
World Journal of
Clinical Cases

World J Clin Cases  2019 October 26; 7(20): 3168-3383

ISSN 2307-8960 (online)

Published by Baishideng Publishing Group Inc



W J C C World Journal of
Clinical Cases

Contents Semimonthly  Volume 7  Number 20  October 26, 2019

OPINION REVIEW
3168 Clinical use of low-dose aspirin for elders and sensitive subjects

Zhang Y, Fang XM, Chen GX

ORIGINAL ARTICLE

Retrospective Study

3175 Distribution and drug resistance of pathogenic bacteria in emergency patients
Huai W, Ma QB, Zheng JJ, Zhao Y, Zhai QR

3185 Comparative analysis of robotic vs laparoscopic radical hysterectomy for cervical cancer
Chen L, Liu LP, Wen N, Qiao X, Meng YG

3194 Feasibility of laparoscopic isolated caudate lobe resection for rare hepatic mesenchymal neoplasms
Li Y, Zeng KN, Ruan DY, Yao J, Yang Y, Chen GH, Wang GS

3202 Rh-incompatible hemolytic disease of the newborn in Hefei
Bi SH, Jiang LL, Dai LY, Zheng H, Zhang J, Wang LL, Wang C, Jiang Q, Liu Y, Zhang YL, Wang J, Zhu C, Liu GH, Teng RJ

3208 Soft tissue release combined with joint-sparing osteotomy for treatment of cavovarus foot deformity in older

children: Analysis of 21 cases
Chen ZY, Wu ZY, An YH, Dong LF, He J, Chen R

Observational Study

3217 Clinical characteristics of sentinel polyps and their correlation with proximal colon cancer: A retrospective

observational study
Wang M, Lu JJ, Kong WJ, Kang XJ, Gao F

Prospective Study

3226 Longitudinal observation of intraocular pressure variations with acute altitude changes
Xie Y, Sun YX, Han Y, Yang DY, Yang YQ, Cao K, Li SN, Li X, Lu XX, Wu SZ, Wang NL

META-ANALYSIS
3247 Prognostic significance of malignant ascites in gastric cancer patients with peritoneal metastasis: A systemic

review and meta-analysis
Zheng LN, Wen F, Xu P, Zhang S

WJCC https://www.wjgnet.com October 26, 2019 Volume 7 Issue 20I

https://www.wjgnet.com


Contents
World Journal of Clinical Cases

Volume 7  Number 20  October 26, 2019

CASE REPORT
3259 Gonadotrophin-releasing hormone agonist-induced pituitary adenoma apoplexy and casual finding of a

parathyroid carcinoma: A case report and review of literature
Triviño V, Fidalgo O, Juane A, Pombo J, Cordido F

3266 Constrictive pericarditis as a cause of refractory ascites after liver transplantation: A case report
Bezjak M, Kocman B, Jadrijević S, Gašparović H, Mrzljak A, Kanižaj TF, Vujanić D, Bubalo T, Mikulić D

3271 Endoluminal closure of an unrecognized penetrating stab wound of the duodenum with endoscopic band

ligation: A case report
Kim DH, Choi H, Kim KB, Yun HY, Han JH

3276 Spontaneous superior mesenteric artery dissection following upper gastrointestinal panendoscopy: A case

report and literature review
Ou Yang CM, Yen YT, Chua CH, Wu CC, Chu KE, Hung TI

3282 Hepatic amyloidosis leading to hepatic venular occlusive disease and Budd-Chiari syndrome: A case report
Li TT, Wu YF, Liu FQ, He FL

3289 Termination of a partial hydatidiform mole and coexisting fetus: A case report
Zhang RQ, Zhang JR, Li SD

3296 De Winter syndrome and ST-segment elevation myocardial infarction can evolve into one another: Report of

two cases
Lin YY, Wen YD, Wu GL, Xu XD

3303 Next generation sequencing reveals co-existence of hereditary spherocytosis and Dubin–Johnson syndrome

in a Chinese gril: A case report
Li Y, Li Y, Yang Y, Yang WR, Li JP, Peng GX, Song L, Fan HH, Ye L, Xiong YZ, Wu ZJ, Zhou K, Zhao X, Jing LP, Zhang FK,

