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Objective: The objective of the study was to assess the physical activity (PA) and

exercise patterns among participants in a large multinational spontaneous coronary

artery dissection (SCAD) registry. Patients and Methods: Participants with SCAD

enrolled from March 2011 to November 2019 completed surveys including details

regarding PA and exercise habits prior to SCAD, and PA counseling received from

their provider after SCAD. Demographics and clinical characteristics were collected by

electronic record review. Exercise prescribed to patients after SCAD was categorized

according to exercise components: type, intensity, frequency, time/session, and extreme

environmental conditions.

Results: We included 950 participants; mean ± age was 46.8 ± 9.5 years old at

the time of first SCAD; most (96.3%) were women and (77.0%) attended ≥1 cardiac

rehabilitation session. Hyperlipidemia (34.3%), hypertension (32.8%), and elevated body

weight (overweight = 27.0%; obesity = 20.0%) were the most common comorbidities.

Prior to SCAD, 48.5% performed aerobic exercise ≥3 times/week, and only 32.0%

performed strength-building exercise regularly. PA counseling details after SCAD in

299/950 participants showed that most (93.3%) patients received some form of

counseling including exercise prescription (EXP), non-specific recommendations, and

discouraged from any exercise. Limits regarding exercise type and intensity were the

most common advice among participants who received EXP.

Conclusion: Insights from our study suggest that only 48% of the patients

performed some aerobic exercise three or more times per week, and 32.0% performed

strength-building exercises, which suggest that most of them may not be as active as

assumed. Furthermore, 70% of the SCAD patients have ≥1 cardiovascular risk factors.

We suggest guiding patients based on individual assessment, taking into consideration

baseline PA habits, treatment, and risk factors. SCAD-tailored PA guidelines are needed

for optimal EXP without compromising patient safety.

Keywords: spontaneous coronary artery dissection, exercise prescription, young adult, women cardiovascular

disease, physical exertion, exercise
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INTRODUCTION

Spontaneous coronary artery dissection (SCAD) is a significant
cause of myocardial infarction without atherosclerotic coronary
artery disease in otherwise healthy and presumably fit young
women (1–3). The prevalence of SCAD has been reported in
0.07–0.2% of all coronary angiograms performed (4); however,
population-based incidence and prevalence of SCAD remains
uncertain (5, 6).

Physical activity (PA) and exercise after cardiovascular events
improves aerobic capacity (7), body composition, and overall
mental health (8). Supported by a plethora of evidence, cardiac
rehabilitation (CR) is a class I guideline-directed intervention
that increases quality of life, reducesmorbidity andmortality, and
decreases recurrent cardiovascular events after acute myocardial
infarction (9–12). The relevant studies were primarily of those
who had acute myocardial infarction due to atherosclerosis and
did not differentiate those individuals from SCAD patients.
SCAD pathophysiology represents a heterogeneous clinical
entity that might require variations in short- and long-term
management strategies (13).

The role of PA and exercise in patients after SCAD is not well-
established. Most patients have been advised against performing
strenuous physical exertion and prolonged high-intensity or
heavy weightlifting activities (14–18); however, there is little
evidence to support these recommendations. In the absence of
evidence, concerns regarding benefit or harm of PA as it relates
to SCAD remain, particularly because patients are at risk of
recurrent events (6, 19).

Reports have suggested that early and long-term survival after
SCAD is favorable (6, 19, 20). SCAD survivors are thought
to be young and highly active (9); therefore, pre-SCAD PA
level might play an important role in establishing individualized
management and recovery goals. The present study involves a
series of patients who were enrolled in a large multinational
registry (21).We aimed to (1) assess self-reported PA and exercise
habits in patients prior and after SCAD, (2) understand self-
reported patterns of PA and exercise prescribed to patients after
SCAD, and (3) assess self-reported exercise prescription (EXP)
components delivered to patients after SCAD.

MATERIALS AND METHODS

Design and Procedures
We reviewed 998 patients enrolled in the Mayo Clinic
SCAD Registry from March 2011 to November 2019
(Supplementary Figure 1). The ongoing SCAD Registry
was approved by the Mayo Clinic Institutional Review Board.
Participants were enrolled after confirmation of the SCAD
diagnosis of coronary angiography and medical record review.
Written consent was then obtained from all participants.
Participants include patients diagnosed with SCAD at the
Mayo Clinic, as well as clinical and self-referrals to the registry.
Participants are able to enroll into the registry without a
medical visit to the Mayo Clinic, which allows recruitment of
patients with SCAD from throughout the United States and
the world.

