as a vascular emergency,
even in the absence of typical presentations of acute
aortic dissection. Sakai et al. reported a 37-year-old
man with spontaneous retrograde dissection of the en-
tire thoracic aorta originating from the abdominal aor-
ta’. This patient had a history of untreated hyperten-
sion with an elevated blood pressure of 190/120
mmHg at presentation without a history of strenuous
exercise. It is extremely rare and difficult to manage
the spontaneous retrograde thoracic extension of the
abdominal aortic dissection’. In our case, markedly
elevated blood pressure at presentation is another im-
portant clue to the ED physician.

Depending upon its intensity, sexual intercourse
may provoke physical activity induced lower-back
muscle strains. Nevertheless, sexual exertion and sex-
ual arousal are both psychological and physiologic
stress. Sexual activities increase physiologic de-
mands on the cardiovascular system including ele-
vated blood pressure and heart rate. In untreated hy-
pertensive subjects, blood pressure could increase up
to 55% (peak blood pressure 237/138 mmHg) during
coitus". The onset of acute aortic dissection has been
reported to be related to physical activities (74%) and
also emotional stress (13%)". It would appear that
both sexual intercourse related physical and emo-
tional stress could induce strain in certain blood ves-
sels either directly or through aortic spasm, rupture

or dissect a minor atherosclerotic plaque, or elevate
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the blood pressure transiently which may, in turn,
elicit aortic dissection”.

In conclusion, we highlight that retrograde acute
type B aortic dissection should be included in the
differential diagnosis of patients presenting with sex-
ual intercourse-associated unexplained acute upward
propagating lower-back pain with markedly elevated

blood pressure.
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