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Abstract

:

Brugada syndrome (BrS) is marked by an elevated ST-segment elevation and increased risk of sudden cardiac death. Variants in the SCN5A gene are considered to be molecular confirmation of the syndrome in about one third of cases, while the genetics remain a mystery in about half of the cases, with the remaining cases being attributed to variants in any of a number of genes. Before research models can be developed, it is imperative to understand the genetics in patients. Even data from humans is complicated, since variants in the most common gene in BrS, SCN5A, are associated with a number of pathologies, or could even be considered benign, depending on the variant. Here, we provide crucial human data on a novel NM_198056.2:c.2091G>A (p.Trp697X) point-nonsense heterozygous variant in the SCN5A gene, as well as its segregation with BrS. The results herein suggest a pathogenic effect of this variant. These results could be used as a stepping stone for functional studies to better understand the molecular effects of this variant in BrS.
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1. Introduction


The Brugada syndrome (BrS) is diagnosed by the presence of a coved-type ST-segment elevation in the right precordial leads on the electrocardiogram (ECG), which may occur either spontaneously or after administration of a sodium channel blocking agent, such as ajmaline [1]. The syndrome is associated with an increased risk of sudden cardiac death (SCD) [1,2] and is generally considered to be inherited as an autosomal dominant disease with incomplete penetrance [3,4,5]. However, there are a few articles reporting alternative inheritance mechanisms [6,7], such as recessive and X linked inheritance. Additionally, a recent study shed light on the possible role of mitochondrial mutations [8]. The genetics of BrS are not well understood, with about half of cases lacking molecular confirmation, and possible new genes are an active area of research [9,10,11,12,13]. About 15–30% of cases are thought to be caused by variants in the gene SCN5A, which is the most commonly associated gene with BrS [14] and is associated with a loss of function of the voltage-gated sodium channel subunit (Nav1.5) [13,15,16]. However, variants in SCN5A are associated with many pathologies, including atrial standstill type 1, atrial fibrillation, left ventricular noncompaction, dilated cardiomyopathy, long QT syndrome type 3, sick sinus syndrome type 2, idiopathic ventricular fibrillation, and heart block type 1A [2,17,18], making genotype-phenotype predictions difficult without sufficient clinical data.



Novel mutations in the SCN5A gene that are likely responsible for BrS have been recently of interest [10,19,20,21,22,23]. Given that genetic variants are not detected in the majority of BrS patients [24], and even if a variant is detected, the significance of many variants is uncertain; understanding better the genetics of BrS could be useful for risk stratification. However, research studies are limited by gaps in the clinical data.



Understanding the genetics better is important to identify patients who may not even be aware that they have BrS. SCD is sometimes the first indication that someone may have been affected by BrS. Thus, the true prevalence is uncertain, and difficulties in making a diagnosis are compounded by a wide degree of clinical variability, even within the same family [2], and the invasive nature, risks [25], and costs of ajmaline testing, sometimes deter patients. There have even been reports of false-positive ajmaline testing, making genetic diagnosis instrumental in determining whether these patients actually have the disease [26].



In this study, the variant NM_198056.2:c.2091G>A (p.Trp697X) in the SCN5A gene is characterized for the first time in a family with BrS, providing crucial human data that could be used as a stepping stone to advance diagnostic capabilities.




2. Results


2.1. Case Presentation


The study was conducted in accordance with the Declaration of Helsinki, and written informed consent of human subjects was obtained for their participation in the study and for publication. The procedures employed were reviewed and approved by the local Ethics Committee (approver number: M-EC-006/A, 1 March 2013). The proband was a 30-year-old male of Italian descent with a history of palpitations and syncope since puberty. He received a diagnosis of BrS elsewhere due to a spontaneous type 1 BrS ECG pattern. His brother had also been diagnosed with BrS elsewhere. Thus, he had an implantable cardioverter defibrillator (ICD) implanted. Echocardiographic examination demonstrated normal morphological and functional parameters. When he came to our attention for a second opinion and radiofrequency ablation of the arrhythmogenic substrate, genetic testing revealed the variant NM_198056.2:c.2091G>A (p.Trp697X) in the SCN5A gene (Leiden Open Variation Database: https://databases.lovd.nl/shared/variants/0000478717#00018523) (Figure 1). A spontaneous type 1 ECG pattern was observed, and he underwent ablation of the arrhythmogenic substrate (AS) (Figure 2).




