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Implantable cardioverter defibrillator
therapy for secondary prevention in
spontaneous coronary artery dissection:
to place or not to place? This is the matter

To the Editor,

We read with interest the article by Cimci et al. (1) concern-
ing a case of spontaneous coronary artery dissection (SCAD) in
a young woman presenting with cardiac arrest due to ventricular
fibrillation. Although SCAD is a known leading nonatherosclerotic
cause of sudden cardiac death (SCD) related to myocardial isch-
emia presenting with life-threatening ventricular arrythmias in 3%
to 11% of reported series, to date, data regarding the use of im-
plantable cardioverter defibrillator (ICD) therapy in this population
are limited (2). Current guidelines do not support early ICD place-
ment after an aborted episode of sudden cardiac arrest due to
ventricular arrythmia related to a potentially reversible cause (3).
Nevertheless, the reversibility of SCD risk in SCAD patients is still a
matter of debate. In the SCAD registry by Sharma et al. (4), several
variables were significantly correlated with a higher risk of SCD,
including tobacco use, ST-segment elevation myocardial infarction
at presentation, pregnancy status, and SCAD recurrence. The lat-
ter has been reported with an estimated rate of up to 30% at 4 to
10 years of follow-up and is favored even by angiographic features
(like coronary tortuosity and fibromuscular dysplasia), as well as
by modifiable risk factors (including arterial hypertension, precipi-
tating stressors, and low adherence to beta-blocker therapy) (2, 4).
However, although such predictors have been shown to be linked
with a propensity for an ongoing risk of SCD, current data from the
literature do not support their utility in decision-making regarding
ICD implantation, as opposed to other reported variables, like re-
current ventricular arrhythmias, uncomplete coronary revascular-
ization, or persistent left ventricular systolic dysfunction at hospi-
tal discharge and during follow-up (3). Previously published series
reported the frequent occurrence of angiographic spontaneous
healing of SCAD lesions, as well as a quick recovery of left ven-
tricular ejection fraction. Furthermore, a decreased propensity for
SCD in patients with SCAD may be obtained by acting on modifi-
able risk factors, like smoking cessation, avoidance of future preg-
nancies, and better titration of beta-blocker therapy (2, 4). Finally,
preliminary outcomes from SCAD series did not show a favorable
risk—benefit ratio for patients who underwent ICD therapy without
a guideline-based approach and whose clinical value was limited
by lack of therapies delivered from the devices (2). In-hospital com-
plication risks after ICD procedures have been reported in 11% to
16%, with an increased rate of re-interventions compared with
implantation of right ventricular pacing leads. This is most likely
related to the more complex structure, wider gage, and increased
stiffness of high-voltage leads. Furthermore, gender differences,

Letters to the Editor

anthropometric parameters, and physician factors have also been
reported to have a significant effect on the rate of complications
after ICD placement (4, 5). In conclusion, the role of ICD therapy
in secondary prevention in SCAD patients remains a challenging
matter of debate, due to its unclear risk—benefit ratio and lack of
SCD risk predictors that can be used in decision-making about ICD
implantation. Further, larger trials are needed to guide the decision
strategy of ICD placement in this population.
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Author's Reply

To the Editor,

We appreciated the valuable comments on implantable car-
dioverter defibrillator (ICD) therapy in our patients with spontane-
ous coronary artery dissection (SCAD) (1). We did not consider
ICD implantation for two reasons: 1. Cardiac arrest occurred in
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