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Sudden Infant Death
QT or Not QT? That Is No Longer the Question
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not be excluded with confidence. If a definitive cause is found,
such as a fatty acid oxidation defect or indeed true LQTS, then
the case is no longer strictly defined as SIDS. This nomenclature paradox has frequently caused confusion in the literature
about the LQTS–SIDS relationship.
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he association between Long QT syndrome (LQTS) and
sudden infant death syndrome (SIDS) remains highly
topical and even polarizing.1 Because the landmark Italian
study of the QT interval and SIDS2 triggered extensive controversy,3,4 there has been a substantial and commendable effort
to establish LQTS as one of the true causes of SIDS.5 The
motivation underlying this effort is based on the fact that true
LQTS is a potentially preventable cause of sudden death.
Many questions, however, remain.6 Where and how does
LQTS fit into the spectrum of SIDS? Have we reached the
stage where we can describe a typical phenotype for SIDS
because of LQTS? Is it conceivable that some SIDS victims
die with contribution from a channelopathy genetic variant,
rather than because of it in isolation? After SIDS, can we identify those cases that are more likely to have been LQTS and,
therefore, warrant genetic testing? When should family clinical screening be undertaken?7 To facilitate clarity of academic
discussion, research and clinical care, we suggest a paradigm
shift in how to analytically view the LQTS–SIDS association.

Triple Risk Hypothesis
The triple risk hypothesis12,13 theorizes that SIDS is a result
of the intersection of 3 features: (1) a vulnerable infant, (2) a
critical developmental period, and (3) precipitating risk factors. The theory has been the basis of much of the discussion
in seeking an understanding of the pathogenesis of SIDS. A
modifiable risk factor, the prone sleep position, was identified
and public health campaigns have reduced the incidence of
SIDS considerably.14–16 Despite this knowledge and success,
a potentially modifiable risk factor is still present in 95% of
SIDS cases.17 For example, compelling evidence shows that
not only sleep position but also an infant sharing a bed with an
adult significantly increases the risk of death.18–20

Autopsy Examination

Definition of SIDS

At autopsy, it is frequently difficult to irrefutably demonstrate
asphyxia. Scene reconstruction can potentially provide evidence
of parental overlaying, allowing the diagnosis of accidental
asphyxia with some confidence. However, in the majority of
cases the evidence is not conclusive. The problem is that there is
no one pathognomonic finding for asphyxia; rather the diagnosis
is based on a combination of nonspecific findings. Autopsy findings in SIDS and accidental asphyxia may be identical. Alveolar
hemorrhage is more common in infants who have died with bed
sharing, where asphyxia has been proposed as an explanation,21
but this is not necessarily helpful in judging individual cases.

Over the years there have been multiple working definitions
of SIDS including many contradictions.8–10 The definition
includes the sudden unexpected death of an infant <1 year of
age, with onset of the fatal episode apparently occurring during sleep, that remains unexplained after a thorough investigation, including performance of a complete autopsy and review
of the circumstances of death and the clinical history. In the
most widely accepted definition, there is a graded classification based predominantly on the thoroughness of the autopsy
investigation in excluding potential causes, and the possibility
of positional asphyxia.10,11 Type 1 occurs between the ages of
21 days and 9 months in otherwise healthy, normal infants,
and there must have been a safe sleep environment, and a thorough autopsy. Type 1a includes cases where there has been
extensive scene and laboratory investigations; if one of these
investigations is absent, it becomes type 1b. Type 2 includes
infants outside this age range and cases where asphyxia could

Long QT Syndrome
Genotype and Phenotype
The 3 most prevalent phenotypes for LQTS are well described
in Registries.22,23 Patients with LQT 1 (KCNQ1) typically have
events triggered by sport and swimming, and tend to occur in
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boys. LQT 2 (KCNH2) tends to affect adult women with events
triggered by startle, emotion, or occurring at night. These
events are also more prevalent in the postpartum period. LQT3
(SCN5A) causes sudden death at night, most commonly in adult
males. The logical candidates for SIDS, given that most occur
during sleep, would thus seem to be LQT3 and perhaps LQT2.

