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Abstract

Fragmented QRS (fQRS) is a convenient marker of myocardial scar evaluated by 12-lead
electrocardiogram (ECG) recording. fQRS is defined as additional spikes within the QRS
complex. In patients with CAD, fQRS was associated with myocardial scar detected by single
photon emission tomography and was a predictor of cardiac events. fQRS was also a predictor
of mortality and arrhythmic events in patients with reduced left ventricular function. The
usefulness of fQRS for detecting myocardial scar and for identifying high-risk patients has been
expanded to various cardiac diseases, such as cardiac sarcoidosis, arrhythmogenic right
ventricular cardiomyopathy, acute coronary syndrome, Brugada syndrome, and acquired long
QT syndrome. fQRS can be applied to patients with wide QRS complexes and is associated
with myocardial scar and prognosis. Myocardial scar detected by fQRS is associated with
subsequent ventricular dysfunction and heart failure and is a substrate for reentrant ventricular
tachyarrhythmias.
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Introduction

It has been show in some studies that a subtle abnormality within the QRS complex can
represent conduction disturbance and myocardial scar. A notch in the QRS complex in patients
with left ventricular hypertrophy has been suggested to be a result of an intraventricular
conduction defect [1]. Injured tissue around an infarct scar resulted in the RSR' pattern of the
QRS complex [2]. However, the diagnostic and prognostic values of these subtle abnormalities
within the QRS complex were not clarified in prior studies. In 2006, Das et al. proved
fragmented QRS complex in patients with coronary artery disease (CAD) was associated with
myocardial conduction block due to myocardial scar detected by myocardial single photon
emission tomography (SPECT). fQRS was defined by an additional R wave (R') or notching
within the QRS complex (Figure 1). fQRS improved identification of prior myocardial
infarction in patients who are being evaluated for CAD. Since that report, the usefulness of
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fQRS for the diagnosis and prediction of prognosis has expanded to patients with ischemic and
non-ischemic cardiomyopathy and patients with primary electrical diseases.

RBR' S SR Notched &  Notched R Fragmented QRS

VDY PSS WNBY X

Figurel. Classification of fragmented QRS (various RSR' patterns). Fragmented QRS was defined as an additional
spike of QRS complexes without bundle branch block. Various RSR' patterns are present in the mid precordial
lead or inferior lead.

Recording and definition of fQRS

ECG recording that is used to detect fQRS is not a specific setting and is the same as routine
12-lead ECG recording: high-pass filter: 0.05-20 Hz (usually 0.15 Hz), low-pass filter: 100-150
Hz, AC filter: 50 or 60 Hz, paper speed: 25-50 mm/sec (usually 25mm/sec) and voltage:
Imm/mV|[3-5].

A low-pass filter is usually used to reduce electrical and musculature noises when recording the
12-lead ECG, but cut-off frequency of the low-pass filter influences detection of fQRS [6].
Figure 2 shows effects of the low-pass filter on the detection of the small spikes. ECG
recording with a low-pass filter of 35 Hz showed only 2 spikes (R waves) within the QRS
complex. Increasing the cutoff frequency of the low-pass filter from 35 to 150 Hz unmasked 3
additional spikes within the QRS complex (Figure 2).

Low pass filter: 35Hz Low pass filter: 150Hz
, v

Number of , |
2 5

Spikes

Figure 2. Effects of low-pass filter. ECG recording with a low-pass filter of 35Hz showed only 2 spikes within the
QRS complex (left). Change of the cut-off frequency from 35 to 150 Hz unmasked 3 additional spikes within the
QRS complex (right).
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Das et al. defined fQRS as the QRS complexes with the presence of an additional R wave (R')
or notching in the nadir of the R wave or the S wave, or the presence of >1 R' (fragmentation)
in 2 contiguous leads, corresponding to a major coronary territory. Typical bundle branch block
(BBB) pattern (QRS > 120 ms) and incomplete right BBB were excluded from the their original
definition (Figure 1).

fQRS on a 12-lead ECG was originally defined as narrow QRS complex duration (<120 ms)
[3]. The QRS complexes of typical right/left BBB usually contained 1 additional R'. Is fQRS in
a wide QRS complex a clinical indicator of myocardial scar? Das et al. added fQRS criteria in a
wide QRS complex (> 120 ms): the QRS complex with >2 R’ waves or notches in the R or S
wave in a wide QRS complex of BBB, or paced QRS, or premature ventricular complexes
(PVC) in 2 contiguous leads. If the QRS complex of PVC only has 2 notches in the R waves,
they considered the QRS complex to be fQRS-positive when the notches were > 40 ms apart
and present in 2 contiguous leads [4] (Figure 3).

