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Abstract:

Introduction: There is limited data on prognostic factors of acute ischemic stroke (AIS) patients treated with
thrombolytic therapy.

Aim of the study: This study aimed to illustrate the prognostic parameters of AIS individuals who received
intravenous recombinant tissue plasminogen activator (IV rt-PA).

Subjects and Methods: Forty-five AIS patients eligible for receiving IV rt-PA underwent a complete
neurological examination, CT brain, extra-cranial carotid duplex, stroke severity utilizing National Institutes of
Health Stroke Scale (NIHSS), disability evaluation using modified Rankin Scale(mRS) 3 months post-stroke
and routine lab tests.

Results: 18 patients (40%) had unfavorable outcomes (mRS >2), while 27 patients (60%) had favorable
outcomes (MRS 0-2). unfavorable outcome was observed among patients with abnormal mean common carotid
intima-media thickness (CIMT > 8 mm), dyslipidemia, obesity, old age, diabetes mellitus (DM), and increased
NIHSS score at admission and 24 h after IV rt-PA. while a favorable outcome was identified in patients with
hypertension and atrial fibrillation (AF). DM, common CIMT And NIHSS at admission and 24 h following 1V
rt-PA were all significant independent predictors of functional outcome at three months post-stroke according
to multivariable linear regression analysis (p =< 0.05, 0.01, 0.02, 0.04, and 0.000, respectively).

Conclusions: Abnormal common CIMT, DM, stroke severity, dyslipidemia, obesity, and increased patient age
demonstrated a relationship with an unfavorable outcome. At the same time, AF and hypertension were
correlated with a favorable outcome. NIHSS at admission and 24 h following IV rt-PA, DM, and common
CIMT can be employed as independent predictors of functional outcome
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1.

Introduction

Stroke is a commonly occurring
neurological disorder that is associated with
unfavorable consequences. This disorder is
widely acknowledged as the primary factor
contributing to acquired disability and is the
second most common cause of illness globally
[1]. The most efficacious therapy for persons
with acute ischemic stroke (AIS) is recombinant
(rt-PA) [2].
Previous research has shown that rt-PA has

tissue plasminogen activator
beneficial independent effects in addition to its
thrombolytic effect on the functional recovery
of individuals with acute ischemic stroke (AlS),

which may be associated with neuroplasticity

2. Subjects and Methods

2.1.Subjects

The present research is a prospective
observational longitudinal study that was
carried out from February 2019 to March
2022. A cohort of 54 consecutive eligible
patients presented with acute ischemic
stroke within the therapeutic range for rt-PA
therapy (during the first 4.5 hours), with no
contraindication for rt-PA injection and > 18
years old were included in our study. The
selection of these patients was conducted

according to the standards set out by The

[3]. Conducting a comprehensive evaluation of
stroke is crucial in assessing the prognosis of
patients and identifying the most appropriate

treatment strategies to improve patient outcomes
[4].

The objective of this study was to assess
the predictive significance of vascular risk
factors and functional outcome indicators in
individuals undergoing intravenous
This

motivated by the limited availability of data

thrombolytic treatment. research was

regarding prognostic variables for acute
ischemic stroke patients who have received

thrombolytic therapy.

American  Heart  Association/American
Stroke Association [10]. Three patients
refused to share in the current study, five
patients lost throughout the follow-up period
and a solitary patient passed away following
the occurrence of a myocardial infarction
leading to a cumulative count of 45
individuals (ranging in age from 29 to 78
years) who successfully adhered to the study
protocol and underwent statistical analysis.
The participants in this study were selected

from the stroke care unit at Fayoum
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University Hospital. The patients who
satisfied the established criteria were
subjected to intravenous administration of

rt-PA at the prescribed dose of 0.9 mg/kg.
Inclusion and Exclusion criteria

criteria patients presented with acute
ischemic stroke within the therapeutic range
for rt-PA therapy (during the first 4.5 hours),
with no contraindication for rt-PA injection
and > 18 years old were included in our
study. The selection of these patients was
conducted following the standards set out by
The American Heart Association/American
Stroke Association [10]

2.2.Study design

Participants were divided into two
groups based on their assessment using a
modified Rankin Scale (mRS) after a 3-
month follow-up period. Group 1 consisted
of 27 patients who had favorable outcomes
(mRS > 2), whereas Group 2 consisted of 18
patients who had unfavorable outcomes
(mRS > 2).

