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Patient: Male, 41-year-old
Final Diagnosis: Acute Stanford type A aortic dissection
Symptoms: Chest pain ¢ back pain ¢ abdominal pain ¢ nausea ¢ vomiting ¢ diaphoresis
Clinical Procedure: -
Specialty: Cardiology

Objective: Unusual clinical course

Background: Acute type A aortic dissection is a life-threatening emergency. Sexual activity can produce transient hemody-
namic stress, but causal attribution is difficult when vascular risk factors or substance exposures are present.

Case Report: A 41-year-old man with schizoaffective disorder, bipolar type, treated with sertraline and olanzapine developed
sudden tearing chest pain radiating to the abdomen and back at orgasm during masturbation. At follow-up, he
reported prior hypertension identified during an earlier emergency department visit without subsequent an-
tihypertensive therapy, and daily cannabis use with his usual amount smoked several hours before symptom
onset. Toxicology was positive for cannabinoids and opiates; the source of the opiate result could not be es-
tablished. His emergency department blood pressure was 195/102 mm Hg. Computed tomography angiogra-
phy was interpreted as an acute Stanford type A dissection originating in the arch, involving the posterior as-
cending aorta, and extending to the right common iliac artery with preserved major branch-vessel perfusion.
He received esmolol and nicardipine and was transferred to a tertiary cardiovascular center. Five months lat-
er, chest radiography documented a thoracic aortic endograft. Complete outside-hospital procedural records
were unavailable, so the exact repair technique and postoperative course could not be confirmed.

Conclusions: Symptoms began at orgasm, supporting a temporal association but not causation. Patient-reported prior hy-
pertension and recent cannabis exposure were possible predisposing or contributing factors. Acute aortic syn-
drome should be considered when abrupt severe chest or back pain occurs after sexual activity.
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Introduction

Acute type A aortic dissection is a medical emergency in which
an intimal tear permits blood to enter the aortic media and
create a false lumen. Mortality rises rapidly without definitive
treatment [1]. Established predisposing conditions include hy-
pertension, heritable thoracic aortic disease, bicuspid aortic
valve, and preexisting aortic aneurysm [2].

Sexual activity produces transient increases in sympathet-
ic tone, heart rate, and blood pressure [3,4]. In a physiologic
study that included male self-stimulation, cardiovascular work-
load increased during sexual activity and peaked briefly around
orgasm [3]. Masturbation can therefore produce transient he-
modynamic stress similar in principle to partnered sexual ac-
tivity, although this physiologic plausibility does not establish
a causal relationship with aortic dissection.

In a retrospective series of 365 patients with acute type A aor-
tic dissection, symptoms during sexual intercourse were re-
ported in 11% of men younger than 60 years, while physical
exertion was the most commonly identified provoking circum-
stance [5]. Masturbation-associated dissection remains rare,
with 3 published case reports [6-8]. These reports occurred in
patients with additional comorbidities or risk factors, empha-
sizing that temporal association should not be interpreted as
proof of primary causation.

We report an acute Stanford type A aortic dissection temporal-
ly associated with orgasm during masturbation in a 41-year-
old man. Because the patient also reported prior hypertension
without prior antihypertensive therapy and recent cannabis
exposure, the case is presented as a multifactorial event in
which orgasm was the immediate temporal circumstance rath-
er than a proven cause.

Case Report

A 41-year-old man with a history of schizoaffective disorder,
bipolar type, presented to the emergency department with
sudden severe chest pain. The pain began at the moment of
orgasm during masturbation and was described as tearing, ra-
diating from the chest to the upper abdomen and back. He also
reported nausea, vomiting, diaphoresis, and transient hearing
difficulty. He denied syncope, shortness of breath, focal weak-
ness, or vision changes. Emergency medical services record-
ed a blood pressure of 173/86 mm Hg with normal oxygen
saturation, and no neurologic deficits were noted in the field.

Additional history obtained directly from the patient during
follow-up clarified relevant predisposing and potentially con-
founding factors. He reported that he had previously been told
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he had hypertension during an earlier emergency department
visit for weakness associated with hypokalemia, but no anti-
hypertensive medication had been prescribed before the dis-
section. He did not recall prior blood pressure values, and the
severity and chronicity of hypertension before the dissection
were unavailable. He reported daily cannabis use, typically ap-
proximately 3 to 4 small bowls per day by smoking, and stat-
ed that he had used his usual amount several hours before
symptom onset. At the time of the event, he reported no cig-
arette, alcohol, cocaine, methamphetamine, pre-workout sup-
plement, or stimulant medication use; energy drink use was
infrequent, approximately twice monthly. He reported taking
sertraline and olanzapine regularly, although he did not recall
the doses. Because he was adopted, family history of aortic
aneurysm, dissection, sudden unexplained death, or herita-
ble connective-tissue disease was unavailable. He denied pri-
or similar chest or back pain, known aortic or cardiac disease,
or prior aortic imaging.