Fragmented paced

Fragmented right Fragmented left BBB Fragmented PVC

BRE ' QRS complex

Figure 3. Fragmented wide QRS complex. Fragmented wide QRS complex in the bundle branch block (BBB)
paced QRS complex and premature ventricular complex (PVC) have more than two notches.

When we reported fQRS in Brugada syndrome, we also defined fQRS in right BBB because
patients with Brugada syndrome often had right BBB [6]. Most (64%) of the 80 control subjects
with right BBB but without known heart disease and risk factors of atheroscrelosis (53 cases
with complete right BBB and 27 cases with incomplete right BBB) had 2 to 3 spikes within the
QRS complex in each of the right precordial leads (leads V1-V3) and a sum of 5.9 + 1.0
(median: 6, range: 4-8) spikes in all V1-V3. We defined presence of fQRS in right BBB as 1)
>4 spikes in one or 2) >8 spikes in all of the leads V1, V2 and V3. Two control subjects (2.5%)
were regarded as having fQRS by this criterion. In this criterion, elderly subjects and subjects
who had risk factors of atherosclerosis (diabetes, hypertension, etc) often had fQRS. This
criterion focused on right precordial leads (V1-3) to identify conduction abnormality in the
right ventricle and might not include abnormality of the left ventricle.
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Mechanism of fQRS

fORS can be caused by zigzag conduction around the scarred myocardium, resulting in multiple
spikes within the QRS complex [3,4,6,7]. Reddy et al. showed that fQRS in left precordial leads
in the absence of BBB indicated a sign of left ventricular aneurysm by left ventricular
angiography [8]. Myocardial single photon emission tomography (SPECT) can identify
regional perfusion abnormalities from a scar by a prior myocardial infarction. Studies in which
the diagnostic values of Q wave and fQRS for a myocardial scar detected by SPECT were
compared showed that f{QRS was associated with significantly greater perfusion and functional
abnormalities than was the Q wave [3,4] (Figure 4). The presence of fQRS in anterior leads
(V1-5) predicts myocardial scar in the anterior myocardial segment or in the left anterior
descending territory. The presence of fQRS in lateral leads (I, aVL, and V6) predicts
myocardial scar in the lateral myocardial segment or left circumflex territory myocardial scar.
The presence of fQRS in inferior leads (11, III, and aVF) predicts myocardial scar in the inferior
myocardial segment or in the right coronary artery territory [3,4,9].

Figure 4. Fragmented QRS in a 64-year-old patiént with old myocardial infarction. A) 12-lead ECG did not have
an abnormal Q wave, B) multiple R waves were present in [Il and aVF leads, and .C) nuclear imaging (99m Tc-TF)
showed a fixed inferior myocardial perfusion defect.

Late gadolinium enhancement cardiac magnetic resonance (Ga-MRI) is another tool for
identifying the myocardial fibrosis and dysfunction. Abnormal late enhancement of gadolinium
in patients with cardiac dilated cardiomyopathy (DCM) [10,11] (Figure S) or cardiac
sarcoidosis [12] or repaired tetralogy of Fallot [13] was associated with the existence of fQRS.
Myocardial scar and conduction disturbance result in dyssynchrony in left ventricular systolic
function. Fragmented QRS was associated with intra-ventricular systolic dyssynchrony in
patients with narrow QRS [10,11]. Patients with fQRS might benefit from -cardiac
resynchronization therapy.
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Figure S. Fragmented QRS in a patient with dilated cardiomyopathy. ECG and images from a 74-year-old patient
with left ventricular dysfunction (ejection fraction: 32%). The patient was diagnosed as having non-ischemic

dilated cardiomyopathy. A) 12-lead ECG showed right bundle branch block, B) fQRS (various RSR’ patterns)
" was present in left lateral and inferior leads, and C) delayed enhancement in Ga-MRI was present in the
inferolateral resion (white arrows).