Zhang L

3310 Recognizable type of pituitary, heart, kidney and skeletal dysplasia mostly caused by SEMA3A mutation: A

case report
Hu F, Sun L

3316 Dermatofibrosarcoma metastases to the pancreas: A case report
Cai HJ, Fang JH, Cao N, Wang W, Kong FL, Sun XX, Huang B

3322 Repeated lumps and infections: A case report on breast augmentation complications
Zhang MX, Li SY, Xu LL, Zhao BW, Cai XY, Wang GL

3329 Severe mental disorders following anti-retroviral treatment in a patient on peritoneal dialysis: A case report

and literature review
He QE, Xia M, Ying GH, He XL, Chen JH, Yang Y

WJCC https://www.wjgnet.com October 26, 2019 Volume 7 Issue 20II



Contents
World Journal of Clinical Cases

Volume 7  Number 20  October 26, 2019

3335 Fish bone-induced myocardial injury leading to a misdiagnosis of acute myocardial infarction: A case report
Wang QQ, Hu Y, Zhu LF, Zhu WJ, Shen P

3341 Potentially fatal electrolyte imbalance caused by severe hydrofluoric acid burns combined with inhalation

injury: A case report
Fang H, Wang GY, Wang X, He F, Su JD

3347 Ureter - an unusual site of breast cancer metastasis: A case report
Zhou ZH, Sun LJ, Zhang GM

3353 Alternative technique to save ischemic bowel segment in management of neonatal short bowel syndrome: A

case report
Geng L, Zhou L, Ding GJ, Xu XL, Wu YM, Liu JJ, Fu TL

3358 Sister Mary Joseph’s nodule in endometrial carcinoma: A case report
Li Y, Guo P, Wang B, Jia YT

3364 Synchronous quadruple primary malignancies of the cervix, endometrium, ovary, and stomach in a single

patient: A case report and review of literature
Wang DD, Yang Q

3372 Ureteral Ewing’s sarcoma in an elderly woman: A case report
Li XX, Bi JB

3377 Anaplastic lymphoma kinase-negative anaplastic large cell lymphoma masquerading as Behcet's disease: A

case report and review of literature
Luo J, Jiang YH, Lei Z, Miao YL

WJCC https://www.wjgnet.com October 26, 2019 Volume 7 Issue 20III



Contents
World Journal of Clinical Cases

Volume 7  Number 20  October 26, 2019

ABOUT COVER Editorial Board Member of World Journal of Clinical Cases, Faycal Lakhdar,
MD, Professor, Department of Neurosurgery, University Hospital Center of
Fes, University Sidi Mohammed Ben Abdellah, FES 10000, Morocco

AIMS AND SCOPE The primary aim of World Journal of Clinical Cases (WJCC, World J Clin Cases)
is to provide scholars and readers from various fields of clinical medicine
with a platform to publish high-quality clinical research articles and
communicate their research findings online.
  WJCC mainly publishes articles reporting research results and findings
obtained in the field of clinical medicine and covering a wide range of
topics, including case control studies, retrospective cohort studies,
retrospective studies, clinical trials studies, observational studies,
prospective studies, randomized controlled trials, randomized clinical
trials, systematic reviews, meta-analysis, and case reports.

INDEXING/ABSTRACTING The WJCC is now indexed in PubMed, PubMed Central, Science Citation Index

Expanded (also known as SciSearch®), and Journal Citation Reports/Science Edition.

The 2019 Edition of Journal Citation Reports cites the 2018 impact factor for WJCC

as 1.153 (5-year impact factor: N/A), ranking WJCC as 99 among 160 journals in

Medicine, General and Internal (quartile in category Q3).