2.2. Assessment of Family Members


The family pedigree can be seen in Figure 3. The proband’s 58-year-old mother had a history of hypothyroidism, arterial hypertension, and obesity. She was found to harbor the same NM_198056.2:c.2091G>A (p.Trp697X) variant in the SCN5A gene as her children. At this point, she came to our attention and underwent both ajmaline challenge and electrophysiological study (EPS), which were both positive (Figure 4A). An ICD was subsequently implanted. Her brother was subjected to genetic testing and a flecainide challenge elsewhere, both of which were negative.



The proband’s 33-year-old sister underwent genetic counseling elsewhere, and was found to harbor the same NM_198056.2:c.2091G>A (p.Trp697X) variant in the SCN5A gene that had been found in her brothers. When she came to our attention, she underwent an ajmaline challenge, which confirmed a BrS diagnosis. An EPS was performed, which was also positive, and an ICD was implanted (Figure 4B).




2.3. In Silico Predictions


The VarSome [23,24,27] genetic database was used to predict the significance of the SCN5A variant. The genomic evolutionary rate profiling (GERP) value was noted, which is defined by VarSome as “a conservation score calculated by quantifying substitution deficits across multiple alignments of orthologues using the genomes of 35 mammals. It ranges from –12.3 to 6.17, with 6.17 being the most conserved.” [28]. The GERP score for the NM_198056.2:c.2091G>A (p.Trp697X) variant in the SCN5A gene is 4.9, indicating that this variant has occurred in a highly conserved area of the genome, suggesting that variants in this region could be pathogenic. In fact, this variant is classified as pathogenic in VarSome, with a “disease causing automatic” result from MutationTaster, a “damaging” result from functional analysis Through hidden Markov models (FATHMM) - Multiple Kernel Learning (MKL), and a deep artificial neural network (DANN) score of 0.9969. DANN scores range from 0 to 1, with 1 given to the variants predicted to be the most damaging [29]. The likelihood ratio test (LRT) predicts deleterious variants through identification of highly conserved amino acid regions using a comparative genomics data set of 32 vertebrate species, and ranges from 0 to 1 [27]. The LRT score for the NM_198056.2:c.2091G>A (p.Trp697X) variant in the SCN5A gene is 0, with a prediction of “deleterious” [27]. A multicenter study by Kapplinger et al. described a BrS-related mutation in the SCN5A gene located on the nucleotide immediately after the nucleotide of the variant described in the current study (c.2092G>T, p.E698X*), lending further evidence to the pathogenicity of the c.2091G>A variant [14].



The c.2091G>A variant was classified as pathogenic according to ACMG criteria [27]:



PVS1: Null variant (nonsense) affecting gene SCN5A, which is a known mechanism of disease (385 pathogenic variants out of 749 classified variants = 51.40%, which is greater than threshold = 5.0%), associated with Brugada syndrome, atrial fibrillation, long QT syndrome type 3, idiopathic ventricular fibrillation, progressive heart block, nonprogressive heart block, sick sinus syndrome, and dilated cardiomyopathy.



PM2: Variant not found in GnomAD exomes (good GnomAD exomes coverage = 72.2). Variant not found in GnomAD genomes (good GnomAD genomes coverage = 34.4).



PP3: Pathogenic computational verdict based on five pathogenic predictions from DANN, GERP, LRT, MutationTaster, and FATHMM-MKL (vs no benign predictions).





3. Discussion


In the present study, we report for the first time the NM_198056.2:c.2091G>A (p.Trp697X) heterozygous variant in the SCN5A gene and its segregation with BrS. Collectively, the results herein support a likely pathogenic effect of this variant and provide a stepping stone to advance our diagnostic capabilities in patients with this variant.



