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Abstract
Background: Brugada syndrome is an inherited disease associated with vulnerability to
ventricular tachycardia and sudden cardiac death in young adults. Milrinone and cilostazol, oral
phosphodiesterase (PDE) type III inhibitors, have been shown to increase ICa and modestly
increase heart rate by elevating the level of intracellular cyclic AMP.

Objective: The present study examines the effectiveness of these PDE inhibitors to suppress
arrhythmogenesis in an experimental model of Brugada syndrome.

Methods: Action potential (AP) and ECG recordings were obtained from epicardial and
endocardial sites of coronary-perfused canine right ventricular wedge preparations. The Ito agonist
NS5806 (5 μM) and Ca2+ channel blocker verapamil (2 μM) were used to pharmacologically
mimic Brugada phenotype.

Results: The combination induced all-or-none repolarization at some epicardial sites but not
others, leading to ST-segment elevation as well as an increase in both epicardial and transmural
dispersion of repolarization. Under these conditions, phase 2 reentry developed as the epicardial
AP dome propagated from sites where it was maintained to sites at which it was lost, generating
closely coupled extrasystoles and ventricular tachycardia. Addition of the PDE inhibitor milrinone
(2.5 μM) or cilostazol (5-10 μM) to the coronary perfusate restored the epicardial AP dome,
reduced dispersion and abolished phase 2 reentry—induced extrasystoles and ventricular
tachycardia.

Conclusions: Our study identifies milrinone as a more potent alternative to cilostazol for
reversing the repolarization defects responsible for the electrocardiographic and arrhythmic
manifestations of Brugada syndrome. Both drugs normalize ST segment elevation, and suppress
arrhythmogenesis in experimental models of Brugada syndrome.
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Introduction
Brugada syndrome (BrS) is an inherited cardiac disease associated with vulnerability to
ventricular tachycardia (VT) and sudden cardiac death in young adults with a structurally
normal heart. The ECG pattern of BrS is characterized by a J point and ST segment
elevation in the right precordial leads.1 The right ventricular (RV) manifestations of the
disease are thought to be due to the prominence of Ito in RV vs. left ventricle (LV)
epicardium2 Recent studies have suggested that a slowly conducting embryonic phenotype
is maintained in the RVOT of the mouse heart,3 thus providing evidence in support of a
conduction defect in RV as the basis for an alternative mechanism for BrS.4 The ECG
pattern is often concealed, but can be unmasked or modulated by fever, vagal stimulation,
and a number of pharmacological agents.5 On a molecular level, BrS has been linked to
mutations causing decreased inward currents (peak sodium channel current, L-type calcium
channel current) or increased outward currents (especially transient outward potassium
current,6) during phase 1 of the epicardial (Epi) action potential (AP), thus accentuating the
spike-and-dome morphology of the AP, most prominently in the epicardium of the right
ventricular outflow tract (RVOT).5 The net outward shift of current balance can lead to loss
of the dome or phase 2 of the action potential creating a dispersion of repolarization both
within epicardium and between epicardium and endocardium, thus creating the substrate for
phase 2 reentry and polymorphic VT.7

Milrinone and cilostazol, oral phosphodiesterase (PDE) type III inhibitors, have been shown
to increase ICa and modestly increase heart rate by elevating the level of intracellular cyclic
AMP.8-11 Previous reports have demonstrated the effectiveness of cilostazol in patients with
BrS, nevertheless cilostazol has a class IIb recommendation on the brugadadrugs.org
website.12-15 Abud et al. reported failure of this drug to prevent ventricular fibrillation in a
patient with BrS.16 Cilostazol is known to inhibit platelet aggregation and to act as an
arterial vasodilator, causing dilation of the arteries supplying blood to the legs and
decreasing platelet coagulation.17, 18 Cilostazol is approved for the treatment of intermittent
claudication and is often used off-label for treatment of intracranial atherosclerosis and
secondary stroke prevention19 in addition to its use in the management of BrS.

Milrinone is also a PDE-3 inhibitor that is used principally in the management of patients
with heart failure. Through its action to increase cAMP, milrinone increases contractility in
a failing heart. It also works as a vasodilator, thus helping to alleviate increased pressure
(afterload) in the heart. Milrinone has not been reported to be of benefit in BrS, although it
was suggested as a drug of potential benefit by Marquez and co-workers.20 Milrinone is
listed as a Class 3 recommendation on BrugadaDrugs.org due to the paucity of information
available.