Baseline characteristics of participants were collected by
trained nurse abstractors based on electronic record review
and initial surveys that included demographics, socioeconomics,
clinical characteristics, details regarding unusual PA, and
specific questions regarding exercise habits prior to SCAD
(Supplementary Figure 2). Unusual PA was defined as any
activity that leads to exhaustion, endurance training, elite
competitive sports, or vigorous exertion, including extremes
of ambient temperature. A follow-up survey was completed
by some participants. In this survey, PA habits after SCAD
were obtained; open-ended questions regarding PA counseling
received from their health care provider at the first encounter
after SCAD and subsequent medical encounter were also assessed
(Supplementary Figure 3).

Statistical Analyses
Statistical analyses were performed using JMP statistical software,
version Pro 14.1.0 (SAS, Cary, North Carolina). Continuous
variables are presented as mean ± SD. Categorical variables are
presented as numbers and percentages. The number of responses
for each question varied due to incomplete responses (e.g.,
respondent did not answer a question); for descriptive analyses,
percentages were computed with the denominator being the
number of responses for a specific item.

From the first survey, close-ended questions
(Supplementary Figure 2) assessing exercise habits prior to
SCAD were categorized: aerobic exercise and strength-building
exercise. Furthermore, aerobic exercise was grouped in categories
according to frequency (i.e., none, <3 times per week, ≥3 times
per week, or not sure) and time per sessions (i.e., <30min
per session, 31–60min per session, ≥60min per session, or not
sure) (Supplementary Figure 4).

Qualitative data generated through open-ended questions
were analyzed by two investigators (AC-Z and JM-I). These
questions from the second survey (Supplementary Figure 3)
were analyzed with open coding and categorization of concepts.
Regarding PA habits after SCAD, data were grouped into
previously described categories (Supplementary Figure 5). “Did
not specify” was used in cases where the participant did not
provide information about the inquiry.

Supplementary Figure 6 shows the theoretical framework for
the open coding during the qualitative analysis of data regarding
first and subsequent encounters. Data were categorized into
emerging patterns, which were later grouped. Three groups
emerged: participants who received PA counseling, participants
who did not receive PA counseling, and a third category called
“Miscellaneous.” (i.e., participant’s answer was ambiguous or
not related to the question). Sub-analysis of the group that
received PA counseling included three subcategories: formal
exercise prescription (EXP), non-specific recommendations, or
discouraged from any exercise.

Additionally, the EXP category was sub-analyzed and
grouped according to exercise components: type, intensity,
frequency, and duration of exercise sessions (time/session) based
on definitions of the American College of Sports Medicine
guidelines (22). “Extreme environmental conditions” related to
exercise performance and “CR exercise program” were added
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as components of EXP since they were highly reported among
participants (Supplementary Figure 6). “CR exercise program”
category reflects participants who reported following an exercise
plan delivered by a CR program and did not provide specific
details regarding exercise components. Exercise components
were later categorized into emerging patterns, which were later
grouped (Supplementary Figure 6).

RESULTS

For the purposes of this study, 950 of 998 participants
who completed initial surveys were included
(Supplementary Figure 1). Overall mean time between the
first SCAD event and completion of the surveys was 2.5 ±

3.7 years. A follow-up survey was completed by 299/950
participants; the overall mean time between the first and second
survey completion was 2.7 ± 0.9 years. Baseline characteristics
of patients with SCAD are shown in Table 1. The mean ±

SD age of the participants was 46.8 ± 9.5 years at the time of
SCAD and 49.0 ± 10.1 years at the time of the initial survey.
Most (n = 915, 96.3%) were women, white, not of Hispanic
origin (n= 877, 92.3%). Geographic distribution of patients
is shown in Supplementary Figure 7. The majority (n = 572;
60.2%) of the participants resided in the United States. Most
(n = 717, 77.0%) attended ≥1 CR sessions, and overall average
CR attendance was 18.6 ± 11.7 sessions. Hyperlipidemia (n
= 311, 34.3%), hypertension (n = 304, 32.8%), and elevated
body weight (overweight = 234, 27.0%; obesity = 173, 20.0%)
were the most common cardiovascular risk factors, and 70.1%
participants had one or more factors. Less than 2% (n = 16)
reported current smoking (Table 1).

