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Experts Answering Your Questions

Brugada Syndrome in the Asian Population

1. Is Brugada syndrome more common in Asian patients? If so,
why?

Question submitted by: Mona Lee, Vancouver, British Columbia

Brugada syndrome is a rare
inherited disorder, charac-
terized by ST elevation in
the anterior ECG leads (pre-
dominantly in leads V1-V2)
and risk of ventricular fibril-
lation, syncope and sudden
death. The presence of the
ECG findings without car-
diac events is termed
Brugada sign.

The diagnosis of Brugada
syndrome should be con-
sidered in a patient with
syncope or resuscitated
cardiac arrest with anterior
precordial ST elevation in
the absence of evidence of
coronary artery disease or
underlying cardiomyopathy.
The majority of patients are
male and the average age
of symptom onset is 40-
years-of-age. The Brugada
sign is present in 1:4,000 to

1:10,000 patients and is
more common in Asians.
However, it has been
described in a wide range of
ethnic backgrounds includ-
ing Native Canadians.

The underlying defect lead-
ing to Brugada syndrome in
approximately 20% of
cases is a mutation in the
SCN5A gene resulting in a
loss of function defect in
the cardiac sodium chan-
nel. Additional genes that
have been implicated
involve mutations that
encode the α1-(CACNA1C)
and β-(CACNB2b) subunits
of the L-type cardiac calci-
um channel.

Genetic testing is available,
and detects a mutation in
20% of patients with
Brugada syndrome and a

positive family history and
in < 5% of patients without
a family history.

Patients with resuscitated
cardiac arrest or syncope
suggestive of an arrhythmia
are typically managed with
an implantable cardioverter
defibrillator. Drug therapy
with quinidine showed
promise in one series, but
β−blockers or amiodarone
have not been shown to be
beneficial. Asymptomatic
carriers should avoid drugs
with sodium channel block-
ing effects, including tri-
cyclic antidepressants, cer-
tain antibiotics, local anes-
thetics, propofol, lithium,
cocaine and several antiar-
rhythmic agents.

Answered by:
Dr. Brett Heilbron

Cardio Q&A
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Cardio Q&A

Evaluating Exercise Stress Testing in Middle-Aged
Women

2. How accurate is a negative exercise stress test in working up
a typical chest pain in a middle-aged woman? What features
would encourage you to book an imaging scan?

Question submitted by: Dr. W Reimer, Kitchener, Ontario

Middle-aged women being
evaluated for possible
ischemic chest pain are
more likely to present with
atypical pain than men. In
the largest study evaluating
exercise tests in women
presenting with chest pain,
only 32% had significant
coronary artery disease
compared with a similar
population of men with
72% coronary artery dis-
ease. Because of the lower
prevalence of coronary
artery disease in middle-
aged women, a negative
exercise test is more likely
to be a “true negative.”

Exercise tests in middle-
aged women have become

less popular because of the
increased frequency of false
positive ECG tests. The
ECG, however, is only part of
the test. For women, as well
as for men, the duration of
exercise and the presence or
absence of exercise-induced
chest pain, as well as, ECG
changes should be consid-
ered in assessing the level of
risk for coronary disease. For
middle-aged women who
have a “negative exercise
test” which implies an exer-
cise duration of more than
six minutes, without ECG
changes and no symptoms
or atypical symptoms, the
risk of having significant
coronary disease is exceed-
ingly small. This “negative

test” is actually better at
excluding coronary disease
in women than in men.

When assessing a middle-
aged woman who presents
with atypical chest pain, the
presence of resting ECG
abnormalities, including
bundle branch blocks,
would lead me to request a
myocardial perfusion scan.
Also, poor performance on
an exercise test with low
duration of exercise, or the
development of exercise
limiting chest pain in the
absence of ECG abnormali-
ties should lead to a
myocardial perfusion scan.

Answered by:
Dr. Wayne Warnica

Cardio Q&A

Middle-aged women being evaluated for
possible ischemic chest pain are more likely
to present with atypical pain than men.
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Bundle Branch Blocks

3. When should one worry about bundle branch blocks (BBB)?

Question submitted by: Dr. Claude Leblanc, Calgary, Alberta

As with any laboratory or
imaging test, BBB should be
interpreted in the light of the
clinical situation and previ-
ous ECGs. In an observa-
tional study, left BBB (LBBB)
was seen in 0.4% of men 50-
years-of-age and 5.7% of
those ≥ 80-years-of-age. For
right BBB (RBBB), the fig-
ures are 0.8% and 11.3%
respectively.

A new LBBB is often indica-
tive of coronary artery

disease. Known LBBB inter-
feres with interpretation of
the ECG during acute coro-
nary syndromes and, more
importantly, the interpreta-
tion of the exercise tolerance
test. In a patient with heart
failure, LBBB is evidence of
ventricular dysynchrony.

Such patient may benefit
from an implantable car-
dioverter defibrillator or
biventricular pacing. In the
Framingham study, only

11% of subjects with LBBB
remained free of heart dis-
ease > 18-years-of-age.

RBBB can develop in
patients with pulmonary
embolism and is fairly com-
monly seen in cor pul-
monale. It is rarely seen in
normal individuals.

Answered by:
Dr. Thomas Wilson

BBB should be interpreted in the light of the
clinical situation and previous ECGs.