The clinical picture in these family members is important to emphasize. The proband exhibits a spontaneous type 1 BrS ECG pattern, which many studies have reported to possibly increase the risk of arrhythmic events, and he has experienced palpitations and syncope since puberty. The presence of both syncope and a spontaneous type 1 ECG pattern has been described as a strong indicator of poor prognosis during follow-up (6% to 19% of patients will have an arrhythmic event within 24 to 39 months of follow-up) [9,30]. The area of the arrhythmogenic substrate [31,32], measured before epicardial radiofrequency ablation, measured 9.7 cm2, and is denoted by the “marked area” in Figure 2. A minimal area of 4 cm2 has been generally associated with inducibility for ventricular tachycardia/fibrillation during the electrophysiological study [33], which is associated with future ventricular arrhythmia risk [34]. Thus, although the proband did not perform an electrophysiological study, the area of the arrhythmogenic substrate would suggest a concerning prognosis. The proband’s mother and sister were both inducible for the development of ventricular tachycardia/fibrillation during the electrophysiological study. Thus, the inducibility and symptoms together, seen in various family members with this genetic variant, suggest a likely pathogenic role for the c.2091G>A variant.



Most of the research into the molecular pathology of BrS has focused on the alpha subunit of the NaV1.5 protein, codified by the SCN5A gene and generally believed to exhibit reduced function in BrS. Reduced expression in the sarcolemma [35,36,37], production of non-functional channels [38], and alterations in gating properties [39,40] have been described as mechanisms that lead to the reduced function of this channel. The various pathologies that result from SCN5A variants may be explained, at least in part, by the various types of mutations that may occur, namely missense, nonsense, splicing, insertion/deletion, and frameshift [2,14]. The variant c.2091G>A described in the present study is a nonsense mutation that results in a premature stop codon and a truncated and incomplete protein product, a consequence that is predicted to be likely pathogenic. Several other studies have reported pathogenic effects of premature stop codons in the SCN5A gene, leading to reduced protein expression, a non-functional protein that was confined in the cytosol rather than reaching the plasma membrane, and a complete loss of current [35,36,41].



The pathogenicity of the c.2091G>A variant is supported by the fact that it is found in a gene that is known to be responsible for various pathologies (Brugada syndrome, familial atrial fibrillation, long QT syndrome type 3, idiopathic ventricular fibrillation, complete heart block, sick sinus syndrome, dilated cardiomyopathy), its extreme rarity in the general population (not found in GnomAD exomes or genomes, despite good coverage), and the unanimous pathogenic in silico predictions (from DANN, GERP, LRT, MutationTaster, and FATHMM-MKL). These results together strongly support a pathogenic role for this variant.




4. Concluding Remarks


The novel heterozygous variant NM_198056.2:c.2091G>A (p.Trp697X) in the SCN5A gene segregates with BrS in the family presented, providing crucial human data relevant to understanding the pathology of BrS for patients with this variant. The results herein suggest a likely pathogenic effect of this variant and could be used as a stepping stone for functional studies to better understand the molecular pathways involved.







Author Contributions


Conceptualization: E.M. and M.M.M.; data curation: All; formal analysis: E.M., M.M.M., N.R., R.B., V.B., S.B., C.D.; funding acquisition: L.A., M.F., and C.P.; investigation: All; resources: L.A., M.F., and C.P.; supervision: E.M., M.M.M., N.R., M.F., and C.P.; visualization: E.M., M.M.M., N.R., R.B., V.B., S.B., C.D.; writing—original draft preparation: E.M. and M.M.M.; All authors have reviewed and provided corrections, and have agreed to be co-authors on the submitted version of the paper.




Funding


This study was partially supported by Ricerca Corrente funding from the Italian Ministry of Health to IRCCS Policlinico San Donato.




Acknowledgments


The authors thank the members of the family for their help and participation in the study.




Conflicts of Interest


The authors declare no conflict of interest. The funders had no role in the design of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to publish the results.




