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Over the last decade, understanding of spontaneous coronary artery 
dissection (SCAD) has progressed from a condition once considered 
very rare and the subject largely of esoteric case reports to a disease 
now recognised as a significant cause of acute coronary syndromes, 
predominantly in young to middle-aged women. Large observa-
tional series have been presented, led by groups in the Mayo Clinic, 
United States and Vancouver, Canada.1-3 This increased under-
standing has led to the publication of consensus documents on best 
practice in both the US and Europe.4,5 Despite this, SCAD remains 
a condition devoid of randomised clinical trial data and debate 
continues over many aspects of what constitutes optimal 
management.

In a recent article published in REC: Interventional Cardiology, 
Bastante et al.6 present data on a highly characterised series from 
a Spanish centre at the forefront of the progressive management of 
this condition. Their data provide supporting evidence on findings 
of direct clinical relevance to contemporary clinical practice and 
provides novel insight, particularly into the relative merits of anti-
platelet therapies for this condition. 

The Yip-Saw angiographic classification for SCAD7 coupled with an 
increased recognition of the central role of intracoronary imaging 
to aid diagnosis where there is uncertainty, particularly with optical 
coherence tomography,8 has greatly enhanced the accurate diag-
nosis of SCAD in the cardiac catheterisation laboratory. In common 
with other more contemporary and prospective series where there 
is likely to be less selection bias,2,9 Bastante et al. report SCAD 
occurring in an older (median age 56), predominantly peri- and 
post-menopausal female population with a risk factor profile more 
akin to an age matched general population (48% current or 
ex-smoker, 36% hypertension, 42% hypercholesterolaemia).6 This 
further debunks an oft-repeated mantra that SCAD is a disease of 
pre-menopausal women with few conventional risk factors for 
ischaemic heart disease. In this and some other studies, only 
diabetes (6%) seems less prevalent than in the general population. 
It is interesting to speculate as to whether the adverse vascular 
effects of diabetes may paradoxically protect against SCAD. Most 
importantly however, these data remind clinicians not to restrict 
their consideration of the diagnosis of SCAD to low risk pre-meno-
pausal females.

Accurate diagnosis is the key first management step for SCAD. This 
paper gives important insights into the diagnostic role of computed 
tomography coronary angiography (CTCA). It demonstrates that 
even in a context where the site of SCAD is known from invasive 
angiography, conventional CTCA missed more than 20% of SCAD 
locations. This finding confirms that although CTCA is a tempting 
non-invasive substitute for angiography (particularly given the 
known increased risk of iatrogenic dissection during invasive angi-
ography in this population10), this approach should not be used for 
the primary diagnosis of SCAD. The inadequate sensitivity and 
specificity of CTCA for this diagnosis likely arises because SCAD 
has a predilection for the mid-distal coronary arteries (76% of cases 
in this series) where coronary diameters approach the effective 
spatial resolution of current CTCA technologies. Whether CTCA 
could still be useful in specific clinical contexts, for example to 
exclude or to follow progression of high-risk proximal-to-mid vessel 
dissections, remains to be elucidated. 

A key difference between the management of SCAD and athero-
sclerotic acute coronary syndromes is the increased risk of compli-
cations during percutaneous coronary intervention following SCAD. 
This, coupled with high reported rates of complete healing in 
conservatively managed SCAD has led to a consensus favouring a 
non-interventional strategy where possible.4,5 This approach is 
further supported by the recent demonstration of relatively small 
infarct sizes in most convalescent SCAD-survivors assessed by 
cardiac magnetic resonance imaging, with larger infarcts predicted 
by ST-segment elevation myocardial infarction presentation, 
reduced TIMI flow and more proximal or extensive dissections.11 
In the paper by Bastante et al. 82% of patients were managed 
conservatively.6 This is in keeping with a large recent prospective 
Canadian series and suggests that in experienced centres, most 
SCAD can be managed without percutaneous coronary 
intervention.2

Optimal medical management following diagnosis remains unclear. 
This becomes particularly relevant when considering the optimal 
long-term antiplatelet treatment strategy after SCAD. Antiplatelet 
therapies have become a mainstay of treatment for atherosclerotic 
acute coronary syndromes which are characterised by the forma-
tion of luminal thrombus on ruptured or eroded atherosclerotic 
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plaque. However, this paper confirms previous findings12 that the 
burden of true luminal thrombus in SCAD is low, leading the 
authors to adopt a clinical strategy of early aspirin monotherapy in 
conservatively managed SCAD (only 7/27 such patients were 
managed with dual antiplatelet therapy). The longer-term justifica-
tion for maintenance aspirin has also been questioned as it appears 
somewhat counter-intuitive to use a medication that prolongs 
bleeding time as prophylaxis for a condition whose primary patho-
physiological event seems to be the development of a spontaneous 
intramural haematoma. The only potentially informative clinical 
data come from a single Canadian observational series and found 
no definitive benefit or harm.1 However, these findings have not 
yet been validated in other series and whilst this report from 
Bastante et al.6 will add further fuel to this debate, clinical trial 
data are urgently needed to address this question.13 

The recognition of extra-coronary arteriopathies in SCAD patients14 
has led to a consensus favouring arterial screening by brain to 
pelvis imaging in all SCAD-survivors.4,5 However, it is important 
to demonstrate that imaging has the potential to alter clinical 
management or prevent vascular events, especially given the asso-
ciated X-ray dose if computed tomography arteriography is used.

This is particularly relevant as the most frequent arteriopathy in 
SCAD survivors is fibromuscular dysplasia which although common, 
seems of little clinical consequence in most cases. Therefore, the 
report by Bastante et al.6 of 3 patients in whom intra-cerebral aneu-
rysms identified during screening required closure provides some 
additional much-needed supportive data that at minimum intracere-
bral arterial imaging is indeed merited in SCAD-survivors.

Finally and most importantly for patients, Bastante et al. comple-
ment data from other series suggesting that although major adverse 
cardiovascular events (18%) and SCAD recurrence (12%) are signif-
icant problems for SCAD-survivors, the disease-related mortality 
following SCAD is very low.6 Prevention of SCAD recurrence is 
therefore the key target for clinical trials targeting improved 
outcomes in SCAD.

In summary, there has been a paradigm shift in our knowledge of 
SCAD leading to improved diagnostic accuracy and increasing 
adoption of a conservative revascularisation strategy (figure 1). 
However, key questions remain about optimal long-term medical 
prophylaxis and the best approach to follow-up imaging. Interna-
tional collaboration will be key to generating the data required to 
definitively address these questions and ensure we continue to 
improve our approach to the management of this important condi-
tion. Recruitment of patients to the new European Society of 
Cardiology EURObservational Research Programme SCAD registry 
(CPMS No. 44577, IRAS No. 270314)15 will provide a key platform 
for future research.
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Figure 1. Schematic of current optimal management approach to sponta-
neous coronary artery dissection (SCAD). Invasive coronary angiography 
supported by intracoronary imaging if needed remains the diagnostic 
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medical management is unknown. All images are from patients from the 
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computed tomography arteriography; CTCA, computed tomography coro-
nary angiography; DAPT, dual antiplatelet therapy; ESC-EORP, European 
Society of Cardiology European Observational Research Programme; FL, 
false lumen; HTN, hypertension; IVUS, intravascular ultrasound; MRA, 
magnetic resonance angiography; OCT, optical coherence tomography; 
PCI, percutaneous coronary intervention; STEMI, ST-segment elevation 
myocardial infarction; TIMI, Thrombolysis in Myocardial Infarction; TL, 
true lumen.
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