The present study tests the hypothesis that milrinone may be a useful alternative to cilostazol
for the management of BrS. The principal focus of the study is to elucidate the cellular
mechanisms responsible and test the hypothesis that both milrinone and cilostazol exert their
ameliorative effects in BrS by reversing the repolarization defects associated with the
development of the ECG and arrhythmic manifestations of BrS.
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Methods
Wedge Preparations

All experiments were carried out in compliance with the Guide for Care and Use of
Laboratory Animals published by the National Institutes of Health (NIH publication No
85-23, Revised 1996) and approved by the Institutional Animal Care and Use Committee.
Detailed methods for isolation and recording of transmembrane activity from coronary-
perfused canine RV wedge preparations have been reported previously,21, 22 and are briefly
described in the Online Supplement.

Transmembrane APs were simultaneously recorded from two Epi (Epi 1 [distal] and Epi 2
[proximal]; Epi1-Epi2 distance was approx. 5-10 mm) and one Endo site with the use of
floating microelectrodes. Impalements were obtained from the Epi and Endo surfaces of the
preparation at positions approximating the transmural axis of the ECG recording.

The Epi AP notch magnitude (NM); [phase 1 magnitude / phase 0 amplitude x 100], phase 0
to phase 2 interval; [time between the first 2 peaks of the derivative of the AP] as well as the
notch index (NI); [NM × (Ph 0 to Ph 2 interval)] which approximates the area of the notch
were measured as previously described.21

Statistical analysis
Results are presented as mean + S.E.M. (standard error of the mean) throughout the
publication. Statistical comparisons were made using Student's t-test for paired and unpaired
data.

Results
Using coronary-perfused canine right ventricular wedge preparations, we induced the
Brugada phenotype by addition of 5 μM NS5806 (Ito activator) and 2 μM verapamil (Ca2+

channel blocker) to the coronary perfusate. NS5806 has previously been shown to increase
Ito in isolated canine cardiomyocytes, resulting in augmentation of the notched appearance
of the RV action potential, most notably in the epicardium.23 NS5806 (5 μM ) and
verapamil (2 μM) accentuated the AP notch in right ventricular epicardium, leading to the
development of a prominent J point and ST segment elevation, characteristic of the Brugada
phenotype (Figures 1 and 2). Longer exposure caused all-or-none repolarization at the end
of the Epi AP phase 1, leading to loss of the AP dome at some Epi sites. The voltage
gradient between the abbreviated epicardium and the normal endocardium produces the ST
segment elevation, and also provides a vulnerable window for reentrant arrhythmias.
Propagation of the dome from regions at which it was maintained to regions at which it was
lost, caused local re-excitation via a phase 2 re-entry mechanism, leading to the development
of closely coupled extrasystoles and polymorphic VT/ventricular fibrillation (VT/VF) can
result. Milrinone (2.5 μM) and cilostazol (5-10 μM) restored the Epi AP dome, normalized
the ECG and terminated all arrhythmic activity. Figures 1 and 2 show representative
recordings of APs from RV wedge preparations recorded under control conditions, after
NS5806 (5 μM), +verapamil (2 μM), +PDE inhibitor (2.5 μM milrinone or 5-10 μM
cilostazol) and after washout of the PDE inhibitors.

The effects of milrinone and cilostazol on notch magnitude, Phase 0 to Phase 2 interval
(time between the first 2 peaks of the first derivative of the Epi AP) and notch index on RV
wedges are summarized in Figure 3 and Table 1. The NS5806-induced increase in Ito caused
an outward shift in the balance of current in the early phase of the Epi AP leading to a
moderate increase in notch magnitude and notch index (approximation of notch area) in
epicardium, but little change in endocardium. The greater accentuation of the AP notch in
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epicardium than endocardium gives rise to an increase in transmural voltage gradient
causing an increase in the amplitude and area of the J wave (Figure 4 and Table 1). The
addition of verapamil to the coronary perfusate caused a further outward shift in the balance
of current leading to further accentuation of all of these parameters. Under these conditions,
loss of the dome at some epicardial sites but not others caused a prominent increase in
epicardial and transmural dispersion of repolarization, thus creating the substrate for the
development of phase 2 reentry (Figure 5 and Table 2). Milrinone (2.5 μM) and cilostazol
(10 μM) restored the AP dome, thus reducing notch magnitude and index, J wave amplitude
and area, as well as epicardial and transmural dispersion of repolarization (Figure 3-5 and
Table 1,2).

