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Type B Wellens’ syndrome: Electrocardiogram patterns that clinicians

should be aware of
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lectrocardiogram (ECG) interpretation in diagnosing acute

coronary syndrome is critical for emergency physicians
when evaluating patients with acute chest pain. The distinct ECG
patterns of Wellens’ syndrome, indicating myocardial ischemic
disease caused by critical proximal left anterior descending (LAD)
stenosis, could be overlooked due to the absence of the typical
ST segment elevation of ST-segment elevation myocardial infarc-
tion. Here, we show a typical ECG in a 71-year-old male with
Wellens’” syndrome with proven occlusion of the LAD artery.
The patient received percutaneous coronary intervention with
bare-metal stent placement and was discharged in good condition.

A 71-year-old male with a history of hypertension, diabetes
mellitus, and chronic kidney disease was sent to the emergency
department with intermittent 5-min chest pain for 2 days. His
chest pain was relieved by rest, precipitated by exertion, and
associated with cold sweats. Physical examination showed no
remarkable findings. The initial 12-lead ECG revealed biphasic
T-waves in leads V2 and V3 [Figure la]. The patient became
completely pain free after the administration of supplemental
oxygen and sublingual nitroglycerin. A follow-up ECG 30 min
later [Figure 1b] revealed normal sinus rhythm without ST-T
segment abnormality. Laboratory tests revealed a troponin I level
of 0.029 ng/mL (normal reference level <0.026 ng/mL). Eighteen
hours after admission, cardiac catheterization demonstrated 95%
stenosis of the proximal LAD artery [Figure 1c]. Subsequently,
he received urgent percutaneous coronary intervention with
bare-metal stent placement [Figure 1d] and was discharged 4 days
after this admission in good condition. Wellens’ syndrome, first
described by Wellens’ group, is characterized by ST-T segment
abnormality in the precordial leads on an ECG acquired from
patients during a pain-free period [1,2]. According to the Wellens’
study, 75%—100% of patients who have these ECG characteristics
have significant LAD stenosis and develop further extensive ante-
rior wall infarction within weeks [1]. There are two ECG patterns
in Wellens’ syndrome: Type A is characterized by deeply sym-
metrical T-wave inversions in leads V2 and V3, often including
leads V1 and V4 and occasionally leads V5 and V6; type B is
characterized by biphasic T-waves in leads V2 and V3. The posi-
tive predictive value of Wellens’ sign is approximately 86% [3].
The differential diagnosis in patients with similar ECG changes
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Figure 1: (a) Initial 12-lead electrocardiogram revealing biphasic T-waves in
leads V2 and V3. (b) Follow-up electrocardiogram record 30 min later revealing
normal sinus rhythm without ST-T segment abnormality. (¢) Cardiac catheterization
demonstrating 95% stenosis of the proximal left anterior descending artery (arrow).
(d) A bare-metal stent was placed successfully with improvement of the left anterior
descending artery stenosis

includes myopericarditis, Wolf-Parkinson—White
digitalis effect, and pulmonary embolic disease [4].

syndrome,

In clinical practice, stress testing might be performed due to lack
of typical ST segment elevation in Wellens’ syndrome to obtain
more evidence of cardiac ischemia. However, increasing cardiac
demand during stress testing may result in acute myocardial infrac-
tion, and even fatal dysrhythmia and death [5]. Therefore, it is
essential to consider the coronary angiogram as the initial diagnos-
tic modality instead of other conservative examinations in patients
with ECG patterns, indicating a possibility of Wellens’ syndrome.
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