References


	



Antzelevitch, C.; Yan, G.X.; Ackerman, M.J.; Borggrefe, M.; Corrado, D.; Guo, J.; Gussak, I.; Hasdemir, C.; Horie, M.; Huikuri, H.; et al. Wave syndromes expert consensus conference report: Emerging concepts and gaps in knowledge. Heart Rhythm 2016, 13, 295–324. [Google Scholar] [CrossRef] [PubMed]

	



Monasky, M.M.; Pappone, C.; Piccoli, M.; Ghiroldi, A.; Micaglio, E.; Anastasia, L. Calcium in brugada syndrome: Questions for future research. Front Physiol. 2018, 9, 1088. [Google Scholar] [CrossRef] [PubMed]

	



Nademanee, K.; Veerakul, G.; Chandanamattha, P.; Chaothawee, L.; Ariyachaipanich, A.; Jirasirirojanakorn, K.; Likittanasombat, K.; Bhuripanyo, K.; Ngarmukos, T. Prevention of ventricular fibrillation episodes in Brugada syndrome by catheter ablation over the anterior right ventricular outflow tract epicardium. Circulation 2011, 123, 1270–1279. [Google Scholar] [CrossRef] [PubMed]

	



Lieve, K.V.; Wilde, A.A. Inherited ion channel diseases: A brief review. Europace 2015, 17, 1–6. [Google Scholar] [CrossRef] [PubMed]

	



Chen, Q.; Kirsch, G.E.; Zhang, D.; Brugada, R.; Brugada, J.; Brugada, P.; Potenza, D.; Moya, A.; Borggrefe, M.; Breithardt, G.; et al. Genetic basis and molecular mechanism for idiopathic ventricular fibrillation. Nature 1998, 392, 293–296. [Google Scholar] [CrossRef] [PubMed]

	



Janin, A.; Bessiere, F.; Georgescu, T.; Chanavat, V.; Chevalier, P.; Millat, G. TRPM4 mutations to cause autosomal recessive and not autosomal dominant Brugada type 1 syndrome. Eur. J. Med. Genet. 2019, 62, 103527. [Google Scholar] [CrossRef] [PubMed]

	



Ohno, S.; Zankov, D.P.; Ding, W.G.; Itoh, H.; Makiyama, T.; Doi, T.; Shizuta, S.; Hattori, T.; Miyamoto, A.; Naiki, N.; et al. KCNE5 (KCNE1L) variants are novel modulators of Brugada syndrome and idiopathic ventricular fibrillation. Circ. Arrhythm. Electrophysiol. 2011, 4, 352–361. [Google Scholar] [CrossRef] [PubMed]

	



Tafti, M.F.; Khatami, M.; Rezaei, S.; Heidari, M.M.; Hadadzadeh, M. Novel and heteroplasmic mutations in mitochondrial tRNA genes in Brugada syndrome. Cardiol. J. 2018, 25, 113–119. [Google Scholar] [CrossRef]

	



Brugada, J.; Campuzano, O.; Arbelo, E.; Sarquella-Brugada, G.; Brugada, R. Present Status of Brugada Syndrome: JACC State-of-the-Art Review. J. Am. Coll. Cardiol. 2018, 72, 1046–1059. [Google Scholar] [CrossRef]

	



Monasky, M.M.; Micaglio, E.; Vicedomini, G.; Locati, E.T.; Ciconte, G.; Giannelli, L.; Giordano, F.; Crisa, S.; Vecchi, M.; Borrelli, V.; et al. Comparable clinical characteristics in Brugada syndrome patients harboring SCN5A or novel SCN10A variants. Europace 2019. [Google Scholar] [CrossRef]

	



Pappone, C.; Monasky, M.; Ciconte, G. Epicardial ablation in genetic cardiomyopathies: A new frontier. Eur. Heart J. Suppl. 2019, 21, B61–B66. [Google Scholar] [CrossRef] [PubMed]

	