Figure 6 illustrates the development of polymorphic VT following exposure of the RV
wedge to NS5806 and verapamil and the effect of milrinone and cilostazol to normalize the
ECG and abort all arrhythmic activity. The combination of NS5806 and verapamil generated
a closely coupled phase 2 reentrant extrasystole that captured the vulnerable window created
by the transmural dispersion of repolarization, leading to the development of polymorphic
VT. Milrinone (2.5 μM) and cilostazol (10 μM) promptly restored the action potential dome,
reduced the ST segment elevation (J wave), and abolished phase 2 reentry as well as VT/VF
(Figure 6). Milrinone (2.5 μM) abolished VT/VF in 7 out of 7 preparations, whereas
cilostazol (5-10 μM) abolished VT/VF in 6 of 6 preparations (Table 2). Milrinone also was
more potent than cilostazol in reducing action potential notch parameters (compare data for
milrinone (2.5 μM) and cilostazol (5 μVI)-Table 1). Thus, a smaller concentration of
milrinone than of cilostazol was needed to reverse the repolarization defect and exert an
ameliorative effect.

Washout of the PDE inhibitors led to reappearance of arrhythmic activity in all preparations.

Discussion
It is well established that mutations leading to a decrease in inward currents (INa, or ICaL) or
increase in outward currents (Ito and IK-ATP) are capable of causing BrS in humans.6,24-27 In
the present study, we used the Ito agonist NS5806 (5 μM) and the ICa antagonist verapamil
(2 μM) to pharmacologically model the BrS genotypes responsible for a loss of function of
ICa (BrS 3,4 and 9)28 and a gain of function of Ito (BrS 5, 6 and 10)6,29-31 so as to induce the
Brugada phenotype in the coronary-perfused canine RV wedge preparation.

The combination of NS5806 (5 μM) and verapamil (2 μM) caused all or no repolarization,
leading to loss of the AP dome at some epicardial sites. The spike-and-dome AP
morphology was maintained at other epicardial sites, resulting in an epicardial dispersion of
repolarization (EDR). Conduction of the AP dome from sites at which it was maintained to
sites at which it was lost caused local re-excitation via a phase 2 re-entry mechanism,
leading to the development of closely coupled extrasystoles (Figure 1, 2 and 6). The loss of
the dome in the epicardium also created a transmural dispersion of repolarization (TDR).
The combination of EDR and TDR created a vulnerable window within the preparation
(Figure 5 and Table 2), which when captured by a closely coupled extrasystole induced short
VT. Phase 2 of the action potential could be restored by boosting the inward calcium
current.

At therapeutically relevant concentrations,32,33 milrinone (2.5 μM) and cilostazol (5-10 μM)
were found to be very effective in normalizing ST segment elevation and preventing the
occurrence of VT/VF (Figure 1, 2 and 6 and Table 2). The ameliorative action of cilostazol
and milrinone are likely attributable to the effect of these PDE inhibitors to increase cAMP
and thus boost ICa, thus leading to a reversal of the repolarization defect permitting the
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development of the ECG and arrhythmic manifestations of BrS and suppression of all
arrhythmic activity. It is noteworthy that both milrinone and cilostazol exert a positive
inotropic and chronotropic effects. The increase in heart rate would also be expected to
indirectly reduce Ito. Moreover cilostazol may exert a direct effect to block Ito, especially at
higher concentrations.34

These actions of the PDE inhibitors to suppress the BrS phenotype is consistent with the
ameliorative effects of β-adrenergic agonists such as isoproterenol in the clinic, particularly
in controlling electrical storm in BrS patients.35,36

Conclusion
The present study identifies, for the first time, milrinone as a more potent PDE inhibitor than
cilostazol for the suppression of BrS in an experimental model of the disease. Both PDE
inhibitors are shown to work at the cellular level by restoring the action potential dome (due
to an increase in ICa) in right ventricular epicardium, abolishing repolarization
abnormalities, thus restoring electrical homogeneity of the RV myocardium where the
substrate of BrS most commonly develops. Our results might prove helpful in the
identification of other pharmacological agents useful in the approach to therapy of BrS.
Whereas the utility of cilostazol is documented,12-14 studies are needed to establish the
clinical usefulness of milrinone for prevention of VT related to BrS.