Upon arrival at the emergency department, his blood pressure
was 195/102 mm Hg and heart rate was approximately 60 beats
per minute. Oxygen saturation was 93% to 95% while receiv-
ing 4 L/min of oxygen by nasal cannula. He appeared anxious
but was alert and fully oriented. Cardiovascular examination
revealed a regular rhythm without murmurs, and the lungs
were clear. The abdomen was soft and non-tender, distal puls-
es were intact, and no focal neurologic deficits were present.

Laboratory evaluation demonstrated leukocytosis with a white
blood cell count of 13.69 x 10°/L and neutrophilia, with an ab-
solute neutrophil count of 11.70 x 10°/L. D-dimer was elevat-
ed at 3.11 mg/L fibrinogen-equivalent units. Electrolytes and
renal function were normal, and serial troponin values re-
mained normal (4.3, 4.2, and 4.0 ng/L). Urinalysis was unre-
markable. Toxicology was positive for cannabinoids and opi-
ates, with other tested substances negative. During follow-up,
the patient denied taking opioid or analgesic medication be-
fore calling 911 and did not recall receiving opioids from emer-
gency medical services. He was uncertain whether an opioid
was administered after hospital arrival before urine collec-
tion. The timing of any hospital-administered opioid relative
to toxicology sampling could not be confirmed; therefore, the
source and clinical significance of the positive opiate result
could not be established.

Computed tomography angiography of the chest, abdomen,
and pelvis was interpreted as showing an acute Stanford type
A aortic dissection originating within the aortic arch and ex-
tending retrograde into the posterior ascending thoracic aor-
ta, then distally through the descending thoracic and abdom-
inal aorta to the right common iliac artery (Figure 1). Because
the ascending aorta was involved, the dissection met Stanford
type A criteria [2]. Both true and false lumens demonstrated

Indexed in: [PMC] [PubMed] [Emerging Sources Citation Index (ESCI)]
[Web of Science by Clarivate]



ArjaRD. et al:
Orgasm-associated acute type A aortic dissection
© Am J Case Rep, 2026; 27: €954018

Figure 1. CTA showing acute Stanford type A aortic dissection. (A) Axial CTA at the aortic arch demonstrates the intimal flap (red
arrow). (B) A second axial CTA view demonstrates the dissection flap and true and false lumens (red arrow). (C) Sagittal CTA
demonstrates longitudinal extension of the dissection (red arrow). CTA, computed tomography angiography.

preserved flow. The dissection extended into the proximal su-
perior mesenteric artery without occlusion, while the celiac
trunk, renal arteries, inferior mesenteric artery, and iliac ves-
sels remained patent. No pericardial effusion or pulmonary
embolism was identified.

The presenting radiology interpretation and cardiothoracic sur-
gical assessment described the process as acute. The patient
denied previous similar symptoms or known aortic disease;
however, no prior aortic imaging was available for compari-
son, and detailed imaging markers used to distinguish acute
from chronic dissection were not available for independent re-
view. An acute-on-chronic component therefore could not be
completely excluded.

The patient was admitted to the intensive care unit for anti-
impulse therapy. Esmolol infusion was initiated to maintain a
target heart rate below 60 beats per minute, followed by ni-
cardipine to maintain systolic blood pressure below 110 mm
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Hg. Chest pain improved, and neurologic status and distal
pulses remained intact.

Cardiothoracic surgery specialists reviewed the imaging and
confirmed acute Stanford type A involvement of the aortic arch
and posterior ascending aorta without documented pericardi-
al effusion or major branch-vessel malperfusion. Because spe-
cialized definitive aortic intervention was not available at the
presenting hospital, the patient was transferred when hemo-
dynamically stable to a tertiary cardiovascular center for de-
finitive management.

Complete outside-hospital operative and discharge records
from the receiving center were unavailable. The patient lat-
er recalled being told that his aorta had been repaired with a
graft and believed that the procedure was performed through
an arterial approach, but the exact repair technique could not
be independently confirmed. He recalled temporary restric-
tions on heavy lifting but did not recall specific counseling
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Table 1. Published cases of aortic dissection temporally associated with masturbation.

Report

McBeth and
Rosenstein [6]
68-year-old man

Relevant factors

Hypertension; coronary artery
disease

Presentation / dissection

Chest/back pain after
masturbation; acute Stanford
type A dissection
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Management / outcome

Transferred; died after arrival

Sanky and Sasi [7]
59-year-old man

Hypertension; renal
insufficiency; 1gG4-related
disease; chronic steroids

Presyncope after masturbation;
painless type A dissection

Escabi-Mendoza
et al [8]
60-year-old man

Liddle syndrome with resistant
hypertension; obstructive sleep
apnea; chronic cannabis use

Chest pain during masturbation;
cannabis within 1 hour;
extensive type A dissection

Ascending/partial arch
replacement; aortic valve repair

Present case
41-year-old man

Patient-reported prior
hypertension without
antihypertensive therapy; daily

Chest pain at orgasm; type A
dissection extending from arch
to right common iliac artery

Transferred; later, endograft
visible on chest radiograph;
exact procedure unavailable

cannabis use; sertraline and
olanzapine

regarding sexual activity. Five months later, during an emer-
gency department visit for an unrelated reason, chest radiogra-
phy objectively demonstrated interval placement of a thoracic
aortic endograft without acute cardiopulmonary abnormality.
The patient reported no postoperative complications and stat-
ed that he felt back to normal.

