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Case presentation

• 15-month-old boy previously healthy, 
vaccinated

• Had fever, mouth sores, was administered 
Moxypen for 1week for otitis media. 

• Crying and coughing, was found by parents 
cyanotic, with no breath, pulse and 
unresponsive. 

• The mother (a nurse) had started CPR.



In Emergency Room..

• Conscious, crying, then went unresponsive 
again



22/1/24    01:52 a.m NSR 131/min

02:20 a.m

shock#1

02:18 a.m NSR 150/min

PVC PVC

Initiation of VF and shock #1



inappropriate

shock#2

Shock #2



ECG on Admission
Sinus Tachycardia 161bpm and RBBB



Admission Course

• Intubated and ventilated
• WBC=2300 Trop T=150
• Echo=normal LV and RV function and no structural 

abnormality
• Adenovirus positive

Diagnosis: Myocarditis
• Mild neurologic deficit
• Seizures – Started levetiracetam (Keppra) - resloved



ECG on Admission
Sinus tachycardia 161bpm

RBBB with Coved ST elevation in V1



RBBB and 4-5mm coved ST elevation



ECG 4 Days Later
RBBB and minimal ST elevation



RBBB and 2mm ST elevation in lead V1



Genetic test results



4 4 4

Family Tree



Exon2

Exon3

Exon4

SCN5A:c.273+1G>T



Splice Site Mutations



Brugada Syndrome in the 
Pediatric Population



Arrhythmic Event in Brugada Pediatric 
Population is Rare!

SABRUS patients All patients



The Rate of Recurrent Arrhythmic Event is  
Higher at age<12yo than 13-20yo 



Risk Factors for Recurrent AE



Patients with Symptoms + Spontaneous Type Brugada
are at Higher Risk for Arrhythmic Events



Quinidine or ICD??







Conclusions

• Fever and ventricular fibrillation in a baby is NOT always 
myocarditis

• When seizures are present post ventricular fibrillation consider 
arrhythmia as the cause

• Consider in-hospital genetic testing and results on “emergency 
basis”

• Pediatric population with Brugada is at higher risk for recurrent 
arrhythmic events 

• Quinidine may not prevent arrhythmia completely in the pediatric 
population, thus an ICD should be implanted.

•





Case
• 29yo, previously healthy
• Admitted for Ajmaline test due to family Hx

of Brugada.
• A father of a boy who had CA at 15mo



Baseline ECG 1



Baseline ECG 2 High leads



Ajmaline baseline ECG



Ajmaline 50mg



Ajmaline 60mg



Monomorphic VT originating from LV inferior wall



Atrial fibrillation post resuscitation



ECG 1 day post Ajmaline test



ECG 2 day post Ajmaline test



ECG 3 day post Ajmaline test
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