Study limitations
As with all data derived from experimental animal models, extrapolation of coronary-
perfused wedge data to the clinic must be done with great care. This cautionary note
notwithstanding, it important to point out that the wedge preparation identified quinidine for
the treatment of BrS in 1999,7 which is used worldwide for the treatment of BrS. In that
same paper, we identified an increase of ICa as another therapeutic measure using
isoproterenol, which then led to the use of cilostazol. All three agents are used today for
primary prevention and as adjunct therapy. Thus, the ventricular wedge preparation has been
highly predictive of the clinical efficacy of all pharmacologic agents thus far tested.

The effects of milrinone and cilostazol were only evaluated in BrS models involving loss of
function of inward currents, representing the majority of BrS probands thus far identified. In
preliminary experiments, we have observed qualitatively similar effects of these two agents
in BrS models involving a gain of function of Ito using NS5806.

Finally, the pharmacological models of BrS used m the present study, while they mimic the
loss or gain of function of ICa and Ito caused by BrS mutations, do not fully recapitulate all
of the gating defects encountered with the various mutations responsible for BrS.
Nonetheless, these models closely recapitulate both the electrocardiographic and arrhythmic
manifestations of BrS.
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Abbreviations and Acronyms

AP action potential

APD90 action potential durations at 90% of repolarization

BCL basic cycle length

BrS Brugada syndrome

ECG electrocardiogram

EDR epicardial dispersion of repolarization

Endo endocardial

Epi epicardial

LV left ventricle

NI notch index

NM notch magnitude

PDE phosphodiesterase

RV right ventricle

RVOT right ventricular outflow tract

TDR transmural dispersion of repolarization

VF ventricular fibrillation

VT ventricular tachycardia
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Figure 1.
Effect of milrinone to reverse the repolarization defects responsible for the
electrocardiographic and arrhythmic manifestations of Brugada syndrome in a coronary-
perfused right ventricular wedge model pharmacologically mimicking loss of function of ICa
in the setting of a prominent Ito. Recordings obtained at a basic cycle length of 1000 ms.
Each grouping represents the transmembrane action potentials (APs) recorded from 2
epicardial (Epi) sites and 1 endocardial (Endo) site together with an ECG, all simultaneously
recorded. The Ito agonist NS5806 increases notch and J wave parameters but does not induce
arrhythmic activity. The addition of verapamil leads to marked accentuation of the Epi AP
notch, giving rise to a large J wave, appearing as an ST segment elevation. Loss of the dome
at Epi 2 results in development of phase 2 reentry. Milrinone reverses these repolarization
defects, restoring AP duration homogeneity, normalizing the ECG and abolishing all
arrhythmic activity. The Brugada phenotype promptly reappears after washout of milrinone.
Time calibrations for the recordings are indicated on the right of the figure. The top trace is
a stimulus marker.
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Figure 2.
Effect of cilostazol to reverse the repolarization defects underlying the electrocardiographic
and arrhythmic manifestations of Brugada syndrome in a coronary-perfused right ventricular
wedge model. Recordings were obtained at a basic cycle length of 1000 ms. Each shows
transmembrane action potentials (APs) recorded from 2 epicardial (Epi) sites and 1 (Endo)
endocardial site together with an ECG, all simultaneously recorded. The Ito agonist NS5806
increases notch and J wave parameters but does not induce arrhythmic activity. The addition
of verapamil leads to marked accentuation of the Epi AP notch, giving rise to a large J wave,
appearing as an ST segment elevation. Loss of the dome at Epi 2 results in development of
phase 2 reentry. Cilostazol (5 μM) reverses these repolarization defects, restoring AP
duration homogeneity, normalizing the ECG and abolishing all arrhythmic activity.
Cilostazol (10 μM) further reduced notch and J wave parameters. The Brugada phenotype
promptly reappears after washout of cilostazol. Time calibrations for the recordings are
indicated on the right of the figure. The top trace is a stimulus marker.
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Figure 3.
Effect of milrinone and cilostazol on epicardial (Epi) notch parameters: notch magnitude (as
% of Phase 0 amplitude), phase 0 to phase 2 (Ph 0–Ph 2) interval (time between the first 2
peaks of the derivative of the action potential (AP)) and notch index (notch magnitude x Ph
0 to Ph 2 interval). Notch parameters are measured form right ventricular APs in which the
dome was maintained. Results are mean ± S.E.M. * p < 0.05 and ** p < 0.01 vs. control.## p
< 0.01 vs. NS5806+verapamil combination (Brugada-model). n=7 for B, E and H, n=6 for
C, F and I.
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Figure 4.
Effect of milrinone and cilostazol on J-wave amplitude and J wave area on canine arterially
perfused right ventricular wedge. Results are mean ± S.E.M. * p < 0.05 and ** p < 0.01 vs.
control. # p < 0.05 and ## p < 0.01 vs. NS5806+verapamil combination (Brugada-model).
n=7 for B and D, n=6 for C and E. AP — action potential.
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Figure 5.
Effect of milrinone and cilostazol on action potential duration at 90% repolarization
(APD90), epicardial (EDR) and transmural (TDR) dispersion of repolarization in the canine
arterially-perfused right ventricular wedge. The combination of NS5806 (5 μM) and
verapamil (2 μM) induces heterogeneous loss of the epicardial (Epi) action potential (AP)
dome, producing both EDR and TDR. Addition of milrinone (2.5 μM) or cilostazol (5-10
μM) reduces dispersion. APD90, EDR and TDR are measured in case of single stimulated
beat with loss of the AP dome at EPI 2 site but not EPI 1. Results are mean ± S.E.M. * p <
0.05 and ** p < 0.01 vs. control. # p < 0.05 and ## p < 0.01 vs. NS5806+verapamil
combination (Brugada-model). n=7 for B and D, n=6 for C and E. Endo — endocardial.
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Figure 6.
Effect of milrinone and cilostazol to suppress polymorphic ventricular tachycardia (VT) in a
right ventricle wedge model of Brugada syndrome. The combination of NS5806 (5 μM) and
verapamil (2 μM) induces heterogeneous loss of the epicardial (Epi) action potential dome.
Phase 2 reentry occurs as the dome propagates from Epi 1 to Epi 2, triggering an episode of
polymorphic VT. Addition of 2.5 μM milrinone (upper panel) or 10 μM cilostazol (lower
panel) abolishes phase 2 reentry and polymorphic VT. Endo — endocardial.
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Table 1