We studied the mechanism underlying fQRS in an experimental model of Brugada syndrome
[6]. We created simulated conduction disturbance in the canine right ventricular tissues having
drug-induced Brugada syndrome. Local epicardial delay caused multiple spikes at the late
phase of the QRS complex resembling fQRS in the 12-lead ECG.

Pathophysiology of fQRS

fQRS represents myocardial scar and will be associated with ventricular dysfunction and
occurrence of congestive heart failure. In CAD, fQRS represents prior occurrence of
myocardial infarction and will have a risk of subsequent occurrence of ischemic events. Indeed,

Das et al. demonstrated that fQRS is an independent predictor of cardiac events in patients with
CAD [5].

Myocardial scar is also a substrate for reentrant ventricular tachyarrhythmia. A signal averaged
electrocardiogram (SAECGQG) reveals the presence of late potential that indicates low-amplitude
high-frequency potentials outside the terminal QRS complex. Abnormal late potential
represents a slow conduction zone with damaged myocardium around the fibrosis of healed
myocardial infarction [14]. The presence of late potential has been used for risk stratification of
sudden cardiac death or lethal arrhythmic events [15]. As well as SAECG, fQRS also can
reflect intra-cardiac conduction abnormality and will represent a substrate for ventricular
arrhythmia [3,6]. There has been only one study in which the correlation between fQRS and
late potential detected by SAECG was investigated. That study demonstrated that the existence
of fQRS appeared independently from the existence of late potential in patients with Brugada
syndrome [6], but it is still unknown whether there is a correlation between fQRS and late
potential in other diseases such as CAD and various cardiomyopathies.
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Diagnosis of myocardial scar in coronary artery disease

Results of the first two studies on fQRS in CAD were reported in 2006 [3,8]. Das et al. reported
the definition of fQRS in a 12-lead ECG [3]. They used myocardial SPECT for detecting the
scar area of the left ventricle and compared the clinical significance of fQRS and Q wave for
diagnosis of regional perfusion abnormality in patients with CAD and a narrow QRS complex
(Figure 4). The Q wave was present in 14.8% of the patients and fQRS was present in 34.9%
of the patients. fQRS had higher sensitivity (85.6%) and negative predictive value (92.7%) for
detecting the myocardial scar than did the Q wave, whereas the Q wave had higher specificity
(99.2%) than that of fQRS (89%). The combination of Q wave and fQRS improved the
sensitivity (91.4%), specificity (89%), and negative predictable value (92.4%) for detection of
scared myocardium. They also reported that fQRS had a high negative predicative value for the
detection of left ventricular aneurysm [8]. In patients with chronic total occlusion without prior
myocardial infarction, existence of fragmented QRS was associated with poorly grown
collateral coronary circulation.[16] Regional fQRS patterns show the presence of a focal
regional myocardial scar [17], and laterality of fQRS represents a lesion in the territory of the
coronary artery [3,18]. Precordial small Q wave and/or fragmentation in leads V2 and V3 could
predict the presence of coronary artery stenosis in the left anterior descending branch [19]. A
regional scar results in localized systolic dysfunction, and fQRS was associated with local LV
dysfunction detected by 2D strain imaging in CAD patients with preserved ejection fraction
(EF) [20].

fQRS also had diagnostic value for detection of a myocardial scar in patients with CAD and a
wide QRS complex. In the presence of wide QRS duration, fragmented wide QRS (f~wQRS)
was present in 47.2% of patients and had good sensitivity and specificity for detection of
myocardial scar. fQRS in a wide QRS complex had good sensitivity (86.8%), specificity
(92.5%), positive predictive value (92.0%), and negative predictive value (87.5%) for detecting
scarred myocardium [4].

Although some studies have shown the clinical significance of fQRS for detection of
myocardial scar in patients with CAD, one study failed to show significance of fQRS for
detection of myocardial scar [21]. The reason for the different result from previous studies is
unclear, and the authors stated that larger study is required to confirm the diagnostic value of
fQRS.