The left main artery, left anterior descending artery, or
multiple vessels were most frequently affected (n = 584, 63.1%),
and half (n = 533, 57.4%) of participants were initially managed
with medical therapy only. Over 50% (n = 495, 53.0%) recalled
having recurrent symptoms of chest pain after SCAD, or chest
discomfort/ shortness of breath (n = 537, 56.8%) following PA.
Furthermore, concerns about SCAD recurrence (n= 418, 44.8%)
or sudden cardiac death (n= 300, 32. 2%) in the future were also
reported (Table 1).

Physical Activity and Exercise Habits Prior
and After Spontaneous Coronary Artery
Dissection
Table 1 shows exercise habits in patients prior to SCAD. Less
than half (n = 461, 48.5%) performed aerobic exercise >3 times
per week, of which 62.5% (n = 288) of the participants exercised
between 31 and 60min. Only 19.7% (n = 91) reported aerobic
exercise sessions longer than 60min. Of the overall group, the
majority (n= 634, 66.9%) were not performing strength-building
exercise, and most (n = 645, 68.3%) participants did not engage
in unusual PA prior to SCAD (Table 1).

PA habits after SCAD in 299 participants are shown inTable 2.
Half of the participants (n= 153, 51.2%) were performing aerobic
activities ≥3 times per week. Of this group, most (n = 109,

TABLE 1 | Characteristics of patients with spontaneous coronary artery

dissection.

Total population (n = 950) Number (%)

Age (years) at time of SCAD, mean ± SD 46.8 ± 9.5

Age (years) at time of survey, mean ± SD 49.0 ± 10.1

Female 915 (96.3)

Race—Ethnicity

White-non-Hispanic 877 (92.3)

White-Hispanic 24 (2.55)

Asian 12 (1.27)

African American 10 (1.06)

American Indian/Alaskan Native 6 (0.64)

Other 13 (1.38)

Married 773 (82.2)

Yearly income ≥ $50,000 157 (17.1)

Yearly income ≥ $80,000 654 (71.4)

Employed full time 488 (51.9)

Employed part time 182 (19.4)

Completed 12 years of school 924 (99.1)

Completed 16 years of school 657 (70.5)

CR attendance 717 (77.0)

CR sessions, mean ± SD 18.6 ± 11.7

More than 1 SCAD events 144 (15.5)

Hypertension 304 (32.8)

Diabetes mellitus 27 (2.9)

Hyperlipidemia 311 (34.3)

Overweight (BMI = 25.0–29.9) 234 (27.0)

Obesity (BMI ≥ 30.0) 173 (20.0)

BMI, mean ± SD 25.9 ± 5.9

Fibromuscular dysplasia 330 (35.1)

Connective tissue disorder 37 (4.0)

Postmenopausal hormone therapy 173 (18.9)

Fertility treatment 115 (12.7)

Current smokera 16 (1.7)

Former smokera 254 (27.5)

Exercise habits prior SCAD

Aerobic exercise

None 158 (16.6)

<3 times per week 308 (32.4)

3 or more times per week 461 (48.5)

<30 min/session 81 (17.6)

31–60 min/session 288 (62.5)

>60 min/session 91 (19.7)

Not sure 23 (2.4)

Strength building exercise

No 634 (66.9)

Yes 303 (32.0)

Not sure 11 (1.2)

Unusual physical activity prior to SCAD

No 645 (68.3)

Yes 266 (28.2)

Not sure 33 (3.4)

Coronary artery affected

Left main, left anterior descending artery, or multivesselb 584 (63.1)

(Continued)
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TABLE 1 | Continued

Total population (n = 950) Number (%)

Left circumflex artery or right coronary artery 206 (22.2)

Intervention

Medical therapy only 533 (57.4)

PCI or CABG 364 (39.4)

Symptoms and concerns after SCAD

Recurrent symptoms of chest pain 495 (53.0)

Chest discomfort or shortness of breath following physical

activity

537 (56.8)

Concerned about recurrence of SCAD event 418 (44.8)

Concerned about sudden cardiac death 300 (32.2)

BMI, body mass index (calculated as weight in kilograms divided by height in

meters squared); CABG, coronary artery bypass grafting; PCI, percutaneous coronary

intervention; SCAD, spontaneous coronary artery dissection; SD, standard deviation.
aSmoking status at the time of SCAD.
bHigh-risk anatomy.