Effect of milrinone and cilostazol on right ventricular epicardial action potential notch and J wave parameters.

Notch magnitude
 (% ofph 0 amp)

Notch duration
 (ms)

Notch index
 (NM*ND)

J wave amplitude
 (mV)

J wave area
 (mV*ms)

Control 29.9 ± 2.5 19.8 ± 0.5 594.4 ± 51.7 0.279 ± 0.045 7.94 ± 1.22

NS5806
 5 μM 39.4 ± 2.1† 26.0 ± 1.0* 1021.7 ± 94.9† 0.384 ± 0.050† 11.96 ± 3.30

+Verapamil
 2 μM 46.6 ± 2.6† 74.3 ± 8.5† 3466.1 ± 459.8† 0.424 ± 0.058† 27.57 ± 3.64†

+Milrinone
 2.5 μM 43.4 ± 1.9† 37.2 ± 2.6†,‡ 1624.1 ± 161.1†,‡ 0.407 ± 0.059* 16.28 ± 2.62*,‡

Wash out
Milrinone 44.0 ± 2.† 85.6 ± 9.9† 4116.3 ± 402.1† 0.405 ± 0.057* 31.80 ± 7.30*

Notch magnitude
 (% ofph 0 amp)

Notch duration
 (ms)

Notch index

 (NM*ND)
J wave amplitude

 (mV)
J wave area

 (mV*ms)

Control 22.7 ± 1.9 19.2 ± 0.7 450.8 ± 40.6 0.272 ± 0.035 6.55 ± 1.02

NS5806
 5 μM 29.1 ± 2.9* 21.9 ± 0.6 654.3 ± 85.3* 0.382 ± 0.036† 8.80 ± 1.40

+Verapamil
 2 μM 42.3 ± 2.4† 87.2 ± 4.8† 3689.3 ± 306.3† 0.482 ± 0.034† 47.45 ± 8.42†

+Cilostazol
 5 μM 42.3 ± 3.3† 54.3 ± 8.7* 2470.8 ± 428.1† 0.458 ± 0.045† 29.38 ± 6.86*