Prognosis of coronary artery disease

Since fQRS represents myocardial scar, fQRS may be associated with heart failure and
ventricular tachyarrhythmia. Some studies have shown a relationship between existence of
fQRS in patients with CAD and prognosis. In patients having narrow QRS complexes (< 120
ms), all-cause mortality (34.1% vs. 25.9%) and cardiac event rate (49.5% vs. 27.6%) were
higher in patients with fQRS than in patients without fQRS [5]. Multivariate analysis revealed
that existence of f{QRS was an independent predictor for cardiac events (hazard ratio, HR: 1.62)
as well as EF (HR: 1.40) and perfusion disturbance detected by SPECT (HR: 1.32). A study in
which fQRS was evaluated by a body surface mapping system also showed that fQRS was an
independent predictor for cardiac death (HR: 8.7) and hospitalization due to heart failure (HR:
3.8) in patients with prior myocardial infarction [22]. Torigoe et al. evaluated fQRS by 12-lead
ECG and showed that the number of the leads with fQRS was a predictor for cardiac death and
hospitalization for heart failure in patients with prior myocardial infarction (HR: 1.33) [23].
Although prior criteria for positive fQRS included the presence of fQRS in 2 or more
contiguous leads, they showed that the presence of fQRS in 3 or more leads was the most useful
for distinguishing between patients with and without risk for cardiac death or hospitalization.
An increase in the number of leads with fQRS would represent a wide scar area, which would
result in an adverse outcome. fQRS also predicted intra- and post-operative hemodynamic
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instabilities and adverse cardiovascular events in patients undergoing coronary artery bypass
graft surgery [24].

Patients with organic heart disease often have right or left BBB, and wide QRS complexes are
associated with adverse prognosis for the patients. For example, the HERO-2 trial [25] showed
that mortality of patients who had left/right BBB with anterior AMI or patients who had right
BBB with inferior AMI was higher than that of patients with AMI but no sign of BBB.
Although original criteria for fQRS excluded wide QRS complex > 120 ms [3], fQRS with
BBB could also be considered as a predictor of mortality. Das et al. found that fQRS was
associated with poor prognosis in patients with CAD and wide QRS complex [4]. Mortality of
patients with f~wQRS was significantly higher than that of patients without f~-wQRS, and
subgroups of f~wQRS (fragmented left BBB, fragmented PVC and fragmented paced QRS)
were also associated with short time to death compared to patients without f-wQRS.
Multivariate analysis showed that reduced EF (< 35%, relative risk, RR: 2.27), age (RR: 1.06),
and f~-wQRS (RR: 1.41) were independently associated with mortality.

Acute coronary syndrome

In acute coronary syndrome, fQRS appeared within 48 hours (especially within 24 hours) from
the onset of symptoms and persisted thereafter [18]. fQRS on 12-lead ECG developed in 55%
of patients with ST elevation myocardial infarction (STEMI) and in 50% of patients with non
ST elevation myocardial infarction (NSTEMI), but in only 3.7% of patients with unstable
angina pectoris (UAP). A new Q wave occurred in 44% of patients with STEMI, 23% of
patients with NSTEMI and 0.4% of patients with UAP. Although the sensitivities of fQRS for
STEMI and NSTEMI were 55% and 50% respectively, the specificity of fQRS for AMI was
96%. All-cause mortality of patients with fQRS was higher than that of patients without fQRS.
In multivariate analysis, fQRS was an independent predictor for all-cause mortality (HR: 1.68)
- and was superior to Q wave (HR: 1.47). Ari et al. [26] found that appearance of fQRS after 48
hours from the onset of AMI was a predictor for cardiac events (death, AMI, revascularization)
in patients with STEMI who had undergone primary PCI. Pietrasik et al. [27] showed that
patients with fQRS and resolved Q wave 2 months after AMI had a more than twofold higher
risk of recurrent events than did those without fQRS and persistent Q waves. However,
enrollment for this study was performed in 1988-1991, and the therapeutic strategy would be
different from the recent one and would be a limitation of that study.

Dilated cardiomyopathy

The correlation between fQRS and ischemic/non-ischemic cardiomyopathy with reduced LV
function was investigated in some studies. fQRS was present in 23-75% [7,10,11,28-30] of the
patients with dilated cardiomyopathy (DCM) and narrow QRS complexes and was common in
patients with ischemic cardiomyopathy [28]. fQRS was associated with intraventricular
dyssynchrony in patients with non-ischemic DCM and would be useful for identifying patients
who benefit from cardiac resynchronization therapy [10,11].

