
Syncope in Brugada Syndrome

Dr. Angel Moya

Hospital Universitari Dexeus

20-Feb-2020

I have nothing to declare



2

▪Syncope is  very common in general population as well as in patients with BrS

▪Reflex and OS, are benign and the most common aetiology of syncope

▪Patients with BrS are at increased risk of having VA as a cause of syncope, and 
arrhythmic syncope episodes may herald SD

▪The only effective first line treatment for preventing VA in patients with BrS is 
ICD (up to now ablation and quinidine are adjunctive treatments)

▪The implantation of ICD in active young patients, not only is expensive and 
invasive, but also associated with a high rate of complications (inappropriate 
discharges, electrode dysfunction, infections ...)

Why this session? 
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747 pts, from 11 studies

Age at implant: 43.4 + 13.4

Clinical presentation at implant:
- ASCD: 15.5%
- Syncope : 48.3%
- Atrial arrhythmias: 10.4%
- Asymptomatic: 21.7%

ECG at implant
- Spontaneous Type I ECG Brugada pattern: 46.6%
- Induced Type I ECG Brugada pattern: 50%

EPS for inducibility: 247 pts
- VF/VT induced: 171 (69.7%)
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mean follow-up period of 82.3 months(47.5-110.4)
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The rates of appropriate ICD shocks (18.5%) 
were similar as compared to inappropriate shocks (18.1%) 
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▪It is important not to miss implantation of 
ICD in any patient at risk of presenting life-
threatening VA.

▪It is also important not to implant 
unnecessary ICDs in these patients.

Why this session? 
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Multicentre international study 

1029 pts with spontaneous or induced type I BrS:
Previous history:

- Syncope: 313 (30%)*
- ASCD: 62 (6%)
- Asymptomatic: 808 (78%)

Outcome: time to first arrhythmic event: 
- SCD 
- Appropriate ICD shocks 
- Documented sustained ventricular tachyarrhythmia 

*: Clinical characteristics of syncope were not defined



Follow-up 40 + 50 months.
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In a multivariable analysis: symptoms before inclusion (P<0.001), SCD versus asymptomatic status (HR, 11; CI, 4.8 to

24.3; P<0.001), syncope versus asymptomatic status (HR, 3.4; CI, 1.6 to 7.4; P=0.002), and spontaneous type 1 ECG 

versus drug-induced type 1 ECG (HR, 1.8; CI, 1.03 to 3.33; P00.04) were predictors of a shorter time to first arrhythmic 

event. 

The results of the EPS (P0.48), was not predictive of a shorter time to first arrhythmic event.



Multicentre registry

308 pts with spontaneous or induced type I Brugada Syndrome without previous SCD
- 71 pts (56%) spontaneous
- 65 (21%) previous syncope*

EPS was performed in all
- Inducibility (VF, SPVT, syncopal PVT):  126 (41%)

During a median follow-up of 34 months, 14 arrhythmic events (4.5%) occurred (1,5% per year)

*: Clinical characteristics of syncope were not defined



History of syncope before enrollment
Presence of spontaneous
type 1 Brugada pattern

Presence of spontaneous type 1 ECG)
and history of syncope



Entire PRELUDE cohort Patients inducible with 1 or 2 extrastimuli



1312 pts with spontaneous or induced type I Brugada Syndrome without previous SCD, from 8 
studies

- 696 pts (53%) spontaneous type I Brugada pattern
- 429 pts (33%) previous syncope*

EPS was performed in all
- Inducibility (VF, SPVT, syncopal PVT):  

- With up to double extrastimul: 253 (19%)
- With up to triple extrastimuli: 527 (42%)

During a median follow-up of 38.3 months, 65 arrhythmic events (5%) occurred (1,3% per year)

*: Clinical characteristics of syncope were not defined
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203 pts with spontaneous or induced type 1 BrS
- 57 (28%) with syncope

*: According to ESC guidelines



342 pts with spontaneous or induced type I BrS:
Previous history:

- Syncope: 118 (34%)
- Suspected non arrhythmic: 67 (57%)*
- Suspected arrhythmic: 33 (28%)*
- Unknown origin: 18 (15%)*

- ACA: 23 (7%)
-Asymptomatic: 201 (59%)

*: According to ESC guidelines



825 patients with spontaneous or induced Type I Brugada Syndrome, were classified 
according to the symptoms reported at the first clinical observation as: 

- Aborted sudden death: 22 (2%) 
- Syncope: 195 (24%):*

- Neurally mediated (G 1): 118
- Unexplained (G 2): 77

- Asymptomatic (608; 74%)

EPS: 
- G1: 71 (60%) → PVT, VF or SVT induced in 34%
- G2: 57 (74%) → PVT, VF or SVT Induced in 46%

*: According to ESC guidelines
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EPS showed sensitivity of 100%, specificity of 66%. A positive and a negative predictive value of 18% and 100% respectively in identifying arrhythmic events
In group 1 the event-rate was not statistically different between subjects with positive and negative EPS (p = 0.21)
In group 2 patients with VF induced at EPS showed a higher incidence of ventricular arrhythmias than those with negative EPS,( p = 0.007)
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▪Between 20 and 30% of patients with BrS will develop syncope

▪Initial evaluation (clinical history and ECG) is the most powerful tool in 
identifying the risk of AE 

- Patients with suspected reflex syncope (triggers, prodromes…) and no 
spontaneous type I ECG have a very low risk of AE

- Patients with suspected arrhythmic syncope (sudden, at night, 
palpitations..) and spontaneous type I ECG have an increased risk of VA 

▪ILR can be an alternative in patients without very high risk, with recurrent 
syncope or not clear reflex syncope  

▪The role of EPS (preferably up to 2 extrastimuli) is still controversial but  can be 
considered in selected patients at intermediate risk 

Take home messages