TABLE 2 | Physical activity habits after SCADa.

Overall = 299

Number (%)

Aerobic

None 52 (17.4)

<3 times per week 11 (3.7)

3 or more times per week 153 (51.2)

<30 min/session 10 (6.5)

31–60 min/session 109 (71.2)

>60 min/session 1 (0.7)

Did not specify frequency 83 (27.7)

Strength building

No 58 (19.4)

Yes 59 (19.7)

Did not specify 182 (60.9)

SCAD, spontaneous coronary artery dissection.
aQualitative data from SCAD follow-up survey.

71.2%) participants reported sessions of 31–60min. Fifty-nine
participants (17.4%) were not physically active at all.

Of the overall 299 participants, a sub-analysis of changes
in PA and exercise habits was made (Figure 1A). Among the
participants performing aerobic exercise ≥3 times per week,
with each time/sessions,≥31min prior to SCAD (i.e., aerobically
active participants, n= 133), <10% (n= 10) were not exercising
after SCAD, and two-thirds (n = 86, 64.7%) remained active ≥3
times per week after SCAD. The duration of the exercise sessions
in active participants after SCAD is shown in Figure 1B.

Physical Activity Counseling and Exercise
Prescription After Spontaneous Coronary
Artery Dissection
Figure 2A displays PA counseling at the initial and subsequent
visits after SCAD. Most (n = 279, 93.3%) participants received
PA counseling on their initial visit, namely, EXP (n = 202,

72.9%), non-specific recommendations (n = 69, 24.7%), or were
discouraged from any exercise (n= 8, 2.9%) (Figure 2C).

During subsequent medical visits (Figure 2A), most (n =

277, 92.6%) participants were counseled, and 56.3% (n = 156)
received EXP; nevertheless, 43.7% (n = 121) received non-
specific recommendations (Figure 2C). No participants were
discouraged from exercise at that time.

Figure 2D also shows EXP described by patients, according
to exercise components (i.e., type, intensity, frequency,
time/session, and extreme environmental exercise conditions) at
initial and subsequent visits after SCAD.

Regarding exercise type, avoidance of heavy lifting and/or
Valsalva maneuvers was the most common advice reported
by participants (27.7 and 30.1% at initial and subsequent
visit, respectively); <20% (n = 28 at initial visit; n = 31 at
subsequent visit) were advised to perform only aerobic exercise,
and avoidance of contact sports/activities was less likely reported
at neither initial (n= 3, 1.5%) nor subsequent (n= 2, 1.3%) visits
(Figure 2D).

Exercise intensity control or heart rate control during exercise
sessions were more commonly reported among the subsequent
visit (n = 78, 50.0%) recommendations (Figure 2D). In regard
to exercise frequency and time/session components, fewer
than 10% of patients described receiving recommendations at
their initial visit, and only 15% (n = 24) of the participants
described receiving recommendations about exercise frequency
(≥3 sessions per week) at the subsequent visit. Less than 2%
of the participants described receiving recommendations about
avoiding extreme environmental conditions during exercise
sessions on their initial or subsequent visit (i.e., avoidance
of extreme cold/hot weather). Participants who reported they
were told to follow a CR exercise program at their initial
(n = 57, 28.2%) or subsequent visit (n = 4, 2.6%), but did
not provide specific details regarding exercise components, are
shown in Figure 2D.

DISCUSSION

To our knowledge, this study is the first to assess PA habits
and EXP in the largest multinational registry of patients with
confirmed SCAD to date. Insights from our study demonstrate
the following: less than half of the participants were active
prior to SCAD, and some of those were inclined to stop
exercising after SCAD. Unusual PA was uncommon prior to
SCAD. Most participants received some form of counseling
PA after SCAD; however, specific advice regarding exercise
components (i.e., type, intensity, frequency, time/session, and
extreme environmental exercise conditions) was not consistently
delivered at initial or subsequent visits after SCAD. Most
participants have one or more traditional cardiovascular
risk factor such as hypertension, dyslipidemia, diabetes, or
elevated body weight. Recurrent symptoms of chest pain, chest
discomfort, or shortness of breath following PA were not
uncommon after SCAD, and survivors were concerned about
recurrent SCAD events or sudden death in the future.