In Cases of SIDS and SUDY
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The genotype distribution profile in population-based molecular autopsy of sudden unexplained death in the young, >1 year
of age (SUDY), is considerably different from that seen in long
QT registries. Most SUDY because of LQTS occur during
sleep or rest, and rare variants/mutations in SCN5A are by far
the commonest, being found in 50% to 75%, compared with
8% to 10% in the LQTS registries.11,24–26 Genetic investigation
of SIDS cases has had a variable yield of putative mutations—
from <5% in prospective studies in the United States, New
Zealand, and Germany11,27,28 to a recent study from New York
where 15% had rare variants or mutations, predominantly in
SCN5A.25 The first large study, from Norway24 detected 26 rare
variants among 201 cases and suggested 19 of these 26 (therefore, a total of 9.5%) were pathogenic mutations. Given that
the population prevalence of such rare variants in SCN5A is
5%,29 these large studies suggest there may be a difference,
resulting in speculation that some of these variants are of
pathogenic significance and may have caused death through
ventricular arrhythmia.

Family Studies
A significant problem with all of the studies to date is the
lack of family data. An early study, before genetic testing was
available, showed that 11 parents among 42 SIDS victims had
a prolonged QT interval.30 However, another study also in the
1970s found no evidence of long QT among 108 relatives of
26 SIDS victims.31 Some rare cases have carried a variant that
has been shown to be familial and not de novo. In a French
study of 52 sudden infant deaths, 3 of 5 putative mutations
were found in a parent, but none of these parents had features
of LQTS.32 Two family members of 41 SIDS cases in Germany had mild QT prolongation but without genetic diagnosis
or significant family history.27 A case from New Zealand was
investigated retrospectively after the sudden autopsy negative
nocturnal death of a 2-year-old child where a KCNQ1 novel
variant was found (E146K). A previous sibling who died from
SIDS was found to have the same variant on an archived neonatal screening card. However, 4 family members who also
had the variant had completely normal ECGs and have had no
cardiac events.11 On the other hand, rare SIDS cases are occasionally reported in families with known LQTS.33

Is There an LQTS–SIDS Phenotype?
Is there a discernible phenotypic difference between infants
dying with and without rare cardiac ion channel genetic
variants?
Analysis of all of the available data would not suggest
any discernable difference. The presenting features from the
Norwegian and US studies demonstrate no difference in age,
sex, season of death, prevalence of cosleeping (bed sharing),
prone sleeping position, or activity at the time of death. As

to racial origin, the New York SIDS study demonstrated that
black infants were equally represented (two thirds) in both
gene-positive and gene-negative groups.25

Evidence of Causation
Given the apparent lack of difference between LQTS genepositive and gene-negative SIDS, are the long QT gene variants totally irrelevant? We must review what evidence there is
that Long QT, and cardiac ion channelopathies in general, do
sometimes cause SIDS.
1. A handful of near miss cases have demonstrated that
some severe forms of LQTS, and other ion channelopathies, can cause sudden death in infancy.34–38
2. SCN5A rare variants seem to be over-represented in
some SIDS cohorts, and in vitro testing of many of these
demonstrates that many have functional consequences
on the INA protein, leading to an abnormal cardiac action
potential.26
3. Although not constituting proof, we know that infants
with SIDS do, overall, tend to have a longer QT interval.2