Discussion

Hypertension is a major predisposing factor for aortic dissec-
tion [1,2]. Follow-up history clarified that the patient had pre-
viously been told he had hypertension and had not been pre-
scribed antihypertensive therapy before the event. Prior blood
pressure values were unavailable, so the severity and chronic-
ity of his pre-event hypertension could not be characterized.
This history supports antecedent hypertension as a possible
predisposing factor. However, the blood pressure of 195/102
mm Hg was measured after symptom onset and may have
been amplified by severe pain and sympathetic activation; it
cannot be used to reconstruct the patient’s blood pressure im-
mediately before the dissection.

The temporal relationship to orgasm is biologically plausible
because sexual activity produces short-lived increases in car-
diovascular workload [3,4]. However, competing factors must
be considered. The patient used cannabis daily and reported
smoking his usual amount several hours before symptom on-
set. Thoracic aortic dissection has been reported in temporal
association with marijuana use in a case report [9], but this
does not establish causation. Cannabis exposure therefore
cannot be excluded as a contributing or confounding factor in
this case. The positive opiate screen is also of uncertain signif-
icance because the patient denied prehospital opioid use, did
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not recall receiving opioids from emergency medical services,
and the timing of any hospital-administered opioid relative to
urine collection could not be verified. His psychiatric disorder
was treated with regular sertraline and olanzapine, and he re-
ported no stimulant medication use; the available data do not
establish a causal role for these medications.

Sexual activity has been reported as a situational precipitant
in acute aortic dissection, although the evidence is limited
and must be interpreted in the context of underlying suscep-
tibility. Gansera et al identified symptom onset during sexu-
al intercourse in a subset of younger men with acute type A
dissection [5]. Three published case reports describe dissec-
tion temporally associated with masturbation [6-8]. McBeth
and Rosenstein reported a 68-year-old man with hypertension
and coronary artery disease who developed acute type A dis-
section after masturbation and died shortly after transfer [6].
Sanky and Sasi described a 59-year-old man with hyperten-
sion, chronic renal insufficiency, and IgG4-related disease who
developed a painless type A dissection after masturbation and
underwent aortic graft replacement [7]. Escabi-Mendoza et al
reported a 60-year-old man with resistant hypertension from
Liddle syndrome and chronic cannabis use who developed ex-
tensive type A dissection after masturbation and recent can-
nabis exposure and underwent open aortic repair [8]. Table 1
compares these reports with the present case.

The immediate onset of symptoms at orgasm makes orgasm
the closest identifiable temporal event, but temporal proximi-
ty alone cannot establish that it was the primary cause. In this
patient, patient-reported prior hypertension and daily canna-
bis exposure provide plausible predisposing or contributing
factors. The most defensible interpretation is therefore that
the dissection was multifactorial, with orgasm representing
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a possible immediate precipitating stressor rather than a
proven cause.

The diagnosis was documented as acute by the presenting im-
aging interpretation and cardiothoracic assessment, and the
abrupt onset of new symptoms supported an acute presenta-
tion. Nevertheless, prior imaging was unavailable and specific
imaging features of chronicity were not independently available
for review. An acute-on-chronic process cannot be completely
excluded, and this limitation should be considered when in-
terpreting the proposed temporal association.

The extent of the dissection, from the aortic arch to the right
common iliac artery, was notable despite preserved major
branch-vessel perfusion. The patient’s hemodynamic stabil-
ity permitted anti-impulse therapy and transfer to a tertiary
cardiovascular center, but the available records do not estab-
lish that the absence of aortic root involvement itself made
transfer possible or determined the definitive repair strategy.
Later chest radiography documented a thoracic aortic endo-
graft, while the exact procedure remains unknown because
outside operative records were unavailable.

Clinicians should consider acute aortic syndrome when abrupt
severe chest or back pain occurs during or immediately after
sexual activity, especially when hypertension or other vascu-
lar risk factors are present. The clinical lesson is not that mas-
turbation commonly causes dissection, but that the tempo-
ral context should not distract from prompt recognition of an
acute aortic syndrome. Rapid computed tomography angiog-
raphy, anti-impulse therapy, and transfer to an experienced
aortic center remain central to management [2].
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Conclusions

This case describes acute Stanford type A aortic dissection
presenting with tearing chest pain at orgasm during mastur-
bation. The timing supports a possible precipitating role for
orgasm-related hemodynamic stress, but causality cannot be
established. Patient-reported prior hypertension and recent
cannabis exposure were possible predisposing or contribut-
ing factors, and the positive opiate screen could not be defin-
itively explained from the available records. Clinicians should
consider acute aortic syndrome when abrupt severe chest or
back pain follows sexual activity, particularly in patients with
additional vascular risk factors. Prompt imaging and anti-im-
pulse stabilization remain essential.
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