RESPONSIBLE EDITORS FOR
THIS ISSUE

Responsible Electronic Editor: Ji-Hong Liu

Proofing Production Department Director: Yun-Xiaojian Wu

NAME OF JOURNAL
World Journal of Clinical Cases

ISSN
ISSN 2307-8960 (online)

LAUNCH DATE
April 16, 2013

FREQUENCY
Semimonthly

EDITORS-IN-CHIEF
Dennis A Bloomfield, Bao-Gan Peng, Sandro Vento

EDITORIAL BOARD MEMBERS
https://www.wjgnet.com/2307-8960/editorialboard.htm

EDITORIAL OFFICE
Jin-Lei Wang, Director

PUBLICATION DATE
October 26, 2019

COPYRIGHT
© 2019 Baishideng Publishing Group Inc

INSTRUCTIONS TO AUTHORS
https://www.wjgnet.com/bpg/gerinfo/204

GUIDELINES FOR ETHICS DOCUMENTS
https://www.wjgnet.com/bpg/GerInfo/287

GUIDELINES FOR NON-NATIVE SPEAKERS OF ENGLISH
https://www.wjgnet.com/bpg/gerinfo/240

PUBLICATION MISCONDUCT
https://www.wjgnet.com/bpg/gerinfo/208

ARTICLE PROCESSING CHARGE
https://www.wjgnet.com/bpg/gerinfo/242

STEPS FOR SUBMITTING MANUSCRIPTS
https://www.wjgnet.com/bpg/GerInfo/239

ONLINE SUBMISSION
https://www.f6publishing.com

© 2019 Baishideng Publishing Group Inc. All rights reserved. 7041 Koll Center Parkway, Suite 160, Pleasanton, CA 94566, USA

E-mail: bpgoffice@wjgnet.com  https://www.wjgnet.com

WJCC https://www.wjgnet.com October 26, 2019 Volume 7 Issue 20IX

mailto:bpgoffice@wjgnet.com


W J C C World Journal of
Clinical Cases

Submit a Manuscript: https://www.f6publishing.com World J Clin Cases  2019 October 26; 7(20): 3296-3302

DOI: 10.12998/wjcc.v7.i20.3296 ISSN 2307-8960 (online)

CASE REPORT

De Winter syndrome and ST-segment elevation myocardial infarction
can evolve into one another: Report of two cases

Yang-Yi Lin, Yu-Dan Wen, Guo-Lin Wu, Xiang-Dong Xu

ORCID number: Yang-Yi Lin
(0000-0002-9096-5070); Yu-Dan Wen
(0000-0002-9096-5070); Guo-Lin Wu
(0000-0001-5336-6194); Xiang-Dong
Xu (0000-0001-5336-6194).

Author contributions: Lin YY and
Wu GL were the patient’s
physicians; Wu GL and Xu XD
performed the coronary
angiography; Lin YY and Wen YD
reviewed the literature and
contributed to manuscript drafting;
Lin YY, Wen YD, and Xu XD were
responsible for the revision of the
manuscript for important
intellectual content; all authors
issued final approval for the
version to be submitted.

Informed consent statement:
Written informed consent was
obtained from the patient for
publication of this report and any
accompanying images.

Conflict-of-interest statement: The
authors declare that they have no
conflict of interest.

CARE Checklist (2016) statement:
The authors have read the CARE
Checklist (2013), and the
manuscript was prepared and
revised according to the CARE
Checklist (2016).