The New Question
Despite calls for increased evidence,1 there remains uncertainty about the LQTS–SIDS link. We suggest that this may be
because of the restrictions of the current binary way of thinking, whereby there are 2 possibilities in an SIDS case, either
it is because of LQTS, with a definitive pathogenic mutation,
or it is not. Is it possible that in some of these deaths, there is
a developmental and environmental interaction with the cardiac ion channels that makes them transiently dysfunctional,
during critical vulnerable period? In other words, might these
variants be playing a role rather like functional polymorphisms increase risk of drug-induced Torsades de Pointes?
A study of black SIDS cases found 3 cases that were
homozygous for a relatively common SCN5A polymorphism
(S1103Y). In vitro studies showed normal action potential
under resting conditions, but profound sodium leak, typical
of long QT type 3, with acidosis.39 Because the action potential was normal at rest, a surface ECG would also have been
normal, without QT prolongation. This latent dysfunctional
phenotype was also a feature of 3 of the LQTS rare SCN5A
variants found in the Norwegian SIDS study; acidosis being
necessary for functional disturbance of ion channel function.26

Downregulation of Cardiac Ion Channels by
Hypoxia
An elegant study in newborn mice showed that 10% oxygen
delivered transiently resulted in QTc prolongation.40 This is
most profound the earlier after birth the hypoxia occurs, showing that this is, in part, an age-dependent phenomenon. Furthermore, they demonstrate a transient-reduced gene expression
of several potassium and sodium ion channel proteins after
the hypoxia. In other words, hypoxia may actually cause ion
channel dysfunction, particularly in a vulnerable ion channel.
It is plausible that an infant without overt LQTS is exposed
to hypoxia because of a suboptimal sleeping environment, or
maternal smoking and could develop ventricular arrhythmia
as a consequence of induced ion channel dysfunction.
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The New Paradigm
In light of the above evidence, we suggest a new paradigm for
the involvement of cardiac ion channels in SIDS, with the cardiac ion channels being part of the vulnerable infant spectrum.
We define 4 groups, in probable increasing order of frequency
(Figure).
Group A
This category includes severe, rare forms of LQTS, which are
commonly genetically de novo and may also cause intrauterine death. In addition to LQTS, also included are other rare
severe channelopathies, such as CPVT, short QT syndrome,
and Brugada syndrome.36–38,41 This category incorporates the
majority of the case reports branded as proof of concept that
LQTS may cause SIDS.34,35 In this category, an SIDS environmental trigger may not be essential.
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Group B
This category includes typical LQTS. The prevalence is estimated at 1 in 2000, and an event may occur at any time in life
in about half. Patients in this category are likely vulnerable to
environmental factors.
Group C
This category includes functional ion channel polymorphisms,
where the infant is only at risk if the environment provokes
downregulation of the vulnerable ion channel.
Group D
In this category, there is no contribution to death by an ion
channel abnormality. A nonfunctional single nucleotide

polymorphism in an ion channel may or may not be present.
Noncardiac issues cause SIDS. This is the commonest group
by far.

Conclusions
Clear thinking is essential to analytically view the LQTS−SIDS
relationship and allow appropriate prevention and public
health measures to be instituted. We hope that the paradigm
we describe will help us move forward in being precise about
what we are discussing about the interplay of cardiac ion
channels and sudden infant death. There has been much controversy about mass ECG screening programs to detect LQTS
in infants. Such programs will only detect some infants in
groups A and B. The largest majority will not be detected,
even if cardiac ion channels have a role to play (as in group C).
In addition, some infants in the rare group A will be missed,
because they may present in the first 2 to 3 weeks before ECG
screening takes place. Our classification allows perspective in
considering the reasons that the back to sleep (supine sleeping) campaign has been successful in reducing SIDS. Thus
to continue to reduce SIDS, we need to continue to address
the modifiable factors—principally the unsafe sleep position
and sleep environment. Paramount are supine sleeping, no
cosleeping, and no parental smoking. Detecting and managing rare severe forms of LQTS will have minimal impact on
overall mortality.
Which SIDS cases should have molecular autopsy? The
answer to this question is not yet clear, except that the genetic
test should be done with the family’s knowledge and consent,

