
Conclusion
Tachyarrhythmias and its management can precipitate
BRASH syndrome therefore practitioners should be
aware of this potentially preventable iatrogenesis. Early
recognition of BRASH is essential for initiating optimal
management and preventing unnecessary interventions.

Discussion
BRASH syndrome is an underdiagnosed and
underreported syndrome. We suggest clinicians maintain
a high degree of clinical suspicion in patients presenting
with bradycardiac <60bpm and hyperkalaemia in at risk
patients. Commonly reported presenting complaints of
BRASH syndrome include falls and nausea/vomiting.

In this case hypothesise BRASH was precipitated by a
combination of tachyarrhythmias-associated
cardiomyopathy and iatrogenesis from high dose
bisoprolol and DC cardioversion. Clinicians should
consider the risk of BRASH when managing fAF,
particularly with complex cardiac or renal histories.

Optimal management of BRASH syndrome deviates from
traditional ALS protocol. With aggressive hyperkalaemia
and reno-supportive measures, transcutaneous cardiac
pacing can be avoided. In some cases medical therapy is
effective but severe cases require CVVH4,5. Further
characterisation with multi-centre case control study
would help clarify presentation and management
pathways

Aims and objective
• Outline a unique case of BRASH syndrome precipitated by atrial fibrillation with

fast ventricular response (fAF)
• Increase awareness of BRASH syndrome
• Highlight iatrogenic risk of BRASH when treating fAF

Background
BRASH syndrome is a recently described clinical syndrome arising from a unique
synergism between AV-blockade and hyperkalaemia, in turn producing profound
bradycardia and cardiogenic shock (Fig 1)1. Often it is triggered by acute
hypovolaemic events or medication changes1,2. Elderly with multiple comorbidities,
particularly cardiorenal pathologies, and on AV-blockade are most at-risk1. BRASH
syndrome is distinct as it is often refractory to traditional advance life support
protocols1,3.
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