2.3.Methods

Upon arriving at the hospital, all
participants were subjected to a collection of
demographic information related to their age
and sex, along with a medical background
including risk factors such as diabetes

mellitus (DM), hypertension, dyslipidemia,

body mass index, smoking, and previous
strokes. These data were gathered at the start
of the study. During the course of the
experiment, participants had an assessment
of their cerebrovascular risk factors.

The diagnosis of diabetes mellitus
was established for a person by considering
the following criteria: fasting blood glucose
(FBG) levels above 126 mg/dL, 2-hour
postprandial plasma glucose levels above
200 mg/dL, and HbA1c values falling above
6.5%. Participants who have provided self-
reported information on a medical
background of diabetes mellitus diagnosed
by a physician or a self-reported history of
using antihyperglycemic medication. The
diagnosis of individuals with hypertension
was conducted following the guidelines set
out by The American College of
Cardiology/American Heart
Association/American Public Health
Association [7]. The study included two
categories: self-reported use of
antihypertensive medicine and a clinically
determined  history of  hypertension.
Indicators of dyslipidemia encompass a
previous occurrence of hyperlipidemia
within the previous year, self-reported
utilization of lipid-lowering medication, a
self-reported background of physician-

diagnosed hypercholesterolemia, elevated
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levels of high-density lipoprotein (HDL-C)
below 1.04 mmol/L, elevated levels of low-
density lipoprotein (LDL-C) above 3.37
mmol/L, elevated levels of triglycerides
(TG) above 1.70 mmol/L, or elevated levels
of total cholesterol (TC) exceeding 5.18
mmol/L [8]. The participants in our study
were categorized into three groups: persons
with a normal weight and a body mass index
(BMI) ranging from 185 to 24 kg/m2,
individuals who were overweight with a
BMI ranging from 24 to 30 kg/m2, and
those who were obese with a BMI of 30
kg/m2 or higher [9]. The National Survey on
Drug Use and Health defined "current
smoking" as the act of using tobacco or
cigarettes during the last 30 days [10].

The National Institutes of Health
Stroke Scale (NIHSS) was used to perform a
thorough evaluation of stroke severity upon
hospital admission and 24 hours following
intravenous (IV) r-TPA [11,12].

A Dbattery of routine laboratory
testing is performed, including a lipid
profile, renal function assessments, random
blood glucose levels, uric acid levels,
glycosylated hemoglobin levels,
international  normalized ratio (INR)
measurements, complete blood count, and
liver function tests. All patients had a

computed tomography (CT) scan of the

brain without contrast using the Canon
Aquilion Prime SP technology from Japan to
assess the extent of the ischemia infarction
and exclude any structural abnormalities or
bleeding. The assessment was conducted in
a supine position without the administration
of contrast agents. The procedure included
the acquisition of axial images spanning
from the base of the skull to the vortex,
subsequently followed by sagittal and
coronal reconstruction.

During the patient's hospitalization,
the Neurology Department at Fayoum
University used the Philips HD 11 XE
ultrasound equipment, manufactured in
Germany, to perform duplex
ultrasonography on the extra-cranial arteries.
The carotid arteries were scanned using a
linear array transducer within a high-
frequency range of 3-12 MHz. The
measurements chosen for examination were
denoted as common carotid intima-media
thickness (CIMT). A plaque-free site on the
distal wall of the common carotid artery,
situated at a distance more than 1.5 cm from
the bifurcation, was used to quantify the
intima-media thickness. The typical intima-
media thickness was determined using a cut
value of 0.8 mm. Furthermore, a
comprehensive assessment was performed