Figure. Diagram to display a new way to classify the potential interplay of cardiac ion channels and sudden infant death syndrome. The
colors indicate 4 major influences: the genes (including channel interacting factors as NOS1AP), the transient dysfunction of ion channels
secondary to recurrent hypoxia or other environmental or epigenetic factors, environmental triggers such as an acute asphyxial or febrile
event, and noncardiac factors. The horizontal line indicates a hypothetical threshold for a sudden infant death syndrome (SIDS) event to
occur. The 4 diagnostic groups A–D are shown (see text). Type D, where cardiac ion channels have no part, are by far the majority. If all of
the environmental risk factors are removed, removing all of the light blue and green colors from the graph columns, only the most severe
and rare form of long QT syndrome (LQTS) results in a sudden death.
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and with a willingness to accept family long QT-ECG screening and the possibility of cascade genetic testing. They must
be counseled of the probabilistic nature of such testing and
the high likelihood of residual uncertainty. There are also significant issues with respect to funding molecular autopsy, and
this varies between Health Systems. Counseling at this stage
is a sensitive and delicate issue, grief is especially severe and
complex after SIDS, and feelings of blame and guilt are common. Tensions may be high between parents. There is some
evidence that evaluation of SIDS cases by a multidisciplinary
cardiac genetic and forensic team may increase the detection
rate of suspicious genetic variants.11
Most SIDS cases are totally unrelated to cardiac ion channelopathies. We suggest, however, that SIDS may sometimes
result from cardiac ion channels with various levels of dysfunction, including latent, environmentally triggered dysfunction. While true LQTS is likely a rare cause, family studies
are lacking. More cases may be because of the interaction
of a critical developmental window during which prolonged
sleep is the norm, where hypoxia related to an unsafe sleep
environments may downregulate the vulnerable ion channels,
and a terminal hypoxic or acidotic trigger is required for cardiac arrest.

Acknowledgments
We thank Charlene Nell from the Department of Cardiovascular
Services, Green Lane Cardiovascular Services, Auckland City
Hospital, Auckland, New Zealand who assisted with article
preparation.

Sources of Funding
Dr Skinner receives salary support from Cure Kids.

Disclosures
None.

References
1. Border WL, Benson DW. Sudden infant death syndrome and long QT syndrome: the zealots versus the naysayers. Heart Rhythm. 2007;4:167–169.
doi: 10.1016/j.hrthm.2006.12.019.
2. Schwartz PJ, Stramba-Badiale M, Segantini A, Austoni P, Bosi G, Giorgetti
R, Grancini F, Marni ED, Perticone F, Rosti D, Salice P. Prolongation of
the QT interval and the sudden infant death syndrome. N Engl J Med.
1998;338:1709–1714. doi: 10.1056/NEJM199806113382401.
3. Hoffman JI, Lister G. The implications of a relationship between prolonged QT interval and the sudden infant death syndrome. Pediatrics.
1999;103(4 pt 1):815–817.
4. Guntheroth WG, Spiers PS. Prolongation of the QT interval and the sudden infant death syndrome. Pediatrics. 1999;103(4 pt 1):813–814.
5. Tester DJ, Ackerman MJ. Sudden infant death syndrome: how significant
are the cardiac channelopathies? Cardiovasc Res. 2005;67:388–396. doi:
10.1016/j.cardiores.2005.02.013.
6. Sweeting J, Semsarian C. Cardiac abnormalities and sudden infant
death syndrome. Paediatr Respir Rev. 2014;15:301–306. doi: 10.1016/j.
prrv.2014.09.006.
7. Berul CI, Perry JC. Contribution of long-QT syndrome genes to sudden infant death syndrome: is it time to consider newborn electrocardiographic screening? Circulation. 2007;115:294–296. doi: 10.1161/
CIRCULATIONAHA.106.675470.
8. Byard RW, Lee V. A re-audit of the use of definitions of sudden infant
death syndrome (SIDS) in peer-reviewed literature. J Forensic Leg Med.
2012;19:455–456. doi: 10.1016/j.jflm.2012.04.004.
9. Byard RW, Marshall D. An audit of the use of definitions of sudden infant death syndrome (SIDS). J Forensic Leg Med. 2007;14:453–455. doi:
10.1016/j.jflm.2006.11.003.

