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(Abstract

Brugada Syndrome is a recognized condition that may cause sudden cardiac death. This diagnosis can occasionally be missed
due to the transient nature of the typical Electrocardiogram (ECQ). Clinicians might be familiar with type 1 brugada pat-
tern, but not type 2 brugada ECG. A 58-year-old lady presented to our center after a fall. She experienced a sudden loss of
consciousness while she was cooking. This episode was described as a sudden blackout. She regained consciousness almost
immediately. Upon arrival, physical examination was unremarkable, except for soft tissue injury over the lower lip. ECG was
performed in the emergency department and was read as normal (but was Brugada type 2). Serial ECGs throughout admission
were significant for Brugada Type 1 and 2 patterns. This realization of the Brugada type 1 pattern prompted further history,
which revealed a sudden cardiac death in her otherwise healthy 20 years old son, who passed away unexpectedly in his sleep.
Her echocardiography and blood investigations were otherwise unremarkable. Fulfilling both ECG and clinical criteria for
Brugada Syndrome, she was subsequently referred to cardiology for further evaluation. An ICD was eventually implanted.
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Introduction

Brugada Syndrome is a rare entity that can cause sudden car-
diac death via spontaneous ventricular tachyarrhythmias [1].
It is typically underdiagnosed or unrecognized in day-to-day
clinical practice due to a lack of familiarity. The dynamic, tran-
sient nature of the ECG changes might also be unrevealing [2].
Brugada Type 1 pattern (classically described as a shark fin ST
elevation over the right precordial leads) is well known, but
little is often reported about Brugada Type 2 ECG.

Case Summary

A lady in her 50s with no known medical illness presented to
our setting post-fall. This occurred suddenly while she was
cooking and was described as a sudden blackout. She regained
composure within a few seconds without any recollection of
events. No tonic-clonic movements or prodromal cardiovas-
cular symptoms were experienced. Upon arrival, she was well.
Physical examination revealed only a soft tissue injury over
her lip while vital signs and cardiovascular and neurological
examination findings were normal. A non-contrasted CT Brain
did not reveal any evidence of stroke. ECG on admission (Fig-
ure 1) was read as normal.

ECG on the day 2 of admission (Figure 2) however, captured
coved-shaped ST elevation which was typical of Brugada Type
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Figure 1: ECG on day 1 of admission (Saddle ST elevation
indicative of Brugada Type 2 pattern was noted but read as
normal sinus rhythm).

1 (shark fin appearance).

Suspecting Brugada Syndrome, further history was sought and
a positive sudden cardiac death in her family was noted: her
young son, otherwise fit and well in his 20s, a naval officer,
passed away unexpectedly in his sleep. No foul play was sus-
pected, nor was he known to abuse any substances. A revision
of her ECG on admission (Figure 1) was realized to be a Bru-
gada Type 2 pattern, which was not recognized. Serial ECGs
revealed a persistent Brugada Type 2 pattern while echocar-
diography demonstrated good left ventricular ejection frac-
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Figure 2: ECG on day 2 of admission (Coved Shaped ST elevation noted over the
V1-V3,; typical for Brugada Type 1 Pattern,).

tion without any wall motion abnormalities. She was briefed
regarding the diagnosis and its implications and was referred to
the National Heart Centre for further evaluation. A transvenous
ICD was eventually implanted (Figure 3).

Figure 3: Post transvenous ICD insertion.

Discussion

Recognition of Brugada type 2 ECG is important as it can be
the initial manifestation found in post-Cardiac Arrest / VF [3,4]
or Syncope [2]. It can also be an incidental finding [5]. When
Type 2 Brugada pattern ECG is present, challenge with sodium
channel blockers is recommended to elicit Type 1 pattern (the
eponymous criteria required for diagnosis). This was unneces-
sary in our patient as her ECG converted spontaneously.

Contrary to other inherited arrhythmia syndromes, such as
Hypertrophic Cardiomyopathy or Catecholaminergic Poly-
morphic Ventricular Tachycardia which are often accentuated
by exertion or catecholamines; Brugada-induced ventricular
tachyarrhythmia is often provoked by an increase in vagal ac-
tivity (sleep, bradycardia) or fever, that enhance the J-point.
When present in young Asian males, Type 1 ECG is more ma-
lignant. Given the unexpected circumstances and the ECG seen
in our patient, it is likely our patient’s son has Brugada Syn-
drome and succumbed during his sleep [1].

Our consultant opted for ICD implantation as our patient has
a spontaneous type 1 Brugada ECG, a positive family history
of sudden cardiac death, and a presentation of syncope that
is likely arrhythmic (occurring unexpectedly, resolving fairly
quickly, without any prodromal symptoms and triggers). They
believe she exhibits a high-risk phenotype with likely future

recurrence as the frequency of cardiac arrest in Brugada Syn-
drome is reported to increase with age [6]. Furthermore, during
evaluation, she was found to have multiple episodes of brady-
cardia, a risk factor for ventricular tachyarrhythmias in patients
with Brugada type ECG. In a patient with conventional presen-
tation and risk factors, watchful waiting for absolute indica-
tions of ICD such as a witnessed cardiac arrest or ventricular
tachyarrhythmia might be harmful [1]. Furthermore, the pa-
tient has previously experienced the loss of a loved one and is
accepting of procedural risks.

Regardless of ICD, patients with Brugada-type ECG should be
followed up to monitor for clinical manifestation of ventricular
tachyarrhythmia as well as co-existence of other arrhythmias,
such as Atrial Fibrillation, which will increase the risk for fur-
ther lethal arrhythmic events. Patients should also be wary of
alcohol and various drugs, as some may precipitate tachyar-
rhythmia. Fever also should be treated aggressively [1]. We did
not recommend any genetic studies to our patient or her family
as it is expensive. Moreover, the gene implicated (SCNSA) is
only found in 10 % of patients, with poor genotype-phenotype
mismatches and would not otherwise influence clinical man-
agement [7].

Conclusion

Brugada Syndrome is an important consideration whenever
patients present with falls or syncope. History taking is para-
mount as it may uncover the clinical events behind syncope
as well as a family history of sudden cardiac death. Clinicians
should bear in mind and recognize type 2 Brugada Pattern on
ECG, as it may be the initial presenting ECG of Brugada Syn-
drome. When present, serial ECG might uncover an underlying
Typical 1 Brugada Pattern (the eponymous criteria for diagno-
sis).
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