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 Background: Pentraxin-3 (PTX3) is considered a high quality inflammatory marker of the severity and prognosis of several 
diseases, however, the value of PTX3 in thrombolytic therapy for acute ischemic stroke remains unclear and 
PTX3 is still controversial in evaluating the prognosis of stroke patients. In this study, we investigated the as-
sociation of PTX3 with thrombolytic therapy in patients with acute ischemic stroke.

 Material/Methods: Forty-seven stroke patients who received thrombolytic therapy within 4.5 hours after symptom onset were en-
rolled consecutively between July 2016 and June 2017. All the patients underwent multiphase CTA (computer-
ized tomography angiography) or CT perfusion before thrombolysis with no indication for endovascular treat-
ment. Initial and 24 hours of National Institute of Health Stroke Scale (NIHSS) scores and serum PTX3 level, 
stroke risk factors and predictors, and mRS (modified Rankin scale) at 3 months were collected prospectively. 
Predictors of thrombolytic therapy effect and long-term prognosis were investigated by univariate and multi-
variate logistic regression.

 Results: The 24 hour NIHSS score and the treatment time was associated with symptom improvement, while the PTX3 
level had no association with neurological improvement and prognosis in stroke patients receiving thrombo-
lytic therapy.

 Conclusions: PTX3 is not suitable to serve as an indicator of thrombolytic efficacy and had no association with long-term 
prognosis in stroke patients receiving thrombolytic therapy.

 MeSH Keywords: Prognosis • Stroke • Thrombolytic Therapy

 Full-text PDF: https://www.medscimonit.com/abstract/index/idArt/909015

Authors’ Contribution: 
Study Design A

 Data Collection B
 Statistical Analysis C
Data Interpretation D

 Manuscript Preparation E
 Literature Search F
Funds Collection G

1 Stroke Center, Changhai Hospital, Second Military Medical University, Shanghai, 
P.R. China

2 Department of Health Statistics, Second Military Medical University, Shanghai, 
P.R. China

e-ISSN 1643-3750
© Med Sci Monit, 2018; 24: 4427-4432

DOI: 10.12659/MSM.909015

4427
Indexed in: [Current Contents/Clinical Medicine] [SCI Expanded] [ISI Alerting System]  
[ISI Journals Master List] [Index Medicus/MEDLINE] [EMBASE/Excerpta Medica]  
[Chemical Abstracts/CAS]

CLINICAL RESEARCH

This work is licensed under Creative Common Attribution-
NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)



Background

Stroke is one of the most common causes of death and per-
manent disability worldwide. Recombinant tissue plasminogen 
activator (rt-PA) is the only available treatment for acute isch-
emic stroke (AIS). But due to the narrow therapeutic time-win-
dow of 4.5 hours and the risk of intracranial hemorrhage, less 
than 5% of stroke patients would benefit from it [1]. Recently, 
endovascular treatment of AIS was proved effective for vessel 
occlusion and computerized tomography angiography (CTA) 
played a vital role in the process [2]. However, for those pa-
tients who are not suitable for endovascular treatment, it is 
still difficult to improve most patients’ symptoms with rt-PA. 
This suggests that new adjuvant therapies are needed for AIS 
patients. Early biomarkers in AIS might serve as a useful tool 
and a therapeutic target for clinicians.

Pentraxin-3 (PTX3) is a prototypical member of the long pen-
traxin family and its expression level significantly increases in 
several cardiovascular and cerebrovascular diseases, especial-
ly in atherosclerotic lesions [3–5]. Research has shown that 
PTX3 is a strong and independent prognostic marker of long-
term mortality in AIS patients [6]. Therefore, we aimed to in-
vestigate the correlation between PTX3 level and effectiveness 
of thrombolytic treatment as well as the prognosis of AIS pa-
tients receiving thrombolysis.

Material and Methods

Informed consent was obtained from all the individual partic-
ipants included in the study.