Patients with SCAD have been described as young, fit,
active, mostly women, with few or unknown traditional risk
factors for cardiovascular disease (6, 19, 23–25). We report
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FIGURE 1 | Physical activity and exercise habit changes after SCAD in previously active participants. (A) Changes in physical activity and exercise habits among

participants performing aerobic exercise ≥3 times per week, with each time/session ≥31min prior to SCAD (i.e., active participants, n = 133). (B) Duration of the

exercise sessions in participants that remained active ≥3 times per week (n = 86; 64.7%) after SCAD. SCAD, spontaneous coronary artery dissection. From 299

participants who completed initial and follow-up surveys, a sub-analysis of changes in physical activity and exercise habits was made among active participants

defined as those performing aerobic exercise three or more times per week, with each exercise time/sessions ≥31min prior to SCAD.

in this study that most (70.1%) participants had at least one
traditional risk factor for which exercise training during CR
has shown to be beneficial (26). Prior to SCAD, 48.5% of the
participants in our study performed aerobic exercise at least
three times per week, and most (82.2%) of those performed
exercise sessions ≥31min; however, only 32.0% performed some
strength-building exercises. The latest US monitoring data (27)
showed that only 19% of women and 26% of men achieve
sufficient activity defined by the 2018 Physical Activity Guidelines
for Americans (28) as a combination of ≥150min of moderate
aerobic activities preferably spread through the week and 2 days
of strength-building exercises per week. Our findings suggest that
some SCAD patients achieve a reasonable amount of activity
when compared with the adult US population; however, most
of them may not be as active as assumed. This is particularly
concerning since sparse exercise does not lead to optimal health
(29), and active patients more often attend CR after the first
SCAD, compared with less active patients (30).

Regarding PA counseling after SCAD, our study shows that
most (93.3%) participants received PA advice at their first
visit, and CR attendance among this group was substantial
(Figure 2B), which may reflect either a motivated patient
group and/or response bias. Among counseled patients in
our study, specific advice delivered after SCAD about exercise
components varied. At times, patients reported non-specific
recommendations such as “listen or pay attention to your body,”
“exercise as tolerated,” or “do what feels OK within reason,”
especially on their subsequent (43.7%) medical encounter.

Such recommendations may allow tailoring of physical effort
according to patient’s symptoms and to encourage them to learn
to assess and adjust based on their perceived exertion. This
can also be an alternative to constant monitoring of vital signs
during exercise, which can be impractical, anxiety provoking,
and frustrating. On the other hand, the disadvantage of such
advice is that it may be unclear and potentially confusing
for patients.

Previous reports have suggested extreme physical or
emotional stress as possible precipitants for SCAD (6, 18).
More often, strenuous physical stressors such as intense
isometric exercise and weightlifting have been reported
among men (6, 18). Most (68.3%) participants in our study
did not report engaging unusual activities prior to SCAD.
Fears of physical exertion triggering a recurrent dissection
understandably may lead to advice against certain PA such
as avoiding lifting or Valsalva maneuvers, not pursuing an
activity beyond moderate aerobic exercise, or maintaining
strict intensity control during PA (18). The mechanisms by
which these stressors may contribute to SCAD are uncertain,
and hypotheses have been based on experiences in patients
with aortic diseases and individual SCAD case reports (31–
33). Similarly, SCAD patients generally are advised against
competitive or contact sports, exercising to the point of
exhaustion, or performing exercise in extreme temperatures
(hot yoga and cold weather) (4, 5, 34). These recommendations
were rarely (1.5% or less) reported by our participants, which
could be explained by the nature of our survey since we are
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FIGURE 2 | Physical activity counseling and exercise prescription patterns after SCAD. CR, cardiopulmonary rehabilitation; SCAD, spontaneous coronary artery

dissection. Participants (299), who completed a follow-up survey after SCAD, provided details regarding physical activity counseling and exercise prescription received

from their health care provider at first and subsequent medical encounter after SCAD. (A) Physical activity counseling at first and subsequent encounters after SCAD.

(B) Proportion of participants who received physical activity counseling at initial visit after SCAD and attended cardiac rehabilitation (CR). (C) Subcategories of

counseling received at first and subsequent encounters after SCAD. (D) Details of exercise prescription according to exercise components; CR category reflects

participants who followed a CR exercise program and did not provide further details.

relying on qualitative data generated through open-ended
questions. Progress will require prospective studies to address
this constraint.

