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ABSTRACT

Objective: To compare the door to needle time (DNT) for thrombolysis in
acute myocardial infarction at the new chest pain clinic at emergency
room with the old CCU at the Cardiology Department of Lady Reading
Hospital, Peshawar.

Methodology: This was a retrospective study conducted at Lady Reading
Hospital, Peshawar. Two data sets were acquired from hospital records.
One for CCU at the cardiology department covering the span from 1% July,
to 30" September, 2010. The other for the chest pain clinic emergency
department covered the span from 1% April to 15" May, 2017. All the
patients having ST elevated acute myocardial infarction eligible for
thrombolytic therapy were included in the study. Door to needle time was
calculated in both the groups. Comparison of DNT between both groups
was made by using student t-test with p < 0.05 taken as significant.
Comparison between other base line qualitative characteristics was made
by using chi square test with p < 0.05 taken as significant.

Results: Total of 140 patients were enrolled in CCU group with mean age
of 57.96+13.5 years. Out of these 60% were male. While 209 patients
were enrolled in ED group with mean age of 58.85+6.9 years. Of these
65.1% were males. Mean DNT in CCU group was 72.42+50.85 minutes
while in ED was 31.96+16.6 minutes with p=0.0001 with a reduction of
41.30 minutes in the DNT. DNT of <30 minutes and between 30-60
minutes was achievedin 7.1% and 62.8% in CCU group while in rest it was
more than 60 minutes. In ED group the DNT achieved was <30 minutes
in70.8% and 30-60 minutes in 29.2% of patients while none fell in
category of >60 minutes.

Conclusion: The door to needle time for thrombolytic administration for
acute myocardial infarction was significantly less at the chest pain clinic
atemergency roomthan atthe CCU at cardiology department.
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INTRODUCTION

Early intervention either by PCI or with thrombolysis is the
primary treatment for patient having ST elevated myocardial
infarction (STEMI). The benefit of early reperfusion therapy
is mainly time dependent. The early the coronary flow
restoration, the more the myocardium benefits. Randomized
clinical trials have shown that early thrombolysis reduce 17
to 25% 30 days mortality, while first hour thrombolysis
reduces late mortality by 6.5% which decreases to 2.5% at
fourth hour. As symptoms to door time cannot be controlled
by medical team of a hospital ,our main emphasis should be
on decreasing the door to needle time (DNT) which is the
time from the first medical contact to delivery of thrombolytic
therapy in patient of STEMI. Since thrombolysis occurs
within hospital, the DNT can be reduced with proper training
of medical and nursing staff. DNT is one of the important
parameter for checking hospital performance. According to
ACG/AHA and ESC guidelines, patients of STEMI should be
thrombolysed within the 30 minutes of the first emergency
contact with medical system. Most hospitals fail to achieve
this DNT because of unavailability of thrombolysis in
Emergency department (ED). The objective of this study was
to compare the DNT for thrombolysis in CCU cardiology unit
vs Emergency departmentin our hospital.

METHODOLOGY

This was a retrospective study conducted at Lady Reading
Hospital, Peshawar. Two data sets were acquired from
hospital records. One for CCU from 1* July to 30" September,

2010. Other for emergency department from 1% April to 15"
May, 2017. Prior to January 2017, patients were
thrombolysed in CCU, cardiology unit. After January 2017,
thrombolysis site was shifted from CCU to ED. All patients
presented to Lady Reading Hospital with acute ST elevated
myocardial infarction within 12 hours of onset of chest pain
and without any contraindication for thrombolysis were
included in the study. Patients with delayed presentation,
subtle ECG changes and contraindications to thrombolysis
were excluded from the study. Data including demographic
features, comorbidities, DNT and indication of thrombolysis
was obtained. The whole data was recorded in a predesigned
proforma. Data was analyzed in SPSS version 20.
Continuous variables like age, DNT were expressed in mean
SD. Categorical variables like gender, were expressed as
percentages. Comparison of DNT was done by using student
t-test and p-value <0.05 was taken significant. Rest of the
comparison for parameters was done by using Chi-square
test.