Study population

Between July 2016 and June 2017, there were 118 consecu-
tive AIS patients with symptom onset within 4.5 hours who re-
ceived thrombolytic therapy in the Stroke Center of Changhai 
Hospital, Second Military Medical University (Shanghai, China). 
All the patients received rt-PA (Actilyse, Boehringer-Ingelheim) 
intravenously at a dose of 0.9 mg/kg (10.0% as a bolus in 1 
min, with the rest being infused during a 1-hour period). All 
the patients underwent multiphase CTA or CT perfusion (iCT, 
PHILIPS, Netherlands) before thrombolysis and had no indica-
tion of endovascular treatment. Exclusion criteria were as fol-
lows: nonconformity with the thrombolytic treatment stan-
dard [7], infection, TIA or stroke history, acute or chronic cor 
pulmonale or heart failure, drug addiction/abuse, mortality 
within 24 hours after admission, and peripheral arterial dis-
ease. The diseases in the exclusion criteria were clearly diag-
nosed by clinicians.

Data collection

Clinical data including demographic characteristics (age and 
sex) and risk factors (hypertension, diabetes mellitus, hyper-
lipidemia, coronary heart disease, smoking or alcohol habit, 
and medical history of statin use) were collected prospectively. 
In addition, whether the patient received rt-PA within 3 hours 
was also recorded. National Institute of Health Stroke Scale 
(NIHSS) scores were recorded to assess neurological status at 
admission and at 24 hours. All NIHSS scores were performed 
by certified stroke neurologists. Neurological improvement was 
defined retrospectively as a ³40% decrease in NIHSS score at 
24 hours in comparison to the baseline pretreatment score af-
ter the initiation of therapy [8,9]. Since none of NIHSS scores 
of the patients increased, the standard of neurological deteri-
oration was not adopted. The 3-month modified Rankin scale 
(mRS) score was assessed according to the follow-up visits or 
telephone interviews, with a score of more than 2 meaning 
dependency [10].

Immunoassay methods

Blood samples were drawn from each patient at admission and 
at 24 hours after thrombolytic therapy. Plasma was extracted 
in EDTA tubes, separated by centrifugation at 3000 rpm for 
10 min and stored at –80°C until analysis. Serum PTX3 level 
was measured by a commercial ELISA kit (ab214570; Abcam, 
Cambridge, UK). The analytic coefficient of variation was 3.7%.

Statistical analyses

Continuous variables were presented as median (interquar-
tile range [IQR]) or mean ± standard deviation (SD). PTX3 was 
described with median and extrema particularly. Categorical 
variables were summarized as percentage. Independent sam-
ples t-test or analysis of variance or Mann-Whitney U test were 
used for comparison of continuous variables, and c2 test or 
Fisher exact test was used for comparison of categorical vari-
ables on the base of data characteristics. Univariate and mul-
tivariate logistic regression were used to explore predictors 
of the effect of thrombolytic therapy and the long-term prog-
nosis. Variables were professionally selected into the multi-
variate regression models based on previous publications. To 
investigate the effect of different levels of PTX3 on neurolog-
ical improvement and prognosis, the patients were divided 
into 3 groups (T1, T2, T3) according to the tertiles of initial or 
24-hour PTX3 levels respectively. And the T1 group was used 
as the control group (OR=1). Statistical analyses of the data 
were performed with SAS© 9.4 (SAS Institute Inc., Cary, NC, 
USA) and all statistical tests were done with a 2-tailed level 
of significance of 0.05.
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Results

A total of 47 AIS patients met the criteria and were recruited 
in our study. The mean age was 63.11±10.08 years, and 63.8% 
of the patients were male. There were 34 cases (72.3%) of hy-
pertension, 18 cases (38.3%) of diabetes, 27 cases (57.4%) 
of hyperlipidemia, and 4 cases (8.5%) of coronary heart dis-
ease. In addition, 31 patients received thrombolytic therapy 
within 3 hours.

Patients with indication of neurological improvement at 24 
hours were classified into the effective thrombolytic group, 
and the others were assigned to the ineffective thrombolytic 
group. Clinical variables and serum PTX3 level of the study pop-
ulation are shown in Table 1. In the 2 groups, the initial PTX3 
levels were 539 pg/mL (291–956) and 560 pg/mL (184–944), 
respectively. And, the 24 hour PTX3 levels were 499 pg/mL 
(213–893) and 547 pg/mL (156-938), respectively. No signif-
icant difference was found in initial and 24 hour PTX3 levels 
between the 2 groups, although the level of PTX3 in the ef-
fective thrombolytic group was lower than that of the inef-
fective thrombolytic group at both the time points. In addi-
tion, no differences were found in common risk factors for 
AIS. However, there were significant differences between the 
2 groups in the treatment within 3 hours and the 24 hours for 
NIHSS score (P<0.001).