on the common carotid and internal carotid
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arteries to assess the presence of plaque,
while also  examining its  surface
characteristics and reduction in diameter.
The pulsed duplex examination was used in
the research to assess the waveform and
flow pattern inside the carotid arteries.
Furthermore, an assessment was conducted
on the vertebral arteries to ascertain their
patency and validate the existence of ante-
grade flow. To exclude the existence of
ischemic heart disease and atrial fibrillation
(AF), cardiac examinations have used either
a 12-lead electrocardiogram (ECG) or a 24-
hour Holter test. At the end of the third
month, the functional status and impairment
were evaluated using a modified version of
the Rankin Scale (mRS) [13,14]. The
individuals underwent daily surveillance for
a period of one week after the first incident,
followed by weekly surveillance for a
maximum length of three months.
2.4.Statistical Methods

Before being input into Microsoft

Access and analyzed using SPSS V22

(SPSS Inc., Chicago, lllinois, USA), the data
were gathered and coded to enhance data
processing. The qualitative data was
subjected to a basic descriptive analysis,
using percentages and numerical values. The
p-value has a statistical significance of 0.05.
The standard deviation was used to quantify
the quantitative parametric data, whereas the
dispersion arithmetic mean was utilized to
assess the central tendency. Before
undertaking inferential statistical analysis,
the researchers used the one-sample
Kolmogorov-Smirnov test to evaluate the
normality of the quantitative data within
each study group. To compare two or more
qualitative groups, the chi-square test was
used. The t-test was used to compare
quantitative variables between two separate
groups in the setting of independent
samples. The researchers used the bivariate
Pearson correlation test to assess the

relationship between the variables.
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3. Results
This research was carried out on 45 sex distribution was 64.4% males and 35.6%
individuals aged between 29 and 78. Their females (Table 1).

mean age range was 55.3 £ 14.9 years. Their

Table 1: Demographics and baseline characteristics.

Variables n =45 (%)
Age Range 29-78
Mean + SD 55.3+14.9
Male 29 (64.4%)
Gender Female 16 (35.6)
Comorbidities HTN? 25 (55.6%)
DMP 16 (35.6%)
AF° 11 (24.4%)
Dyslipidemia 17 (37.8%)
Smoking 15 (33.3%)
BMI® Normal 15 (33.3%)
Overweight 17 (37.8%)
Obese 13 (28.9%)
Range (mm) 0.6-1.25
. o Mean + SD 0.94 +0.17
Mean carotid IMT Normal (< 8 mm) 10 (22.2%)
Abnormal (> 8 mm) 35 (77.8%)
Minor stroke (1-4) 0 (0%)
NIHSS' score at the time of Moderate stroke (5-15) 39 (86.7%)
admission Moderate to severe (16-20) 6 (13.3%)
Severe stroke (21-42) 0 (0%)
Minor stroke (1-4) 8 (17.8%)
NIHSS Scozepi‘h after IV Moderate stroke (5-15) 35 (77.8%)
- Moderate to severe (16-20) 2 (4.4%)
Intracerebral hemorrhage Asymptomatic intracerebral hemorrhage 5 (11.1%)
following IV rt-PA symptomatic intracerebral hemorrhage 0 (0%)
Favorable(mRS<2) 27 (60%)
mMRS? 3 months post-stroke Unfavorable(mRS>2) 18 (40%)

*HTN: hypertension; "DM: diabetes mellitus; “AF: atrial fibrillation; “BMI: body mass index; *CIMT: Carotid Intima-Media
Thickness; 'NIHSS: National institutes of health stroke scale; mRS: modified Rankin score

Comparing NIHSS scores before 1V demonstrated a statistically significant

rt-PA in different risk factors of stroke correlation between NIHSS score and
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common CIMT, DM, and level of obesity,
with higher scores among patients with

abnormal common CIMT, DM, and obesity

between NIHSS score after intervention and
CIMT, DM,
smoking, and level of obesity, with higher

common dyslipidemia,

(p <0.05). In contrast, there were no scores among patients with abnormal
significant  differences concerning sex, common CIMT, DM, dyslipidemia, smoking
hypertension, atrial fibrillation  (AF), and obesity (p <0.05)

dyslipidemia, or smoking (p >0.05).