10. Krous HF, Beckwith JB, Byard RW, Rognum TO, Bajanowski T, Corey
T, Cutz E, Hanzlick R, Keens TG, Mitchell EA. Sudden infant death syndrome and unclassified sudden infant deaths: a definitional and diagnostic
approach. Pediatrics. 2004;114:234–238.
11. Glengarry JM, Crawford J, Morrow PL, Stables SR, Love DR, Skinner JR.
Long QT molecular autopsy in sudden infant death syndrome. Arch Dis
Child. 2014;99:635–640. doi: 10.1136/archdischild-2013-305331.
12. Wedgwood R. Review of USA experience. In: Camps FE, Carpenter RG,
eds. Sudden and Unexpected Death in Infancy (Cot Deaths). Bristol,
England: Wright; 1972, p28.
13. Guntheroth WG, Spiers PS. The triple risk hypotheses in sudden infant
death syndrome. Pediatrics. 2002;110:e64.
14. Dwyer T, Ponsonby AL, Newman NM, Gibbons LE. Prospective cohort
study of prone sleeping position and sudden infant death syndrome.
Lancet. 1991;337:1244–1247.
15. Mitchell EA, Scragg R, Stewart AW, Becroft DM, Taylor BJ, Ford RP,
Hassall IB, Barry DM, Allen EM, Roberts AP. Results from the first year
of the New Zealand cot death study. N Z Med J. 1991;104:71–76.
16. Mitchell EA, Tuohy PG, Brunt JM, Thompson JM, Clements MS, Stewart
AW, Ford RP, Taylor BJ. Risk factors for sudden infant death syndrome
following the prevention campaign in New Zealand: a prospective study.
Pediatrics. 1997;100:835–840.
17. Trachtenberg FL, Haas EA, Kinney HC, Stanley C, Krous HF. Risk
factor changes for sudden infant death syndrome after initiation of
Back-to-Sleep campaign. Pediatrics. 2012;129:630–638. doi: 10.1542/
peds.2011-1419.
18. Byard RW. Overlaying, co-sleeping, suffocation, and sudden infant
death syndrome: the elephant in the room. Forensic Sci Med Pathol.
2015;11:273–274. doi: 10.1007/s12024-014-9600-5.
19. Mitchell EA. Co-sleeping and suffocation. Forensic Sci Med Pathol.
2015;11:277–278. doi: 10.1007/s12024-014-9616-x.
20. Sebire NJ. Co-sleeping and suffocation. Forensic Sci Med Pathol.
2015;11:275–276. doi: 10.1007/s12024-014-9615-y.
21. Weber MA, Risdon RA, Ashworth MT, Malone M, Sebire NJ.
Autopsy findings of co-sleeping-associated sudden unexpected deaths
in infancy: relationship between pathological features and asphyxial mode of death. J Paediatr Child Health. 2012;48:335–341. doi:
10.1111/j.1440-1754.2011.02228.x.
22. Zareba W, Moss AJ, Schwartz PJ, Vincent GM, Robinson JL, Priori SG,
Benhorin J, Locati EH, Towbin JA, Keating MT, Lehmann MH, Hall WJ.
Influence of genotype on the clinical course of the long-QT syndrome.
International Long-QT Syndrome Registry Research Group. N Engl J
Med. 1998;339:960–965. doi: 10.1056/NEJM199810013391404.
23. Earle N, Crawford J, Smith W, Hayes I, Shelling A, Hood M, Stiles M,
Maxwell F, Heaven D, Love DR, Skinner JR. Community detection
of long QT syndrome with a clinical registry: an alternative to ECG
screening programs? Heart Rhythm. 2013;10:233–238. doi: 10.1016/j.
hrthm.2012.10.043.
24. Arnestad M, Crotti L, Rognum TO, Insolia R, Pedrazzini M, Ferrandi C, Vege
A, Wang DW, Rhodes TE, George AL Jr, Schwartz PJ. Prevalence of longQT syndrome gene variants in sudden infant death syndrome. Circulation.
2007;115:361–367. doi: 10.1161/CIRCULATIONAHA.106.658021.
25. Wang D, Shah KR, Um SY, Eng LS, Zhou B, Lin Y, Mitchell AA, Nicaj
L, Prinz M, McDonald TV, Sampson BA, Tang Y. Cardiac channelopathy
testing in 274 ethnically diverse sudden unexplained deaths. Forensic Sci
Int. 2014;237:90–99. doi: 10.1016/j.forsciint.2014.01.014.
26. Wang DW, Desai RR, Crotti L, Arnestad M, Insolia R, Pedrazzini M,
Ferrandi C, Vege A, Rognum T, Schwartz PJ, George AL Jr. Cardiac sodium channel dysfunction in sudden infant death syndrome. Circulation.
2007;115:368–376. doi: 10.1161/CIRCULATIONAHA.106.646513.
27. Wedekind H, Bajanowski T, Friederich P, Breithardt G, Wülfing T,
Siebrands C, Engeland B, Mönnig G, Haverkamp W, Brinkmann B,
Schulze-Bahr E. Sudden infant death syndrome and long QT syndrome:
an epidemiological and genetic study. Int J Legal Med. 2006;120:129–
137. doi: 10.1007/s00414-005-0019-0.
28. Ackerman MJ, Siu BL, Sturner WQ, Tester DJ, Valdivia CR, Makielski
JC, Towbin JA. Postmortem molecular analysis of SCN5A defects in sudden infant death syndrome. JAMA. 2001;286:2264–2269.
29. Ackerman MJ, Splawski I, Makielski JC, Tester DJ, Will ML, Timothy
KW, Keating MT, Jones G, Chadha M, Burrow CR, Stephens JC, Xu
C, Judson R, Curran ME. Spectrum and prevalence of cardiac sodium
channel variants among black, white, Asian, and Hispanic individuals:
implications for arrhythmogenic susceptibility and Brugada/long QT syndrome genetic testing. Heart Rhythm. 2004;1:600–607. doi: 10.1016/j.
hrthm.2004.07.013.

