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ABSTRACT

Anterior ST elevation myocardial infarction can present with a specific electrocardiographic (ECG)
pattern without ST segment elevations, known as De Winter sign. Recognizing this ECG pattern is
important since it is considered an equivalent to ST elevation myocardial infarction (STEMI), hence
may require thrombolysis when primary PCI facilities are not available or delayed. We report a28
year old male who presented to us with de winters ecg pattern. Subsequent coronary angiogram
showed Proxmial left anterior descending (LAD) artery occlusion.
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1. INTRODUCTION utmost importance since it should be managed

like any STEMI.
De winters sign on ECG is a specific pattern

equivalent of an anterior STEMI, but presents 2. CASE REPORT
like an NSTEMI. Approximately 2% of such .
patients have proximal LAD occlusion. Like A 28 year old male patient presented to our

wellness pattern recognizing this sign is of institute with typical angina since 2 hours
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duration. He had no significant past history of
diabetes, hypertension, dyslipidemia nor any
family history of coronary artery disease (CAD).
The patient was a non smoker. Admission ECG
[Figs. 1,2] showed up sloping ST depression with
up Wright T waves in the anterior precordial
leads, with 1mm ST elevation in lead aVR.
Troponin T was within normal limits since the
window period of presentation was early. His
hemodynamics was stable. With a provitional
diagnosis of acute coronary syndrome-Unstable

Anandan et al.; CA, 3(3): 162-166, 2015; Article no.CA.2015.015

angina/NSTEMI he was taken for primary
percutaneous coronary intervention (PCI)
immediately. Coronary angiogram [Fig. 3]
showed 95% thrombus filled lesion in the

Proxmial left anterior descending (LAD) artery.
The patient underwent successful angioplasty
[Fig.4] with a 4 x 25 mm second generation Drug
eluting stent. Post procedure ecg showed a
pattern of typical evolved anterior wall myocardial
infarction [Fig. 5].

Fig. 1. ECG-upsloping ST depression with upwright T waves in the anterior precordial leads,
with 1mm ST elevation in lead aVR

Fig. 2. Ecg 15 mins after admission showing classical de winters pattern
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Fig. 4. Coronary angiogram post PTCA to LAD showing TIMI 3 flow
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Fig. 5. Post PTCA ecg showing Evolved anterior wall Ml changes

3. DISCUSSION

The de Winter ECG pattern is an equivalent of
anterior STEMI. Recognizing it is clinically
important since it presents without obvious ST
segment elevation and may lead to under
treatment [1]. ST depression and peaked T
waves in the precordial leads is the usual
presentation. Mechanism of these ecg changes
that have been proposed are, theoretically, an
anatomical variant of the Purkinje fibers, with
endocardial conduction delay. Alternatively, the
absence of ST elevation may be related to the
lack of activation of sarcolemmal ATP sensitive
potassium (KATP) channels by ischemic ATP
depletion, as has been shown in KATP knockout
animal models of acute ischemia [2]. This pattern
is seen in ~2% of acute LAD occlusions. This
was first reported by De Winter and Wellens, in
30 / 1532 patients with acute LAD occlusions [3].
Verounden et al. [4] also reported similar pattern
in 35 / 1890 patients requiring PCI to the LAD.
The profiles of such patients were usually
younger males with a higher incidence of
hypercholesterolemia compared to patients with
aclassic STEMI pattern. Knowledge about
pattern of changes in an ECG that are
associated with acute occlusion of a coronary
artery helps us to plan an immediate invasive
stratergy [5-7]. De Winter ECG pattern is highly
predictive of acute LAD occlusion. Some
consider it a“STEMI equivalent” similar to
wellens pattern, ST elevation in lead aVR [8].
Prompt recognition is a must and such patients
should receive emergent reperfusion therapy
with PCI or thrombolysis.

Diagnostic Criteria for De winters sign:-

1) Tall, prominent, symmetric T waves in the
precordial leads

2) Upsloping ST segment depression >1 mm
at the J-point in the precordial leads

3) Absence of ST elevation in the precordial
leads

4) ST segment elevation (0.5 mm-1 mm) in
avVR

5) Normal STEMI morphology may precede
or follow the deWinter pattern

4. CONCLUSION

Knowledge about this specific ecg pattern is
important for physicians since it may be mistaken
for NSTEMI and treatment with thrombolysis
would be delayed or missed.
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