Moreover, AF patients were associated with
a lower NIHSS (Table 2).

Comparisons of NIHSS scores 24 h
following IV rt-PA in different risk factors

of stroke revealed a significant association

Unlikely, there were no significant
differences concerning hypertension, sex,
and AF (p >0.05). Lower NIHSS was found
among patients with AF and hypertension
(Table 2).

Table 2: Comparisons of NIHSS score before and after IV rt-PA in different stroke risk factors.

] Before 1V 24 h after
Variables t-PA P-value IV rt-PA P-value
Male 11 +3.2 85+24
Gender Female 124427 0.13 9.7 +3.8 0.36
Normal (< 8mm) 9.3+2.9 - 6.1+3.8 *
Mean CIMT )\ hormal & 8) 121429 0099 07438 001
No 11.3+3.2 9.15+4.1
HTN Yes 11.7 £3.03 0.69 8.76 4.1 0.75
No 10.1+25 N 7.2+3.8 N
DM Yes 14.1 +2.5 0.001 121 +2.2 <0.001
No 11.9+3.2 9.1+4.1
AF Yes 10.5+2.6 0.19 8.6 +4.3 0.72
o No 11+3.1 8 +4.1 N
Dyslipidemia Yes 124429 0.15 105+36 004
) No 11.04 +2.9 8.1+3.9 x
Smoking Yes 12532 0.14 10738 004
Normal 10.1 +2.8 5.2+4.2
BMI groups Overweight 11.2 £2.5 0.01* 10.1£1.8 0.001*
Obese 13.5+3.3 11.8+2.8

HTN: hypertension; DM: diabetes mellitus; AF: atrial fibrillation; BMI: body mass index; CIMT: Carotid Intima-Media
Thickness; NIHSS: National Institutes of Health stroke scale.
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Comparisons of the mRS score after
three months of stroke and different stroke
risk  factors illustrated significant
associations between the mRS score and
common CIMT, DM, dyslipidemia, and
obesity with unfavorable outcomes among

patients with abnormal common CIMT,

DM, dyslipidemia, and obesity (p < 0.05).
Although
differences concerning sex, hypertension,

there were no significant
AF, or smoking, a more favorable outcome
was found among patients with AF and

hypertension (Table 3).

Table 3: Comparisons of the mRS score after three months and different stroke risk factors.

Before IV rt-PA

Variables Favorable Unfavorable P-value
0, 0,
Gender Flgﬂrr?;e 189((2790..6%/3) 180(2545.;1%/3) 0.35
Normal (< 8mm) 10 (37%) 0 (0%) *
Mean CIMT i normal (> 8) 17 (63%) 18 (100%) 0003
No 12 (44.4%) 8 (44.4%)
HTN Yes 15 (55.6%) 10 (55.6%)  O9°
No 26 (96.3%) 3 (16.7%) .
DM Yes 13.7%) 15 (833%) 000
No 18 (66.7%) 16 (88.9%)
AF Yes 0(333%) 2(111%)  1°
o No 21 (77.8%) 7 (38.9%) .
Dyslipidemia Yes 6(222%) 11 (61.1%) OOt
. No 20 (74.1%) 10 (55.6%)
Smoking Yes 7(25.9%) 8 (44.4%) 0.22
Normal 14 (51.9%) 1 (5.6%)
BMI groups Overweight 8 (29.6%) 9 (50%) 0.005*
Obese 5 (18.5%) 8 (44.4%)

HTN: hypertension; DM: diabetes mellitus; AF: atrial fibrillation; BMI: body mass index; CIMT: Carotid Intima-Media

Thickness; NIHSS: National Institutes of Health stroke scale.