5   Davis et al   SIDS and LQTS

Downloaded from http://circep.ahajournals.org/ by guest on September 23, 2017

30. Maron BJ, Clark CE, Goldstein RE, Epstein SE. Potential role of QT interval
prolongation in sudden infant death syndrome. Circulation. 1976;54:423–430.
31. Kukolich MK, Telsey A, Ott J, Motulsky AG. Sudden infant death syndrome:
normal QT interval on ECGs of relatives. Pediatrics. 1977;60:51–54.
32. Millat G, Kugener B, Chevalier P, Chahine M, Huang H, Malicier D,
Rodriguez-Lafrasse C, Rousson R. Contribution of long-QT syndrome
genetic variants in sudden infant death syndrome. Pediatr Cardiol.
2009;30:502–509. doi: 10.1007/s00246-009-9417-2.
33. Christiansen M, Tønder N, Larsen LA, Andersen PS, Simonsen H, Oyen
N, Kanters JK, Jacobsen JR, Fosdal I, Wettrell G, Kjeldsen K. Mutations
in the HERG K+-ion channel: a novel link between long QT syndrome
and sudden infant death syndrome. Am J Cardiol. 2005;95:433–434. doi:
10.1016/j.amjcard.2004.09.054.
34. Wedekind H, Smits JP, Schulze-Bahr E, Arnold R, Veldkamp MW,
Bajanowski T, Borggrefe M, Brinkmann B, Warnecke I, Funke H,
Bhuiyan ZA, Wilde AA, Breithardt G, Haverkamp W. De novo mutation
in the SCN5A gene associated with early onset of sudden infant death.
Circulation. 2001;104:1158–1164.
35. Schwartz PJ, Priori SG, Dumaine R, Napolitano C, Antzelevitch C,
Stramba-Badiale M, Richard TA, Berti MR, Bloise R. A molecular link
between the sudden infant death syndrome and the long-QT syndrome. N
Engl J Med. 2000;343:262–267. doi: 10.1056/NEJM200007273430405.
36. Franco E, Dias A, Teresa D, Hebert K. EKG pattern of Brugada syndrome
and sudden infant death syndrome–is it time to review the diagnostic criteria? Case report and review of literature. Ann Noninvasive Electrocardiol.
2014;19:198–202. doi: 10.1111/anec.12086.