Monasky, M.M.; Ciconte, G.; Anastasia, L.; Pappone, C. Commentary: next generation sequencing and linkage analysis for the molecular diagnosis of a novel overlapping syndrome characterized by hypertrophic cardiomyopathy and typical electrical instability of brugada syndrome. Front Physiol. 2017, 8, 1056. [Google Scholar] [CrossRef] [PubMed]

	



Di Resta, C.; Pietrelli, A.; Sala, S.; Della Bella, P.; De Bellis, G.; Ferrari, M.; Bordoni, R.; Benedetti, S. High-throughput genetic characterization of a cohort of Brugada syndrome patients. Hum. Mol. Genet. 2015, 24, 5828–5835. [Google Scholar] [CrossRef] [PubMed]

	



Kapplinger, J.D.; Tester, D.J.; Alders, M.; Benito, B.; Berthet, M.; Brugada, J.; Brugada, P.; Fressart, V.; Guerchicoff, A.; Harris-Kerr, C.; et al. An international compendium of mutations in the SCN5A-encoded cardiac sodium channel in patients referred for Brugada syndrome genetic testing. Heart Rhythm 2010, 7, 33–46. [Google Scholar] [CrossRef] [PubMed]

	



Curcio, A.; Santarpia, G.; Indolfi, C. The Brugada Syndrome- From Gene to Therapy. Circ. J. 2017, 81, 290–297. [Google Scholar] [CrossRef]

	



Sieira, J.; Dendramis, G.; Brugada, P. Pathogenesis and management of Brugada syndrome. Nat. Rev. Cardiol. 2016, 13, 744–756. [Google Scholar] [CrossRef]

	



Gosselin-Badaroudine, P.; Moreau, A.; Chahine, M. Nav 1.5 mutations linked to dilated cardiomyopathy phenotypes: Is the gating pore current the missing link? Channels 2014, 8, 90–94. [Google Scholar] [CrossRef] [PubMed]

	



Zaklyazminskaya, E.; Dzemeshkevich, S. The role of mutations in the SCN5A gene in cardiomyopathies. Biochim. Biophys. Acta 2016, 1863, 1799–1805. [Google Scholar] [CrossRef]

	



Micaglio, E.; Monasky, M.M.; Ciconte, G.; Vicedomini, G.; Conti, M.; Mecarocci, V.; Giannelli, L.; Giordano, F.; Pollina, A.; Saviano, M.; et al. SCN5A Nonsense Mutation and NF1 Frameshift Mutation in a Family With Brugada Syndrome and Neurofibromatosis. Front Genet. 2019, 10, 50. [Google Scholar] [CrossRef]

	



Yeates, L.; Ingles, J.; Gray, B.; Singarayar, S.; Sy, R.W.; Semsarian, C.; Bagnall, R.D. A balanced translocation disrupting SCN5A in a family with Brugada syndrome and sudden cardiac death. Heart Rhythm 2019, 16, 231–238. [Google Scholar] [CrossRef]

	



Yagihara, N.; Watanabe, H.; Barnett, P.; Duboscq-Bidot, L.; Thomas, A.C.; Yang, P.; Ohno, S.; Hasegawa, K.; Kuwano, R.; Chatel, S.; et al. Variants in the SCN5A Promoter Associated With Various Arrhythmia Phenotypes. J. Am. Heart Assoc. 2016, 5. [Google Scholar] [CrossRef]

	



Micaglio, E.; Monasky, M.M.; Ciconte, G.; Vicedomini, G.; Conti, M.; Mecarocci, V.; Giannelli, L.; Giordano, F.; Pollina, A.; Saviano, M.; et al. Novel SCN5A Frameshift Mutation in Brugada Syndrome Associated With Complex Arrhythmic Phenotype. Front Genet. 2019, 10, 547. [Google Scholar] [CrossRef]

	



Monasky, M.M.; Micaglio, E.; Ciconte, G.; Benedetti, S.; Di Resta, C.; Vicedomini, G.; Borrelli, V.; Ghiroldi, A.; Piccoli, M.; Anastasia, L.; et al. Genotype/Phenotype Relationship in a Consanguineal Family With Brugada Syndrome Harboring the R1632C Missense Variant in the SCN5A Gene. Front Physiol. 2019, 10, 666. [Google Scholar] [CrossRef]