The correlation between disease
severity and functional outcome determined
via the NIHSS and mRS, respectively on
one hand and the patient's age, BMI, and
common CIMT on the other hand illustrated

a significant positive correlation between the

NIHSS score at admission and (BMI, IMT,
NIHSS following 24 h and mRS three
months post-stroke), which indicated an
in BMI and IMT would be

associated with an increase in the NIHSS

increase

scores at admission (p <0.05). In addition,

8
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an increase in NIHSS scores at admission
will be associated with an increase in
NIHSS and mRS scores after intervention.
Unlikely, no significant correlation was
determined between NIHSS level at
admission and patient age (p >0.05).
Moreover, it illustrates a significant positive
correlation between NIHSS level after 24 h

and mRS score after three months of follow-
up with patient variables such as age, BMI,
CIMT, and NIHSS at admission, which
indicated an increase in all these variables
would be associated with an increase in
NIHSS scores after 24 h IV rt-PA and mRS
scores after three months post-stroke follow-
up (p <0.05) (Table 4).

Table 4: Correlation between disease severity and disability scores and patient variables.

Stroke severity and disability scores

NIHSS
Before

intervention

NIHSS mRS
After after three
intervention months

r P-value r P-value R P-value
Age (years) 0.21 0.16 0.43 0.003* 052 0.001*
BMI (kg/m2) 0.38 0.01* 0.55 0.001* 058 0.001*

Mean CIMT (mm) 0.56 0.001*

059 0.001* 0.72 0.001*

BMI: body mass index; CIMT: Carotid Intima-Media Thickness; NIHSS: National Institutes of Health Stroke Scale; mRS:

modified Rankin score

Using a  multivariate  linear
regression model for investigating the
explanatory power of various risk factors in
the prediction of the functional outcome as
determined by the mRS score after three
months of follow-up (R2 =0.929, p < 0.001)

revealed significant predictors for DM,
common CIMT and NIHSS scores at
admission and after 24 h of IV rt-PA
injection with p-values < 0.05 (0.01, 0.02,
0.04, and 0.000, respectively) (Table 5).
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Table 5: Multivariate linear regression analysis to assess different risk factors' power in

predicting MRS outcomes.

Model Unstandardized Standardized T Sig.
coefficients coefficients
B Std. Error Beta
(Constant) -0.515- 0.631 -0.816- 0.420
Age -0.002- 0.006 -0.027- -0.328- 0.745
DM 0.574 0.219 0.247 2.619 0.013*
Dyslipidemia 0.095 0.165 0.041 0.576 0.568
BMI 0.001 0.018 0.003 0.036 0.971
CIMT on admission 1.610 0.680 0.239 2.370 0.023*
NIHSS on admission -0.074- 0.036 -0.204- -2.084- 0.044*
NIHSS after 24 h 0.200 0.027 0.727 7.454 0.000*

DM: diabetes mellitus; BMI: body mass index; CIMT: Carotid Intima-Media Thickness; NIHSS: National Institutes of Health

Stroke Scale; mRS: modified Rankin score.

4. Discussion

Acute ischemic stroke (AIS) is a
well-known catastrophic neurological illness
that has been associated with significant
consequences for people afflicted by it, their
caregivers, and the whole economy of the
country. Recent breakthroughs in treatment
have had an impact on the prognosis and
outcome. Thrombolytic therapy with IV rt-
PA is the predominant therapeutic approach
for individuals diagnosed with AIS within
the designated timeframe. [15]

The
significant association between the mean

present study revealed a

CIMT and stroke severity assessed by the

NIHSS score (at the time of admission and

24 hours after the administration of
intravenous rt-PA) and functional outcomes
(by the mRS score) after three months of
intravenous rt-PA indicated that individuals
with CIMT  were

correlated with a more severe stroke and a

increased common
more unfavorable prognosis. Furthermore,
applying the multivariate linear regression
model analysis to examine the explanatory
power of different risk variables on the
outcome prediction evaluated by the mRS,
after a three-month period demonstrated that
the common CIMT had a noteworthy and
autonomous for

prediction  capacity

unfavorable functional outcome (p<0.05).