Our study shows that lack of PA must be addressed in
SCAD patients, and this could contribute to improved health
and decrease their risk of future cardiometabolic diseases (28).
SCAD patients are predominantly younger women who have
received a heart disease diagnosis that places them in a high-
risk population for psychological sequelae (35). Our group
previously (36) reported significant prevalence of posttraumatic
stress disorder, depression, and anxiety symptoms among SCAD
survivors, and the severity of symptoms was worse among those
who were younger at the time of SCAD. Likewise, our study
shows that one-third of the patients report concerns regarding
recurrence or sudden death after SCAD. This may or may not
impact patient’s decisions regarding PA practices after SCAD;
however, close attention should be paid to previously active
patients who have refrained from exercising after SCAD.

Moderate PA in all individuals with cardiovascular disease,
after appropriate risk stratification, is recommended as a central
component of therapy and is associated with reduced anxiety,
hospital readmission, and cardiovascular and all-cause mortality
(37). However, it is yet difficult to place these recommendations
in SCAD patients since predicting which patients could have

recurrent SCAD is not possible. Recently, the 2020 European
Society of Cardiology guidelines on sports cardiology and
exercise in patients with cardiovascular disease (37) recommend
management of SCAD patients based on individual assessment.
Resumption of leisure-time activities or competitive sports was
suggested in patients under conservative management (i.e.,
without revascularization) who remain symptom-free, without
evident inducible myocardial ischemia or with complete healing
on computed tomography. However, exercise stress testing and
coronary imaging are not standards of care prior to exercise
resumption in SCAD patients (34).We acknowledge the inherent
difficulties in formulating specific recommendations in this
group of patients, and these recommendations denote progress
in our understanding regarding SCAD management.

SCAD represents a challenge not only for health care teams
but for patients who face unique issues concerning their disease
due to little familiarity with the cause of their condition,
uncertainty about treatment and management, doubt about the
risk of recurrent events, and future decisions especially regarding
lifestyle changes. Moreover, there is a substantial gap in evidence
to guide clinicians regarding EXP after SCAD. To date, no
SCAD-tailored physical activity guidelines have been created,
and given the low prevalence of SCAD, randomized controlled
trials to support evidence-based approaches have been difficult.
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Consequently, PA recommendations in SCAD are derived
mostly from expert opinion, clinical experience, or CR evidence
(9, 38). We hope that future larger-scale prospective studies
help further our understanding of risk factors associated with
SCAD recurrence and to fully comprehend patient’s limitations
regarding PA.

LIMITATIONS

There are important limitations to consider in this study.
First, this analysis is limited by selection and referral bias, and
the registry’s design prevented us from exploring multivariate
associations. Second, most of the exercise data were self-reported;
therefore, this study is limited by recall bias. Furthermore,
qualitative data generated through open-ended questions were
coded and categorized; this may be limited by errors in
interpretation or analysis. Although the initial survey response
rate was high, up to the time of this study, we were unable
to obtain follow-up information from some participants, and
only participants that had a complete set of data relevant to our
aims were included. This could limit our findings and suggests
there may be bias. Additionally, participants’ questionnaires were
collected at a single time point, which varied from the time of
SCAD and may affect generalizability of the findings. However,
the inclusion of patients from a variety of locations may help
improve this generalizability. Despite all limitations, this study is
the first study to describe PA habits and EXP in the largest series
of patients with SCAD and serves to increase both patient and
clinician’s awareness of the physical activity and exercise habits
in SCAD patients.

CONCLUSION

Despite increased recognition of SCAD, knowledge gaps remain
including optimal levels of PA and exercise following SCAD.
Insights from our study suggest that only 48% of patients
performed some aerobic exercise three or more times per
week, and only 32.0% performed strength-building exercises,
which suggest that most of them may not be as active as
assumed. Furthermore, 70% of SCAD patients have one or more
traditional cardiovascular risk factors. According to our findings,
we suggest guiding patients based on individual assessment,
taking into consideration baseline PA habits, treatment, and
individual risk factors. Severely restricting activities or exercise
sessions is potentially counterproductive and frustrating, and
may contribute to the development of risk factors associated with
a sedentary lifestyle.

Resumption of regular, moderate PA is likely beneficial
in patients without recurrent symptoms or signs of ischemia
and/or dissection. SCAD-tailored physical activity guidelines are
needed for optimal exercise prescription without compromising
patient safety.
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