	



Sonoda, K.; Ohno, S.; Ozawa, J.; Hayano, M.; Hattori, T.; Kobori, A.; Yahata, M.; Aburadani, I.; Watanabe, S.; Matsumoto, Y.; et al. Copy Number Variations of SCN5A in Brugada Syndrome. SCN5A CNVs in BrS. Heart Rhythm 2018, 15, 1155–1188. [Google Scholar] [CrossRef] [PubMed]

	



Ciconte, G.; Monasky, M.M.; Vicedomini, G.; Borrelli, V.; Giannelli, L.; Pappone, C. Unusual response to ajmaline test in Brugada syndrome patient leads to extracorporeal membrane oxygenator support. Europace 2019. [Google Scholar] [CrossRef] [PubMed]

	



Brugada, J.; Brugada, P.; Brugada, R. The ajmaline challenge in Brugada syndrome: A useful tool or misleading information? Eur. Heart J. 2003, 24, 1085–1086. [Google Scholar] [CrossRef]

	



VarSome: The Human Genomics Community. Available online: https://varsome.com/ (accessed on 4 July 2019).

	



Cooper, G.M.; Stone, E.A.; Asimenos, G.; Program, N.C.S.; Green, E.D.; Batzoglou, S.; Sidow, A. Distribution and intensity of constraint in mammalian genomic sequence. Genome. Res. 2005, 15, 901–913. [Google Scholar] [CrossRef]

	



Quang, D.; Chen, Y.; Xie, X. DANN: A deep learning approach for annotating the pathogenicity of genetic variants. Bioinformatics 2015, 31, 761–763. [Google Scholar] [CrossRef] [PubMed]

	



Priori, S.G.; Gasparini, M.; Napolitano, C.; Della Bella, P.; Ottonelli, A.G.; Sassone, B.; Giordano, U.; Pappone, C.; Mascioli, G.; Rossetti, G.; et al. Risk stratification in Brugada syndrome: Results of the PRELUDE (PRogrammed ELectrical stimUlation preDictive valuE) registry. J. Am. Coll. Cardiol. 2012, 59, 37–45. [Google Scholar] [CrossRef]

	



Ciconte, G.; Santinelli, V.; Brugada, J.; Vicedomini, G.; Conti, M.; Monasky, M.M.; Borrelli, V.; Castracane, W.; Aloisio, T.; Giannelli, L.; et al. General Anesthesia Attenuates Brugada Syndrome Phenotype Expression: Clinical Implications From a Prospective Clinical Trial. JACC Clin. Electrophysiol. 2018, 4, 518–530. [Google Scholar] [CrossRef]

	



Pappone, C.; Brugada, J.; Vicedomini, G.; Ciconte, G.; Manguso, F.; Saviano, M.; Vitale, R.; Cuko, A.; Giannelli, L.; Calovic, Z.; et al. Electrical Substrate Elimination in 135 Consecutive Patients With Brugada Syndrome. Circ. Arrhythm. Electrophysiol. 2017, 10, e005053. [Google Scholar] [CrossRef] [PubMed]

	



Pappone, C.; Ciconte, G.; Manguso, F.; Vicedomini, G.; Mecarocci, V.; Conti, M.; Giannelli, L.; Pozzi, P.; Borrelli, V.; Menicanti, L.; et al. Assessing the Malignant Ventricular Arrhythmic Substrate in Patients With Brugada Syndrome. J. Am. Coll. Cardiol. 2018, 71, 1631–1646. [Google Scholar] [CrossRef] [PubMed]

	



Sroubek, J.; Probst, V.; Mazzanti, A.; Delise, P.; Hevia, J.C.; Ohkubo, K.; Zorzi, A.; Champagne, J.; Kostopoulou, A.; Yin, X.; et al. Programmed Ventricular Stimulation for Risk Stratification in the Brugada Syndrome: A Pooled Analysis. Circulation 2016, 133, 622–630. [Google Scholar] [CrossRef] [PubMed]