A wide QRS complex was observed in 14-47% of patients with heart failure. A wide QRS
complex, especially left BBB, is associated with more advanced myocardial injury, worse left
ventricular function and higher mortality than those in the case of a narrow QRS complex [31]
(Figure 5). Two studies showed that fQRS as well as wide QRS complex was associated with
worse prognosis in patients with DCM [7,30]. In patients with non-ischemic DCM (EF < 40%),
fQRS was a strong predictor of mortality and arrhythmic events, and event-free survival in
patients with fQRS or wide QRS complex was significantly decreased than patients without
- fQRS and wide QRS complex. [30]. fQRS was an independent predictor of lethal arrhythmic
events (HR: 7.62) (implantable cardioverter-defibrillator (ICD) shock or antitachycardia
pacing) in patients with ischemic or nonischemic DCM who had received an ICD for primary
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or secondary prophylaxis, but it could not predict death in that population [7]. If the subjects
had been limited to DCM patients (both ischemic and nonischemic) with primary prevention by
an ICD, the usefulness of fQRS for predicting arrhythmic events might have been lost. Two
studies showed that fQRS was not associated with a higher risk of both arrhythmic events and
mortality in patients with an ICD for primary prevention [28,29]. fQRS also failed to predict
infarct size in patients with severe LV dysfunction (EF 27%) and wide QRS complex [28].

Cardiac sarcoidosis

Sarcoidosis is a granulomatous disease that affects systemic organs. Cardiac involvement of
sarcoidosis induces atrio-ventricular block, right BBB, ventricular tachyarrhythmia, and heart
failure and is associated with adverse outcomes in the patients. The presence of fQRS on a 12-
lead ECG in patients with sarcoidosis was associated with cardiac involvement detected by late
enhancement on Ga-MRI [12]. Forty-six percent of patients with pulmonary sarcoidosis also
had cardiac sarcoidosis [32]. BBB (right BBB: 23.1%, left BBB: 3.8%) and QRS widening
were frequently observed in patients with cardiac sarcoidosis. Seventy-five percent of patients
with cardiac sarcoidosis had fQRS, whereas only 34% of patients without cardiac sarcoidosis
had fQRS. The presence of fQRS or BBB was related to cardiac sarcoidosis among patients
with pulmonary sarcoidosis (Figure 6).

TI-CI SPECT

Figure 6. Fragmented QRS in a 52-year-old patient with cardiac sarcoidosis. A) 12-lead ECG showed a wide QRS
complex by right ventricular apex pacing, B) fQRS was present in inferior and mid-precordial leads, C) Thalium-
201 myocardial perfusion imaging showed an anterolateral-infero perfusion defect. 18F-fluoro-2-deoxyglucose
positron emission tomography (18F-FDG-PET) showed FDG accumulation at the same site of the perfusion
defect.

Arrhythmogenic right ventricular cardiomyopathy

Arrhythmogenic right ventricular cardiomyopathy (ARVC) is characterized pathologically by
fibrofatty replacement of the right ventricular myocardium and ventricular tachycardia [33].
Epsilon wave is a delayed potential at the terminal phase of the QRS complex and represents
right ventricular (RV) delayed conduction. Epsilon wave is specific for ARVC, but the
incidence of epsilon wave is not high in patients with ARVC. fQRS was found in 85% of
patients with ARVC, whereas epsilon wave appeared in only 23% of the patients, [34] and
highly amplified ECG increased detection of the epsilon potential to 77% of the patients. The
number of leads with fQRS in patients with ARVC was associated with a severe form of the
disease including LV involvement.
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Electrical diseases

Brugada syndrome is characterized by cove-type ST elevation in right precordial leads.and
episodes of ventricular tachyarrhythmia. Experimental studies have shown that ST elevation
and arrhythmia result from right ventricular repolarization abnormality. Some clinical studies
have also shown the existence of depolarization abnormality and it was also associated with
high-risk patients [35]. We evaluated the significance of f-QRS in patients with Brugada
syndrome [6]. Patients with Brugada syndrome often had fQRS and it was more frequently
observed in the VF group (incidence of fQRS: VF 85%, syncope 50%, and asymptomatic 34%,
P<0.01). fQRS was not associated with the existence of late potential recorded by a SAECG.
Patients who had fQRS often experienced recurrent syncope due to VF within 4 years of the
first syncope or ventricular fibrillation episodes. Recently, the PRELUDE study has shown that
fQRS was useful for identify candidates for a prophylactic ICD implantation in patients with
Brugada syndrome (HR: 4.902) as well as spontanecous type 1 ECG, history of syncope, and
short ventricular refractory periods [36].