37. Tester DJ, Dura M, Carturan E, Reiken S, Wronska A, Marks AR,
Ackerman MJ. A mechanism for sudden infant death syndrome (SIDS):
stress-induced leak via ryanodine receptors. Heart Rhythm. 2007;4:733–
739. doi: 10.1016/j.hrthm.2007.02.026.
38. Rhodes TE, Abraham RL, Welch RC, Vanoye CG, Crotti L, Arnestad M,
Insolia R, Pedrazzini M, Ferrandi C, Vege A, Rognum T, Roden DM,
Schwartz PJ, George AL Jr. Cardiac potassium channel dysfunction in
sudden infant death syndrome. J Mol Cell Cardiol. 2008;44:571–581. doi:
10.1016/j.yjmcc.2007.11.015.
39. Plant LD, Bowers PN, Liu Q, Morgan T, Zhang T, State MW, Chen W,
Kittles RA, Goldstein SA. A common cardiac sodium channel variant associated with sudden infant death in African Americans, SCN5A S1103Y.
J Clin Invest. 2006;116:430–435. doi: 10.1172/JCI25618.
40. Neary MT, Mohun TJ, Breckenridge RA. A mouse model to study the link
between hypoxia, long QT interval and sudden infant death syndrome. Dis
Model Mech. 2013;6:503–507. doi: 10.1242/dmm.010587.
41. Crotti L, Johnson CN, Graf E, De Ferrari GM, Cuneo BF, Ovadia M,
Papagiannis J, Feldkamp MD, Rathi SG, Kunic JD, Pedrazzini M,
Wieland T, Lichtner P, Beckmann BM, Clark T, Shaffer C, Benson
DW, Kääb S, Meitinger T, Strom TM, Chazin WJ, Schwartz PJ,
George AL Jr. Calmodulin mutations associated with recurrent cardiac arrest in infants. Circulation. 2013;127:1009–1017. doi: 10.1161/
CIRCULATIONAHA.112.001216.
Key Words: genetics ◼ long QT syndrome ◼ phenotype ◼ sudden cardiac
death ◼ sudden infant death

Sudden Infant Death: QT or Not QT? That Is No Longer the Question
Andrew M. Davis, Joanna Glengarry and Jonathan R. Skinner

Downloaded from http://circep.ahajournals.org/ by guest on September 23, 2017

Circ Arrhythm Electrophysiol. 2016;9:
doi: 10.1161/CIRCEP.115.003859
Circulation: Arrhythmia and Electrophysiology is published by the American Heart Association, 7272 Greenville
Avenue, Dallas, TX 75231
Copyright © 2016 American Heart Association, Inc. All rights reserved.
Print ISSN: 1941-3149. Online ISSN: 1941-3084

The online version of this article, along with updated information and services, is located on the
World Wide Web at:
http://circep.ahajournals.org/content/9/6/e003859

Permissions: Requests for permissions to reproduce figures, tables, or portions of articles originally published
in Circulation: Arrhythmia and Electrophysiology can be obtained via RightsLink, a service of the Copyright
Clearance Center, not the Editorial Office. Once the online version of the published article for which
permission is being requested is located, click Request Permissions in the middle column of the Web page
under Services. Further information about this process is available in the Permissions and Rights Question and
Answer document.
Reprints: Information about reprints can be found online at:
http://www.lww.com/reprints
Subscriptions: Information about subscribing to Circulation: Arrhythmia and Electrophysiology is online at:
http://circep.ahajournals.org//subscriptions/

