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A study of time interval between thrombolytic
treatment and Outcome in Patients with myocardial
infraction
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Abstract

Introduction: The time-related effect of treatment on survival and myocardial salvage in patients with acute myocardial
infarction (MI) has been demonstrated in thrombolysis trials Aims and Objectives: To study Time interval between
thrombolytic treatment and Outcome in Patients with Myocardial infraction. Methodology: This was a hospital based
cross-sectional study of the Patients who were admitted to tertiary health care Centre with diagnosis of Myocardial
Ischemia diagnosed by ST-Elevation Myocardial Infarction during the Period of One year from June 2014 to June 2021
at tertiary health care Centre. Total 120 patients were enrolled into the studyThe statistical analysis done by Chi-square
test calculated by Graph Pad Prism software. Results: The majority of the Patients were from 40-50 -26.67% followed by
50-60- 25.00%, >60- 19.16%30-40- 19.16%, 20-30- 10%. Majority of the Patients were Male i.e. 58.33% and 41.67%
were Female Majority of the Patients who recovered completely from the illness were the patients who received
treatment <2 Hr. from onset of the Symptoms i.e. 66.67% as compared to 31.95% who received treatment >2Hr. This
observed difference is statistically significant. (X2 = 13.99, df=1, P<0.0002.) Conclusion: In our study the Recovery
among the MI patients were significantly higher if the treatment is started within 2 hrs. duration.
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INTRODUCTION
The time-related effect of treatment on survival and
myocardial salvage in patients with acute myocardial
infarction (MI) has been demonstrated in thrombolysis
trials.1–6 Besides timing of treatment, the grade of flow
achieved with reperfusion is important for the long-term
outcome.7–10 Primary angioplasty for patients with acute
MI has been shown in randomized trials 11–14 to be a very
effective reperfusion therapy, and high rates of complete

and sustained patency have been reported.The benefits of
thrombolytic treatment are greatest when it is given early
in acute myocardial infarction.15 In animal models, infarct
size and left ventricular function, the major prognostic
determinants in clinical myocardial infarction, were
adversely averted in a rapid and non-linear fashion by the
duration of coronary occlusion.16,17Attempts to
demonstrate such an association in clinical studies have
yielded conflicting results. One meta-analysis1 and two
trials 18, 19 of thrombolysis in acute myocardial infarction
suggest a direct linear evict of time to thrombolysis on
mortality, infarct size, and ejection fraction, with a
gradual diminution of benefit with increasing delay. In
contrast, other clinical trials20–22 indicate a non-linear
delay/benefit relation, with a pronounced decline in
benefit after occlusion of one to three hours. Beyond this
time threshold, other factors—such as the degree of
myocardium at risk, collateral blood flow, and metabolic
demand—exert a greater impact on outcome.23, 24
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METHODOLOGY

DISCUSSION

This was a hospital based cross-sectional study of the
Patients who were admitted to tertiary health care Centre
with diagnosis of Myocardial Ischemia diagnosed by STElevation Myocardial Infarction during the Period of One
year from June 2014 to June 2021 at tertiary health care
Centre. Total 120 patients were enrolled into the study.
Detailed clinical history and treatment and Outcome in
the patient is recorded and the Time interval between the
Onset of symptoms and starting of thrombolytic treatment
was also noted. Here the term Completely recovered
taken as not having any chronic disease as congestive
cardiac failure and narrowing of coronary vessels etc. The
statistical analysis done by Chi-square test calculated by
Graph Pad Prism software.

Although the time delay had no effect on the patency rate
after the angioplasty procedure, there was more extensive
myocardial damage. As patency is the major determinant
of survival, these results in a comparable 6-month clinical
outcome of transferred patients compared to non
transferred patients. The effects of treatment delay could
be measured in enzymatic infarct size as well as LVEF.
However, more factors may play a role in the degree of
myocardial salvage. The presence or absence of
collaterals, the size of the infarct area, history of previous
infarction or previous angina will be responsible for a
wide range of outcomes in individual patients.
Nevertheless, for these patient groups a difference in
measured infarct size and LVEF was found in relation
with a median treatment delay of 43 min. In Our study
we have observed that the majority of the Patients were
from 40-50 -26.67% followed by 50-60- 25.00%, >6019.16%30-40- 19.16%, 20-30- 10%. Majority of the
Patients were Male i.e. 58.33% and 41.67% were Female.
Majority of the Patients who recovered completely from
the illness were the patients who received treatment <2
Hr. from onset of the Symptoms i.e. 66.67% as compared
to 31.95% who received treatment >2Hr. This observed
difference is statistically significant. (X2 = 13.99, df=1,
P<0.0002.) The recovery was assessed by ECG, Treadmeal test, 2 D-Echo and Angiography to see any chronic
disease like CCF, Chronic ischemia etc. non –recovery
included the complicated patients and died patients and
Transferred to Higher or Surgical Intervention etc. In our
study total 7 patients died all of them were brought to
hospital more than 2 Hr. Duration. The reason why the
patients should be brought to hospital within 2 hr. is that
the thrombolytic therapy only effective if used within 2
hrs. Of clotting to prevent damage to Myocardial wall.

RESULT
Table 1: Age wise Distribution of the MI Patients
Age
No.
Percentage (%)
20-30
12
10%
30-40
23
19.16%
40-50
32
26.67%
50-60
30
25.00%
>60
23
19.16%
Total
120
100.00 %

The majority of the Patients were from 40-50 -26.67%
followed by 50-60- 25.00%, >60- 19.16%, 30-4019.16%, 20-30- 10%.
Table 2: Gender wise Distribution of the MI Patients
Sex
No.
Percentage (%)
Male
70
58.33%
Female
50
41.67%
Total
120
100%

Majority of the Patients were Male i.e. 58.33% and
41.67% were Female

CONCLUSION
Table 3: Distribution of the MI Patients as per Time interval
between thrombolytic treatment and Outcome
Time interval
Recovered
Not Recovered
Total
(Hr.)
<2 Hr.
32 (66.67%)
16 (33.33%)
48 (100%)
>2Hr.
23 (31.95%)
49(68.05%)
72 (100%)
Total
55 (45.83%)
65(54.16%)
120 (100%)
2
χ = 13.99, df=1, P<0.0002

From Table 3: It is clear that majority of the Patients who
recovered completely from the illness were the patients
who received treatment <2 Hr. from onset of the
Symptoms i.e. 66.67% as compared to 31.95% who
received treatment >2Hr. This observed difference is
statistically significant. (χ2 = 13.99, df=1, P<0.0002.)

In our study the Recovery among the MI patients were
significantly higher if the treatment is started within 2 hrs.
duration.
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