10
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The potential effectiveness of the stroke
outcome prediction model may be enhanced
by using common CIMT as a predictor for
functional outcomes. These findings of this
study agreed with the research conducted by
Heliopoulos et al., which demonstrated a
positive association between the median
CIMT and stroke severity as evaluated by
the NIHSS upon admission, as well as
unfavorable functional outcome three
months post-stroke determined by the mRS.
Hence the higher the common CIMT, the
more severe the neurological impairment at
the beginning of the stroke and the worse the
functional outcome at short-term follow-up.
According to other researchers, high
common CIMT and NIHSS values at
admission  highly indicated short-term
functional impairment and mortality after
three months of AIS. The aforementioned
results highlight the considerable
significance of these indicators in predicting
clinical outcomes of AIS [16,17]. On the
other hand, Ellul et al. provided evidence
indicating that there was no correlation
between increased common CIMT and
worse functional outcomes in both short and
long follow-up periods after an AIS [18].
The disagreement that has been noticed may
be explained by differences in mean age and

sample size.

This research found no significant
correlations between hypertension and
NIHSS at admission, NIHSS 24 hours after
IV rt-PA, and mRS three months following
stroke.  However, it revealed that
hypertension was linked to decreased stroke
severity and more favorable outcome. This
finding supports previous studies that have
shown that the reduction of blood pressure
in the first phase of stroke is either
ineffective or detrimental [19-21]. The
results of our study differ from those of
Cisse et al., who reported a negative
correlation between the likelihood of a
favorable stroke outcome and the mean
arterial blood pressure [22]. Research has
shown that the variability in systolic and
diastolic blood pressure experienced by
patients with AIS throughout their hospital
stay hurts their functional results following
their discharge. Nevertheless, the precise
etiology of this observation in medical
therapies remains unclear. Hence, it is
crucial to provide individualized patient
treatment, since the reduction of blood
pressure levels results in heightened
fluctuations in  blood pressure [23].
Following current recommendations, those
considered suitable for reperfusion should

demonstrate permissive blood pressure <

11
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185/110 mmHg and up to 220/120 mmHg to

provide sufficient cerebral perfusion [24].

Significant associations were seen
between NIHSS at admission, 24 hours after
intravenous rt-PA, and mRS three months
following AIS about diabetes mellitus (DM).
The results of this study indicate that
persons diagnosed with diabetes exhibit
elevated levels of stroke severity and
encounter worse functional outcomes. The
use of multivariate linear regression analysis
demonstrated that DM had a strong and
independent predictive association with
worse functional outcomes after a stroke.
The results were consistent with previous
research, which showed that increased blood
glucose levels at admission hurt functional
outcomes [25,26]. In addition, the stroke-
monitoring study experiment demonstrated
that individuals diagnosed with DM had
higher levels of impairment, a more
unfavorable clinical course, and increased
rates of mortality [27]. Furthermore, a study
conducted by Thoren et al. revealed a
significant association between cerebral
edema and blood glucose levels at admission
in individuals undergoing intravenous
thrombolytic therapy (28). The results may
be attributed to the observed decrease in
increase  in serum
inhibitor 1

fibrinolysis  and

plasminogen activator

concentration. In addition, it has been shown
that increased levels of glucose might hinder
the integrity of the blood-brain barrier
[29,30].

Although there was no significant
correlation between AF and NIHSS (at
admission and 24 h post IV rt-PA) or mRS
three months post-stroke, patients with AF
had lower NIHSS and better outcomes.
These findings agreed with those in earlier
studies, where cardiac-originating
embolisms were richer in fibrin than those
originating from atherosclerotic plaques,
which were rich in platelets. The embolic
thrombus was more soluble when interacting
with rt-PA, which might explain why AF
patients demonstrated better functional
outcomes (31,32). Similar to the results of
this study, Frank and his colleagues
discovered that AF was not a reliable
indicator of poor outcomes (33). Other
researchers found that those with AF had a
worse outcome than those without (34-37)
and discovered an association between AF
and poor outcomes. AF with stroke
increases the possibility of hemorrhagic
transformation because of old or large
thrombi, poor collateral circulation, and
large infarct size, and some AF patients
might be administered an anticoagulant

medication before IVT, which could

12
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increase the possibility of bleeding (37).
Moreover, Molina and Montaner showed
earlier proximal middle cerebral artery
recanalization in individuals suffering from
cardiac embolic stroke compared to other
stroke subtypes following treatment with rt-
PA (38). These contradictions may be
explained by differences in sample size and
duration of follow-up periods in these

researches.

