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Paroxysmal Atrial Fibrillation in a 27-year old with Brugada Syndrome and an Implantable Cardioverter 
Defibrillator

vTraditionally, cause of death with Brugada Syndrome 
has been attributed to ventricular arrhythmia.

vRecent studies show these patients are also 
predisposed to atrial fibrillation

vTreatment of atrial fibrillation in this population is 
complicated by incidence of inappropriate ICD 
discharge in the setting of elevated heart rates.

Introduction

27yo M with a past medical history significant for syncopal 
episodes secondary to Brugada Syndrome Type I status 
post dual chamber ICD who presented with palpitations. 

v In the emergency room, found to have atrial fibrillation 
with rapid ventricular response with heart rate 180s

vLabs significant for hypokalemia 3.1 and 
hypomagnesemia 1.7

vTreated with electrolyte repletion, IV metoprolol 5mg 
and PO metoprolol 25mg with conversion to normal 
sinus rhythm.

vSeen by EP, started on diltiazem and discharged home.

vOn outpatient follow up, continued to have palpitations, 
confirmed to be atrial fibrillation via ICD interrogation. 

vDecision made to undergo PVI ablation. Since ablation 
patient has had no episodes of atrial fibrillation.   

Discussion

Case Presentation 

vCurrent gold standard of care for patients with Brugada
Syndrome is ICD placement for prevention of sudden 
cardiac death due to ventricular arrhythmia.

vStandard of care treatment of atrial fibrillation for these 
patients is still evolving.

vTreatment of this specific subset is important as 
literature shows patients with both Brugada Syndrome
and atrial fibrillation have a more malignant course with
higher incidence of stroke and sudden cardiac death
despite low CHADsVASC scores. 

vMajority of these patients who are taken for PVI 
ablation do not have recurrence of atrial fibrillation. 

vWe propose that PVI ablation becomes part of the
mainstay of therapy in Brugada Syndrome patients with 
atrial fibrillation as it carries the benefit of preventing 
sudden cardiac death in this high-risk group of patients. 
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Figures 1 and 2: Ablation  Maps


