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Abstract
Wellens’ syndrome consists of a history 
suggestive of an acute coronary syndrome 
and biphasic or deeply inverted T waves in 
ECG leads V2–V3. A shortcut review was 
carried out to establish whether this ECG 
pattern identifies patients with a critical 
left anterior descending artery stenosis. 
Six relevant papers were found. The clinical 
bottom line is that biphasic T-wave inversion 
in lead V2–V3 should alert the clinician to a 
probable critical stenosis of the left anterior 
descending artery.

Clinical scenario
A 34-year-old male presents to the ED 
with  ongoing chest pain at rest over 
the past  few days. On his ECG there 
are biphasic T waves in V2 and V3, 
characteristic of Wellens’ syndrome. 
The patient is pain free and his troponin 
concentration is just above the normal 
reference range. You wonder whether 
this ECG pattern warrants urgent 
percutaneous coronary intervention or 
medical management.

Three-part question
In (adults with suspected acute coronary 
syndrome), does (Wellens’ sign) identify 
(critical stenosis of the left anterior 
descending artery)?

Search strategy
EBM Reviews—Cochrane Database of 
Systematic Reviews 2005 to January 18, 
2017, EBM Reviews—ACP Journal Club 
1991 to December 2016, EBM Reviews—

Database of Abstracts of Reviews of 
Effects 1st Quarter 2015, Embase 1980 to 
2017 Week 03, Ovid MEDLINE(R) 1946 
to week 1 December 2016.

[​wellens.​mp or anterior t.mp or biphasic  
t.mp]

Outcome
A total of 437 papers were identified after 
the  removal of duplicates. Five papers 
were relevant to the three-part question.1–5 
Manual search found two further relevant 
papers.6 7 One abstract was discarded as 
there was insufficient detail available for 
appraisal2 (see table 1).

Comments
Wellens’ sign is a complex syndrome that 
is frequently misunderstood. The patient 
must report a recent history of angina and 
demonstrate biphasic T waves or deeply 
inverted T waves in ECG leads V2–V3. It 
is not a sign of acute coronary occlusion, 
but rather a sign of coronary artery 

reperfusion that is very likely to reocclude. 
Due to reperfusion, the patient is often 
pain free at the time of the ECG and 
frequently fails to demonstrate a significant 
troponin rise. The patient’s history remains 
crucial as there is much pathology, such as 
pulmonary embolism, that can produce 
T-wave inversion. Specificity and positive 
predictive value drops from 89% and 61% 
to 69.2% and 51.5% when the primary 
outcome changes from 50% stenosis to 
70% stenosis of the left anterior descending 
artery.2 4 This syndrome is not an indication 
for immediate percutaneous coronary 
intervention but requires urgent inpatient 
angiography and close monitoring.

Clinical bottom line

Biphasic T-wave inversion in lead V2–V3 
should alert the clinician to a possible 
critical stenosis of the left anterior 
descending artery.
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