+Cilostazol
 10 μM 40.2 ± 2.8† 29.5 ± 3.3*,‡ 1226.3 ± 215.0*,‡ 0.398 ± 0.067* 13.34 ± 2.86*,†

Wash out
Cilostazol 44.2 ± 1.2† 93.3 ± 11.9† 4206.8 ± 499.7† 0.472 ± 0.045† 36.39 ±6.50†

NM: notch magnitude (as % of Phase 0 amplitude); ND: notch duration (Phase 0 to Phase 2 interval); NI: notch index (NM × Ph 0 to Ph 2 interval).
Notch parameters are measured form right ventricular action potentials in which the dome was maintained. Results are mean ± S.E.M.

*
p< 0.05 and

†
p< 0.01 vs. control.

‡
p< 0.05 and

§
p< 0.01 vs. NS5806+verapamil combination (Brugada-model). n=7 for milrinone, n=6 for cilostazol. Basic cycle length=1000 ms.
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Table 2

Effect of milrinone and cilostazol on action potential duration (APD90), maximal EDR, TDR and incidence of
Phase 2 reentrant and polymorphic VT arrhythmias.

Epi 1 APD90
 (ms)

Epi 2 API) 90
 (ms)

Endo APD90
 (ms)

EDR
 (ms)

TDR
 (ms)

Phase 2
 reentry

Polymorphic
 VT

Control 174.7 ± 3.6 173.9 ± 3.3 184.7 ± 3.1 4.8 ± 1.4 7.3 ± 1.1 0/7 0/7

NS5806
 5 μM 179.2 ± 1.9 180.6 ± 3.4 183.1 ± 3.5 5.3 ± 0.4 8.7 ± 2.0 1/7 1/7

+Verapamil
 2 μM 201.1 ± 8.4* 112.8 ± 13.5† 179.7 ± 4.9 84.9 ± 14.4† 66.9±11.8† 7/7 7/7

+Milrinone
 2.5 μM 187.8 ± 3.5 186.5 ± 4.8‡ 193.0 ± 4.0 6.5 ± 1.7§ 7.5 ±1.3§ 1/7 0/7

Wash out
Milrinone 219.2 ± 8.5† 145.1 ± 7.6* 189.2 ± 6.9 74.2 ± 13.3† 46.7 ± 9.5† 7/7 6/7

Epi 1 APD90

 (ms)
Epi 2 APD90

 (ms)
Endo APD90

 (ms)
EDR

 (ms)
TDR

 (ms)
Phase 2

 reentry
Polymorphic

 VT

Control 174.7 ± 2.0 170.5 ± 3.1 184.8 ± 3.7 9.1 ± 2.3 11.0 ± 2.3 0/6 0/6

NS5806
 5 μM 177.3 ± 3.6 174.1 ± 5.9 187.1 ± 2.4 9.9 ± 3.0 12.1 ± 2.7 0/6 0/6

+Verapamil
 2 μM 206.7 ± 9.4* 145.8 ± 9.2* 183.3 ± 7.3 62.5 ± 3.1† 43.3 ± 5.7† 6/6 4/6

+Cilostazol
 5 μM 186.0 ± 5.3 191.9 ± 5.3*,‡ 183.8 ± 6.4 5.6 ± 2.3§ 12.9 ± 4.1‡ 0/6 0/6

+Cilostazol
 10 μM 185.9 ± 5.3 185.1 ± 5.1‡ 183.9 ± 6.4 4.8 ± 1.6§ 7.8 ± 2.1§ 0/6 0/6

Wash out
Cilostazol 210.2 ± 11.2* 135.8 ± 6.4† 188.3 ± 9.9 67.8 ± 15.1† 55.5 ± 11.2† 6/6 4/6

APD90: action potential durations at 90% of repolarization; TDR: transmural dispersion of repolarization; EDR: epicardial dispersion of

repolarization. APD90, EDR and TDR are measured in case of single stimulated beat with loss of the AP dome at EPI 2 site but not EPI 1. Results

are mean ± S.E.M.

*
p < 0.05 and

†
p < 0.01 vs. control.

‡
p < 0.05 and

§
p < 0.01 vs. NS5806+verapamil combination (Brugada-model). n=7 for milrinone, n=6for cilostazol. Basic cycle length=1000 ms.
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