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The electrocardiogram (ECG) is a diagnostic 
tool of high value in the approach to chest pain 

of cardiac origin. The full spectrum of electrocar-
diography abnormalities indicating acute coronary 
ischemia or occlusion requiring immediate cardiac 
catheterization goes beyond the well-known ST- 
segment elevation pattern. Several ECG patterns have 
been reported in association with acute myocardial 
ischemia due to critical stenosis or occlusion of a 

coronary artery. These patterns include de Winter, 
Wellens’ syndrome (types A and B), new left bundle 
branch block, preexisting left bundle branch block 
with Sgarbossa criteria, and hyperacute T waves, 
and their presence should be considered indicative 
of a ST-elevation myocardial infarction (STEMI).1-4

De Winter’s pattern refers to a negative slope 
of the ST segment from V1 to V3, with a tall and 
pointed T wave in addition to an elevation of the 

ST segment in aVR. This pattern is related to total 
proximal occlusion of the left anterior descending 
(LAD) coronary artery. There are two types of 
Wellens’ syndrome patterns: type A, character-
ized by biphasic T waves in V2 and V3, and type 
B, with deep and symmetrical negative T waves in 
precordial leads even up to V5. Type B is the most 
frequent Wellens’ syndrome pattern and has been 
correlated with significant stenosis of the LAD in 
coronary angiography.5,6

The frequency of these electrocardiographic 
patterns is low and finding them in the same 
patient is extremely rare. In this report, we dis-
cuss whether the coexistence of these patterns 
is related to an initial occlusion with subsequent 
spontaneous reperfusion.7

Case Report
A 69-year-old male with cardiovascular risk factors 

including hypertension and a sedentary lifestyle 
presented with typical angina lasting more than 20 
minutes. An initial ECG showed de Winter’s pattern 
(Figure 1) and biomarkers showed a troponin of 
12 ng/mL. The patient was then transferred to our 
center for primary percutaneous coronary inter-
vention. He did not receive thrombolysis, because 
he was transferred to a center with interventional 
capacity in less than 2 hours. Upon arrival, a new 
electrocardiogram was performed where a Wellens’ 
syndrome type B pattern was observed (Figure 2), 
suggesting spontaneous reperfusion. The coronary 
angiogram showed a 99% lesion in the union of the 
proximal segment with the middle of the LAD with 
TIMI-3 flow (Figure 3, Video 1). Primary percuta-
neous coronary intervention with drug-eluting stent 
implantation was performed, with the final result 
(Figure 4, Video 1) demonstrating TIMI-3 flow and 
TIMI myocardial perfusion (TMP) 3.
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ABSTRACT

The de Winter and Wellens’ syndrome patterns are associated with acute left anterior  
descending coronary artery occlusion; however, it is very rare to find both patterns in the same 
patient. In this case, a decrease in the J point in the precordial leads is evident in the patient’s 
initial electrocardiogram, followed by an ascending ST segment with a symmetrical positive  
T wave and ST elevation in aVR, identified as a de Winter pattern. This is followed by the classic 
Wellens’ syndrome type B pattern in the second electrocardiogram, suggesting an anterior 
ST-segment elevation myocardial infarction with subsequent spontaneous reperfusion.  
It is an extremely rare event and we are unaware of any published reports describing both  
patterns coexisting in the same patient.

Figure 1. Initial electrocardiogram (ECG) with De Winter pattern. Upsloping 
ST depression with high and symmetrical peaked T waves in the anterior 
precordial leads, in addition to ST elevation in aVR. 

Figure 2. ECG upon arrival at our center for percutaneous coronary intervention. 
A Wellens’ syndrome type B pattern with deep and symmetrical negative 
T waves from V2 to V5 is observed.
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Conclusion
The electrocardiographic behavior of this case 

corresponds to an acute total occlusion of the LAD, 
with the manifestation of a de Winter pattern in the 
initial ECG (Figure 1). The patient then experienced 
a spontaneous reperfusion that correlated with the 
subsequent Wellens’ syndrome type B pattern 
(Figure 2). We believe knowledge of these particular 
electrocardiographic patterns is extremely important, 
since patients benefit from early revascularization 
as part of the STEMI therapeutic algorithm.4,8

Wellens’ syndrome has been described as oc-
curring in 14% to 18% of patients with unstable 
angina2,9, while the de Winter pattern is known to 
be in 2% of patients admitted with anterior wall 
infarction1. The coexistence of the De Winter and 
Wellens patterns in the same patient is an extremely 
rare finding. Of note, spontaneous reperfusion has 
only been reported in 15% of patients admitted 
with anterior infarction.10-12 n
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Figure 3 (Video 1 online). Coronary angiography demonstrating a sub-occlusive 
lesion at the junction of the proximal and middle segments of the left anterior 
descending coronary artery.

Figure 4 (Video 1 online). Final result, demonstrating TIMI-3 flow and 
TIMI myocardial perfusion 3.