Acquired long QT syndrome (ALQTS) is a disease due to secondary repolarization
abnormality. Repolarization abnormality, such as prolongation of QT interval and prolongation
of the peak to end of T wave represented transmural or intraventricular dispersion of
repolarization, and was associated with occurrence of tosades de pointes [37]. We also found
that fQRS was present in a large percentage of ALQTS patients with syncope/torsades de
pointes (81 %) [38]. Although onset of torsades de pointes is triggered activity due to early
afterdepolarization, myocardial scar that appears as fQRS could be a substrate for subsequent
reentrant arrhythmia.

Other conditions

In adult patients with repaired tetralogy of Fallot [13], fQRS predicted ventricular fibrosis
detected by late Ga-MRI. Laterality of fQRS was associated with operative scar of the RV, and
patients with fQRS had larger RV volume and lower RV EF. fQRS was closely associated with
more extensive RV fibrosis and dysfunction.

fQRS was frequent in patients with mitral stenosis caused by rheumatic fever [39]. Rheumatic
fever induces inflammation and degeneration of the cardiac valve and also injury of the
myocardium. fQRS was associated with low EF, pulmonary hypertension, poor NYHA
functional class, and decreased mitral valve area.

Future directions and conclusion

fQRS is a useful marker of myocardial scar and can predict cardiac events and mortality in
various heart diseases. However, some studies showed negative data of fQRS for diagnosis and
prognosis of the diseases. For improvement of diagnosis and prediction of prognosis,
qualitative analysis of fQRS might be required. Magnetoelectrocardiography is a possible
method to evaluate qualitative analysis of fQRS, but it cannot be used as a routine examination
[40]. We have recently developed a new method for analysis of fQRS using the first derivation
of dV/T of the QRS complex to evaluate fQRS conveniently (Figure 7). This method can
identify an additional r' wave and notching observationally and will be useful for qualitative
analysis of fQRS.
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ECG
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Figure 7. New analysis of fragmented QRS using the first derivation of voltage by time (dV/dT) of the QRS
complex. Spikes and notches within the QRS complex were clearly represented as positive peaks in the dV/dT
analysis. ECG and dV/dT of the QRS complex were recorded by FX-7524 of Fukuda Denshi Co. Ltd and analyzed
by original software.
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Sixty years have passed since the first report of congenital long
syndrome (LQTS). The pathogenesis of LQTS was speculated to be ion
channel dysfunction in the early 1990s!, and mutations in cardiac ion
channels were found one after another at the end of the 20th century?4.

Since mutations in cardiac ion channels induced various diseases, including

LQTS, Brugada syndrome, and progressive cardiac conduction dis
inherited arrhythmic diseases were named “ion cha ses” or
“channelopathies”™. At first, mutations foﬁnd in inherited arrhythmia
diseases were all mutations in a-subunits of t mnnels, which are the
main components of the ion channels, th ations in the B-subunit, an
auxiliary subunit of the channel ater reported in Jervell and

Lange-Nielsen syndrome, a phenotype of LQTSS. It was then shown that

regulation of the channel s not only on its a and B-subunits but also

gene composes a main channel protein and conducts cardiac sodium current.

Some auxiliary proteins interact with Navy1.5 and control its transport to the
sarcolemma, cellular location, and gating properties by phosphorylation or
dephosphorylation, and anchor Navl.b to the cytoskeleton. Mutations in
some of these auxiliary proteins showed clinical phenotypes similar to type 3

LQTS (gain of function) or Brugada syndrome (loss of function). Thus, the
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recent concept of “channelopathy” should not be limited to mutations in the
channel protein itself but should be expanded to mutations in the adaptor
proteins.