Open-Access: This article is an
open-access article which was
selected by an in-house editor and
fully peer-reviewed by external
reviewers. It is distributed in
accordance with the Creative
Commons Attribution Non
Commercial (CC BY-NC 4.0)
license, which permits others to
distribute, remix, adapt, build
upon this work non-commercially,

Yang-Yi Lin, Guo-Lin Wu, Xiang-Dong Xu, Department of Cardiology, Jiading District Central
Hospital Affiliated Shanghai University of Medical and Health Sciences, Shanghai 201800,
China

Yu-Dan Wen, Department of Electrocardiology, the Third Affiliated Hospital of Wenzhou
Medical University, Wenzhou 325200, Zhejiang Province, China

Corresponding author: Xiang-Dong Xu, MD, Chief Doctor, Department of Cardiology, Jiading
District Central Hospital Affiliated Shanghai University of Medical and Health Sciences, No 1,
Chengbei Road, Jiading District, Shanghai 201800, China. xuxiangdong8416@163.com
Telephone: +86-21-67073213
Fax: +86-21-67073325

Abstract
BACKGROUND
The de Winter electrocardiography (ECG) pattern is a sign that implies proximal
left anterior descending coronary artery occlusion in patients with chest pain. The
previous view was that the de Winter ECG pattern is static.

CASE SUMMARY
A 65-year-old man presented with sudden chest pain at rest associated with
diaphoresis for 55 min. The first ECG showed only T-wave inversion in III and
aVF leads. Another ECG was performed at the 100th minute, showing upsloping
ST segments depressed with tall and symmetrical T waves in the precordial
leads; the J point was raised by 0.1 mV at the aVR lead. The patient was referred
to our catheterization laboratory. A third ECG showed ST segment elevation by
0.2 mV in the I and aVL leads. The patient underwent emergency coronary
angiography, which revealed complete proximal left anterior descending
coronary (LAD) occlusion. The second patient presented with a 1-h history of
sudden-onset, severe, substernal crushing chest pain. The first ECG showed ST-
segment elevation (0.1–1.7 mV) in I, aVL, and precordial leads. The patient was
referred to the catheterization laboratory. On arrival, his symptoms alleviated,
and ECG showed that the ST-segments had significantly fallen back. The third
ECG showed a typical de Winter pattern. Coronary angiography revealed 99%
stenosis of the middle LAD.

CONCLUSION
The de Winter ECG pattern is transient and dynamic, and it reflects proximal or
mid-LAD subtotal occlusion rather than total occlusion.
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Core tip: The de Winter electrocardiography pattern is a sign that implies proximal left
anterior descending coronary artery occlusion in patients with chest pain. The classic
thinking of the de Winter pattern is that it represents a static situation. Our cases
demonstrate that de Winter and ST-segment elevation myocardial infarction represent a
dynamic spectrum that may evolve in either direction, i.e., toward coronary vessel
occlusion or toward thrombolysis.

Citation: Lin YY, Wen YD, Wu GL, Xu XD. De Winter syndrome and ST-segment elevation
myocardial infarction can evolve into one another: Report of two cases. World J Clin Cases
2019; 7(20): 3296-3302
URL: https://www.wjgnet.com/2307-8960/full/v7/i20/3296.htm
DOI: https://dx.doi.org/10.12998/wjcc.v7.i20.3296

INTRODUCTION
The de Winter electrocardiography (ECG) pattern is a sign that implies proximal left
anterior  descending  coronary  artery  occlusion  in  patients  with  chest  pain.  The
previous view was that the de Winter ECG pattern is static. We show that de Winter
and ST-segment elevation myocardial infarction can evolve into one another.

CASE PRESENTATION

Chief complaints
Case 1: A 65-year-old man presented with sudden chest pain at rest associated with
diaphoresis. He had no complaint of abdominal pain, bloody stools, or weight loss.

Case 2: A 50-year-old man presented with sudden-onset, severe, substernal crushing
chest pain radiating to the left shoulder and back, accompanied by diaphoresis. He
had no complaint of bloody stools, cough, or hemoptysis.

History of present illness
Case 1: The patient’s symptoms started 55 min ago and did not alleviate throughout
the course of the disease.

Case  2:  The  patient’s  symptoms  started  1  h  ago,  when  he  was  referred  to  our
Emergency Department, and alleviated, but chest pain recurred after 81 min.

History of past illness
Case 1: He has a history of hypertension for 26 years and diabetes for 12 years.

Case 2: He has a history of hyperlipidemia for 4 years.