	



Herfst, L.J.; Potet, F.; Bezzina, C.R.; Groenewegen, W.A.; Le Marec, H.; Hoorntje, T.M.; Demolombe, S.; Baro, I.; Escande, D.; Jongsma, H.J.; et al. Na+ channel mutation leading to loss of function and non-progressive cardiac conduction defects. J. Mol. Cell. Cardiol. 2003, 35, 549–557. [Google Scholar] [CrossRef]

	



Tfelt-Hansen, J.; Jespersen, T.; Hofman-Bang, J.; Rasmussen, H.B.; Cedergreen, P.; Skovby, F.; Abriel, H.; Svendsen, J.H.; Olesen, S.P.; Christiansen, M.; et al. Ventricular tachycardia in a Brugada syndrome patient caused by a novel deletion in SCN5A. Can. J. Cardiol. 2009, 25, 156–160. [Google Scholar] [CrossRef]

	



Valdivia, C.R.; Tester, D.J.; Rok, B.A.; Porter, C.B.; Munger, T.M.; Jahangir, A.; Makielski, J.C.; Ackerman, M.J. A trafficking defective, Brugada syndrome-causing SCN5A mutation rescued by drugs. Cardiovasc. Res. 2004, 62, 53–56. [Google Scholar] [CrossRef] [PubMed]

	



Kyndt, F.; Probst, V.; Potet, F.; Demolombe, S.; Chevallier, J.C.; Baro, I.; Moisan, J.P.; Boisseau, P.; Schott, J.J.; Escande, D.; et al. Novel SCN5A mutation leading either to isolated cardiac conduction defect or Brugada syndrome in a large French family. Circulation 2001, 104, 3081–3086. [Google Scholar] [CrossRef]

	



Bezzina, C.; Veldkamp, M.W.; Van Den Berg, M.P.; Postma, A.V.; Rook, M.B.; Viersma, J.W.; van Langen, I.M.; Tan-Sindhunata, G.; Bink-Boelkens, M.T.; Van Der Hout, A.H.; et al. A single Na(+) channel mutation causing both long-QT and Brugada syndromes. Circ. Res. 1999, 85, 1206–1213. [Google Scholar] [CrossRef]

	



Dumaine, R.; Towbin, J.A.; Brugada, P.; Vatta, M.; Nesterenko, D.V.; Nesterenko, V.V.; Brugada, J.; Brugada, R.; Antzelevitch, C. Ionic mechanisms responsible for the electrocardiographic phenotype of the Brugada syndrome are temperature dependent. Circ. Res. 1999, 85, 803–809. [Google Scholar] [CrossRef]

	



Maury, P.; Moreau, A.; Hidden-Lucet, F.; Leenhardt, A.; Fressart, V.; Berthet, M.; Denjoy, I.; Bennamar, N.; Rollin, A.; Cardin, C.; et al. Novel SCN5A mutations in two families with “Brugada-like” ST elevation in the inferior leads and conduction disturbances. J. Interv. Card. Electrophysiol. 2013, 37, 131–140. [Google Scholar] [CrossRef]








[image: Ijms 20 04920 g001 550] 





Figure 1. (A) Identification of the heterozygous c.2091G>A mutation by Sanger sequencing. (B) Negative control from proband’s family identified by Sanger sequencing. 
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Figure 2. Proband electrocardiogram (ECG) at baseline. Potential duration map demonstrating the epicardial arrhythmogenic substrate. 
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Figure 3. Family pedigree. Proband identified with arrow. Square: male; Circle: female; Shaded: clinically affected by Brugada syndrome; Star: molecularly confirmed SCN5A mutation: Triangle: genetically tested and negative for SCN5A mutation. y = years old at diagnosis. 
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Figure 4. Electrocardiogram at baseline, after ajmaline administration, and ventricular tachycardia/ventricular fibrillation inducibility during electrophysiological study (EPS) for the proband’s mother (A) and sister (B). The BrS pattern is not seen at baseline, but is seen after ajmaline administration (red rectangles). 
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