Cardiac potassium currents that contribute to ventricular

repolarization consist of a rapid activation component (Ixy) and slow

afterdepolarization and a triggered activit ndér the condition of

sympathetic nerve stimulation in LQTS% »Igs is conducted by a
macromolecular signaling complex of xs channel. This complex includes

four a-subunits (Ky7.1 encoded by KCNQ1), auxiliary B-subunit (min K,

which is encoded by K€ otiao, protein kinase A, protein phosphatase
1, adenylyl cyclase and phosphodiesterase 4D37. An a-subunit of Ky7.1 is a
main subuni annel and it includes a central pore domain (segments
voltage sensing domain (segments S1-S4, S4: voltage sensor).
‘Sympi hetic nerve activation increases intracellular cyclic AMP and
enhances the Igs current through the macromolecular complex of the channel
and promotes rapid repolarization8. Disruption of the response to
sympathetic nerve activation of the macromolecular complex by a gene

mutation in KCNQ1, which encodes Kv7.1, or in AKAP9, which encodes

yotiao, cannot accelerate the repolarization, and then these mutations result
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in action potential duration prolongation.

Four Kv7.1 subunits form a tetramer and conduct the K* current.
Single Kv7.1 channel shows fast activating and closing K+ current in which
the ion current kinetics is different from that of Ixs. Additional auxiliary

subunits are required to construct Ixs. Co-expression of KCNE1 and Kv7.1

increases and slowed K* current by increase in channel condu e, slow
kinetics of both activation and deactivation, positive voltage
dependence and suppression of inactivation® 10, The s of Kv7.1 and
KCNE1 channel is identical with Ixs kinetics. KCN a membrane protein
with a single transmembrane domain and portant accessory subunit
of the Ixs channel. Although two K( bunits usually coassemble with
the KV7 1 tetramer, the st metry is not fixed but flexible and the
KCNQ1 tetramer can 'to: 4 KCNE1 subunits®. Each pore-forming
domain (S5-S6) of K overlapped with voltage-sensing domain (S1-S4)
ubunit of Kv7.1 and there is a pleft between pore and
ng domains. This cleft is a putative “KCNE-binding pocket”
where E CNEI can interact with three different Kv7.1 subunits via the S5-S6,
S4 and S1 segments!l: S1 from one subunit, S5, S6 and the end of the pore
helix from a second subunit, and S6 from a third subunit!2. Indeed, various
sites of interaction between KCNE1 and Ky7.1 have been reported; KCNE1
interacts with segment S6, S5, S4, S4-S5 linker, S1 and the C-terminus of

Kv7.1919, These interactions can change Ixs channel gating and voltage
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dependency. The reason of the slow activation of Ixs is explained that

KCNE1 opposes to S4 and S4-S5 linker movement and KCNE1 stabilizes the
closed state of the channel!2,
Gene mutations in KCNQ1 reduce the Ixs current by reducing

channel density or changing gating function. Reduction of the Ixs current

also results from failure of interaction between Kv7.1 and KCNE1 subunits.
These mutations cause LQTS (LQT1). Mutations in KC S0 cause

malfunction of subunit interactions and can reduce Ixs . In this issue

of the Journal, Hoosien et al. reported two muta the S6 segment of

Kv7.1, F339S and S338F, induced LQT1 b mechanism of reducing Ixs

current?0. Co-expression of KCNE1 tant Kv7.1 abolished the Ixs

current of both of them, whe reas Kv7.1 tetramer without KCNE1 conducts

K* current. In additio normal channel function with KCNE1 and
mutant Kv7.1, S338! ation immobilized the S4-S5 linke;r binding S6 by a
new “sticky” i lecular bond and abolished the Ixs current. Hoosien et al.
sho a mutation in KCNQ1 disrupts normal assembly of
KCN vr7 .1 and induces an abnormal formational change within the
Kv7.1 tetramer. The functional changes of the KV7.1-KCNE1 channel gating
by this mutation results in a severe form of LQT1.

Although genetic analysis has progressed in the past 20 years, the

understanding of pathophysiological mechanism of the disease is difficult. As

Hoosien et al. showed, a mutation in an a-subunit of the channel changes
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formation of the pore domain and also disrupts B-subunit interaction20.

Moreover, mutations in associated proteins that are members of the
macromolecular complex of the channel can participate in channel
dysfunction. These proteins regulate the channel function, and mutation of
these proteins induces channel dysfunction. Because of the complexity of the

3

pathogenesis of inherited arrhythmia syndrome, the term “chan opathy

or “ion channel disease” should be changed into “ion curre " or “ion

channel complex disease”.
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