Physical examination
Case 1: The patient’s temperature was 36.7 °C, heart rate was 80 bpm, respiratory rate
was  14  breaths  per  minute,  blood pressure  was  111/75  mmHg,  and the  oxygen
saturation was 98% while the patient was breathing ambient air. The S1 and S2 were
normal and there was no evidence of a heart murmur on cardiac examination.

Case 2: The patient’s temperature was 37.4 °C, heart rate was 96 bpm, respiratory rate
was 20 breaths per minute, blood pressure was 103/85 mmHg, and oxygen saturation
was 98% on ambient air. The S1 and S2 heart sounds were normal and there was no
murmur on cardiac auscultation.

Laboratory examinations
Case 1: His troponin T level was 0.049 ng/mL (normal value: 0.010–0.023), myoglobin
level was 45 μg/L (normal value: 20–80), pro-BNP was 94 μg/L (normal value: < 300),
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CK-MB was 3.4ng/L (normal value: 0- 7.2), and D-dimer was 338 μg/L (normal value:
< 500).

Case 2: His troponin I level was 20.93 ng/mL (normal value: 0.000-0.080), myoglobin
level was 5520.2 ng/mL (normal value: 0-154.9), BNP was 75.5 pg/mL (normal value:
< 100), CK-MB was 146.7 ng/mL (normal value: 0-7.2),  D-dimer was 5.14 μg/mL
(normal value: 0.00-0.55).

Imaging examinations
Case  1:  The  first  ECG  (Figure  1A),  performed  immediately  in  the  emergency
department, showed only T-wave inversion in the III and aVF leads. Another ECG
(Figure 1B)  was performed at  the 100th  minute,  showing upsloping ST segments
depressed by > 0.1 mV in the V1-V6 leads, with tall and symmetrical T waves in the
precordial leads; the J point was raised by 0.1 mV in the aVR lead, and there was a
loss of precordial R-wave progression. A third ECG, performed at hospital arrival
(Figure 1C), showed ST segment elevation by 0.2 mV in the I and aVL leads. The
emergency  coronary  angiography  revealed  multi-vessel  disease  and  complete
proximal left anterior descending coronary (LAD) occlusion (Figure 2). The post-
procedural ECG is shown in Figure 1D.

Case 2:  The first  ECG showed ST-segment elevation (0.1–1.7  mV) in I,  aVL,  and
precordial  leads (Figure 3A).  The second ECG showed that the ST-segments had
significantly fallen back (Figure 3B). The patient experienced chest pain recurrence
after 81 min, and ECG showed a typical  de Winter pattern (Figure 3C).  The pre-
emergency coronary angiography ECG is shown in Figure 3D. Coronary angiography
revealed 99% stenosis of the middle LAD (Figure 4).

FINAL DIAGNOSIS

Case 1
According to the symptoms and the electrocardiograms and coronary angiograms,
this patient was diagnosed with de Winter syndrome at first, which then evolved to
ST-segment elevation myocardial infarction (STEMI).

Case 2
According to the symptoms and the electrocardiograms and coronary angiograms,
this patient was diagnosed with STEMI at first,  which then evolved to de Winter
syndrome.

TREATMENT

Case 1
The patient underwent percutaneous coronary intervention in the LAD using a 3.0
mm × 38 mm stent.

Case 2
The lesion was treated with a drug-eluting stent (3.5 mm × 18 mm).

OUTCOME AND FOLLOW-UP

Case 1
No complications occurred in hospital, and the patient was discharged free of chest
pain  5  d  later.  During  outpatient  follow-up,  he  had  no  characteristic  clinical
symptoms.  No  evidence  of  myocardial  ischemia  was  noted  in  the  routine
examinations.