RESULTS

A total of 140 patients were enrolled in CCU group while 209
patients were enrolled in ED group. Base line characteristics
are given in Table1. Indications for thrombolysis are given in
Table 2.

Door to needle time was calculated for both groups and
comparison was done by using paired t-test. Also categories
for thrombolysis in different times were made and
comparison was done between the two groups. (Table 3)

Table 1: Base Line Chracteristics of patients Enrolled in Study

ED Group p-Value

209 0.025
136  (65.1%) 0.17
73 (34.9%) 0.24
88  (34.0%) 0.21

113 (43.6%) 0.21

100 (38.6%) 0.20
112 (43.6%) 0.05

Table 2: Indications of Thrombolysis in both Groups

Variables CCU Group
Total no of patients (n) 140
Male 84  (60%)
Female 56 (40%)
Diabetes mellites 42 (30%)
Hypertension 62 (44.3%)
Dyslipidemia 31 (22.14%)
Smoking 27 (19.3%)

Indications

Inferior M 60  (42.9%)
Anterior MI 52 (37.1%)
Antero Lateral Ml 20 (14.2%)
Antero Septal Ml 1 (1.4%)
Inferior Mi + Rv infarct 4 (2.9%)
Lbbb 1 (1.4%)

Extensive Anterior Ml -
Infero Lateral Ml -
Infero Posterior MI -
Lateral Wall MI -
Others -
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CCU Group n=140 n(%)

ED Group n=209 n(%)

24 (9.3%)
32 (12.4%)
29 (11.2%)
4 (1.15%)
8 (3.1%)
9 (93.5%)
33 (12.7%)
20 (7.7%)
25 (9.7%)
13 (5.0%)
12 (4.6%)
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Table 3: Comparison of DNT In CCU and ED Patients Thrombolysed in Different Time Categories

Variables CCU Group

DNT in mins: 72.42+50.85%

<30mins 7.1%

30-60 mins 62.8%

>60 mins 30.1%
DISCUSSION

Since the revolutionary advancement in medical
technologies, per cutaneous coronary intervention (PCI) is
the main stay of treatment for patients with STEMI. However
stillin developing countries where resources are limited and
facilities of primary PCl are not available, primary
thrombolysis is the main stay of treatment for AMI patients.

Earlier thrombolysis benefit the patients of acute STEMI. In
this study shifting the thrombolysis site significantly reduced
DNT from 72.42mins: to 31.96 mins : which follows the
international guide lines. Our results are quite better than
other studies having mean DNT of 45.4 mins:, 56.71 mins:
and 72.42 mins.

The primary reason in our study for the delay in the
administration of thrombolytic therapy in CCU came out to be
logistic reasons i.e. the time taken for shifting the patients
from ED to CCU, followed by lack of trained ED staff and
cardiologist consultation. The reason for delay has been
shownin following flow chart.

The result of our study from ED are far better than
documented results of the other studies. As we
thrombolysed 70.8% of patients in <30 mins: while Zed et
al documented this percentage as 24.3%.

A study conducted in Punjab Institute of Cardiology had DNT
of 55.13+ 71.04 mins™ with only 30% of patients being
thrombolysed in <30mins:. In a study conducted in our unit
by AliJ etalin 2010 mean DNT was 72.42+40.58 mins with
the biggest factor responsible for delay as logistic reasons
i.e. transportation of patients from ED to CCU." In our study
we have over come this factor with the shift of thrombolysis
site from CCU to ED and achieved the DNT of 13.96+16.9
mins.

So by changing the thrombolysis site from CCU to ED, we
have saved not only the precious time of patients but also
improved the hospital efficiency.

CONCLUSION

Establishment of the new chest pain clinic in the ER with the
provision of thrombolytic therapy by trained staff proved to
be avery effective strategy for reducing the DNT.
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ED Group p-Value
31.96+16.6 0.0001
70.8% 0.0001
29.2% 0.05
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