In addition, there were significant
correlations seen between NIHSS scores 24
hours after intravenous rt-PA, mRS scores
three  months following stroke, and
dyslipidemia. Individuals with dyslipidemia
exhibited higher NIHSS scores and had
worse functional outcomes. The findings of
this study are consistent with other research,
which indicated that people diagnosed with
dyslipidemia had inferior results after
intravenous rt-PA treatment [26,32]. It is
thought to originate from a lipid-rich
thrombus that is not soluble due to a high
level of platelet, potentially leading to
hemorrhagic transformation and worse

outcomes [39].

A significant correlation was seen
between stroke severity measured by NIHSS
scores after IV rt-PA and smoking, with

smoker patients exhibiting higher NIHSS

scores. The findings of this study align with
the research conducted by Matsuo et al.,
which indicated that those who had smoked
in the past or continue to smoke are more
prone to experiencing poor functional results
after undergoing AIS. Daily cigarette usage
seems to increase the likelihood of
experiencing a negative functional result
[40].

In the current study, there were
significant associations between (NIHSS at
admission, NIHSS 24 h post IV rt-PA, and
MRS three months post-stroke) and level of
obesity (BMI) with more severe stroke and
unfavorable outcomes among overweight

and obese patients.

In contrast, Peng Zhang et al.
demonstrated that there was no observed
survival benefit associated with obesity or
overweight status after an AlS, as compared
to individuals with a normal weight. There
was no statistically significant difference
seen in the likelihood of mortality and
functional impairment between people
classified as obese and overweight. After
experiencing a stroke, being underweight
was shown to be associated with an
increased likelihood of mortality and
functional disability [41]. Furthermore, a

study conducted by Doehner et al. revealed

13
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that individuals who were classified as obese
or overweight had a stroke and exhibited
enhanced non-fatal functional status and
overall survival. These inconsistent results
were explained by the limited inclusion of
AIS patients without either TIA or
hemorrhagic  stroke in  this  study.
Furthermore, Doehner et al. performed a
further investigation of outcome factors
using telephone interviews and

questionnaires. Moreover, research
showcasing the beneficial impacts of obesity
often assessed the functional result over
extended periods (years) and disregarded the
influence and documentation of

comorbidities. [42].

In our study, we observed notable
positive associations between NIHSS (pre
and post-rt-PA administration) and mRS
score three months later. These findings
suggest that an elevation in admission
NIHSS scores are linked to heightened
stroke severity 24 hours after 1V rt-PA and

5. Conclusion

Intravenous r-TPA has emerged as a
reliable treatment in the setting of acute
ischemic strokes. Stroke severity at
admission, abnormal common CIMT, DM,
dyslipidemia, obesity and rising patient age

were associated with unfavorable functional

unfavorable functional outcomes three
months later. Functional prognosis among
patients receiving rt-PA is highly predicted
by NIHSS scores at admission or 24 hours
post-1V rt-PA. The findings aligned with the
study conducted by Cetiner and colleagues.,
who said that NIHSS is a reliable and
reputable  measure  that  researchers
acknowledge for evaluating AIS patients

who are suitable for rt-PA [32].

The present study is subject to the
following constraints: Given the limited
sample size of patients at a single site, it is
imperative to do future research with a
larger number of patients from other stroke
centers. The duration of the 3-month follow-
up period using the mRS score was rather
brief to a certain degree. Consequently,
extending the follow-up time and including
other scales to assess patient outcomes
might provide more reliable and comparable

findings on patients’ functional status.

outcomes, while AF and hypertension were
associated  with  favorable  functional
outcomes. NIHSS at admission and 24 h
after receiving IV rt-PA, DM, and common
CIMT may be employed as an independent

predictor of functional outcome.
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