Case 2
No complications developed during hospitalization, and the patient was discharged
on  the  ninth  day  of  hospitalization.  During  outpatient  follow-up,  he  had  no
characteristic clinical symptoms. No evidence of myocardial ischemia was noticed in
the routine examinations.
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Figure 1

Figure 1  Electrocardiography examinations (Case 1). A: Electrocardiogram performed 57 min after onset of pain; B: Electrocardiogram at the 100th min with
persistent chest pain; C: Electrocardiogram at the 172th min with persistent chest pain; D: Electrocardiogram after the percutaneous coronary intervention.

DISCUSSION
The de Winter ECG pattern (ST-segment upsloping depression and tall,  positive
symmetrical T waves; ST-elevation (1–2 mm) in lead aVR; a loss of precordial R-wave
progression;  and  QRS  complexes  not  widened  or  slightly  widened)  was  first
described by de Winter in 2008[1]. The key diagnostic features of the de Winter ECG
pattern include the follow two points: (A) ST-segment upsloping depression > 1 mm
with tall  and positive  symmetrical  T  waves  in  the  precordial  leads;  and (B)  ST-
segment elevation in the aVR lead[2-4]. The previous view of this ECG pattern was that
it is static and indicates complete proximal LAD occlusion[1,4]. However, our two cases
demonstrate that the ECG pattern of de Winter syndrome and STEMI can evolve into
one another. The first patient evolved from de Winter syndrome to STEMI after 72
min, and coronary angiography revealed complete proximal LAD occlusion. The
second patient transformed from STEMI to de Winter syndrome after 2 h, and a 99%
middle LAD stenosis was confirmed by coronary angiography. Goebel et al[5] reported
a case of de Winter pattern progressing to STEMI within several hours and Lam et al[6]

described a patient who spontaneously transformed from STEMI to de Winter pattern
before emergency angiography and reperfusion therapy, which are similar to our
present  cases.  Therefore,  we  believe  that  the  de  Winter  ECG  pattern  reflects  a
coronary thrombus in formation which, however, has not completely occluded the
coronary arteries. The ECG pattern of STEMI changes to the de Winter syndrome
owing to autolysis of the intracoronary thrombus. Therefore, we believe the de Winter
ECG  pattern  is  transient,  and  either  progresses  to  STEMI  when  the  thrombus
continues to form and completely occludes the coronary arteries, or the thrombus
autolyzes and the ECG tends to become normal. Zhao et al[7] also showed spontaneous
recanalization of the thrombus in a patient with de Winter syndrome. Pica et al[8]

reported  a  case  of  acute  stent  thrombosis  with  de  Winter  ECG  pattern,  after
thrombectomy and ballooning, the de Winter ECG pattern with typical ECG evolution
as STEMI. What’s more, our second patient showed an elevated D-dimer value of 5.14
ug/mL,  which reflected autolysis  of  the  intracoronary thrombus.  In  essence,  de
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Figure 2

Figure 2  Coronary angiogram showing complete occlusion of the proximal left anterior descending coronary
and a 90% stenosis of the middle of the left circumflex arteries (left) and that after drug-eluting stent
placement (right).

Winter syndrome may be a thrombotic disease. The two patients with de Winter
syndrome reported by Rao et al[9] and Pranata et al[10], who were treated successfully
with thrombolytic therapy, support this opinion.

CONCLUSION
The de Winter ECG pattern is transient and dynamic, and it reflects proximal or mid-
LAD subtotal occlusion rather than total occlusion. Physicians and others who attend
patients with chest pain should be able to early recognize this STEMI-equivalent ECG
pattern and need to perform urgent angiography and reperfusion therapy to improve
the clinical outcomes of these patients.
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Figure 3

Figure 3  Electrocardiography examinations (Case 2). A: Electrocardiogram at the 116th min after onset of chest pain; B: Electrocardiogram at the 155th min when
symptoms alleviated; C: Electrocardiogram at the 236th min when chest pain recurred; D: Electrocardiogram recorded prior to emergency coronary angiography (at
the 255th min after onset of pain).

Figure 4

Figure 4  Coronary angiogram showing a 99% stenosis of the middle left anterior descending artery (left) and that after drug-eluting stent placement
(right).
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