We further compared the characteristics of the patients ac-
cording to the tertiles of initial PTX3 levels (Table 2). The 24 
hour NIHSS score in the T1 group was lower than T2 and T3 
group, meaning the 24 hour NIHSS score would be lower if 
the PTX3 levels were low. However, there was no differenc-
es across tertiles of initial PTX3 (P=0.16). Also, the proportion 
of treatment within 3 hours in T1 group was insignificantly 
higher than the other groups (P=0.59). In addition, no statis-
tical difference was found among the risk factors associated 
with stroke. The univariate analysis showed that the 24 hour 
NIHSS score (P<0.01) and treatment time (P=0.04) were as-
sociated with neurological improvement, while initial and 24 
hour PTX3 levels had no association with 24 hour neurolog-
ical improvement. Based on the multivariable analysis by lo-
gistic regression, no difference between PTX3 levels and the 
neurological improvement was found (Table 3).

The factors associated with the long-term prognosis (mRS) 
were evaluated by univariate analysis, and the association be-
tween prognosis and 24 hour NIHSS score remained significant 
(P=0.01). However, initial and 24 hour PTX3 in the groups re-
vealed no significant differences. Finally, we carried out the mul-
tivariable regression. The adjusted odds ratio (OR) of progno-
sis for T2 relative to T1 was 0.74 (95% CI, 0.04–13.05) and the 
adjusted OR of prognosis for T3 relative to T1 was 0.81 (95% 
CI, 0.05–14.02), the connection between initial PTX3 levels and 
long-term prognosis still remained a negative result (Table 4).

Variable
Neurological improvement

P
Y (n=22) N (n=25)

Age (Mean, SD)  63.32 (11.22)  62.92 (9.20) 0.89

Male (%)  14 (63.64)  16 (64.00) 0.98

Hypertension (%)  14 (63.64)  20 (80.00) 0.21

Diabetes mellitus (%)  9 (40.91)  9 (36.00) 0.73

Hyperlipidaemia (%)  10 (45.45)  17 (68.00) 0.12

Smoking (%)  11 (50.00)  8 (32.00) 0.21

Alcohol (%)  5 (22.73)  4 (16.00) 0.56

Statin use (%)  4 (18.18)  1 (4.00) 0.17

CHD (%)  2 (9.09)  2 (8.00) 1.00

Initial NIHSS*  4 (2–9)  4 (3–6) 0.54

24 h-NIHSS*  1 (1–3)  4 (2–6) <0.001

Treatment within 3 hours (%)  18 (81.82)  13 (52.00) 0.03

Initial PTX3 (pg/mL)**  539 (291–956)  560 (184–944) 0.72

24 h-PTX3 (pg/mL) **  499 (213–893)  547 (156–938) 0.36

Table 1. Baseline characteristics of study population.

CHD – coronary heart disease; NIHSS – National Institute of Health stroke scale; * These data are represented by ‘Median(IQR)’; 
** these data are represented by ‘Median (min–max)’.
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Variable
Tertiles of initial PTX3 (pg/mL)

P
T1 (<555) T2 (555–687) T3 (>687)

Age (mean, SD)  65.06 (10.55)  59.24 (9.01)  65.57 (10.02) 0.14

Male (%)  11 (68.75)  12 (70.59)  7 (50.00) 0.44

Hypertension (%)  11 (68.75)  13 (76.47)  10 (71.43) 0.88

Diabetes mellitus (%)  6 (37.50)  7 (41.18)  5 (35.71) 0.95

Hyperlipidaemia (%)  8 (50.00)  11 (64.71)  8 (57.14) 0.70

Smoking (%)  6 (37.50)  9 (52.94)  4 (28.57) 0.38

Alcohol (%)  1 (6.25)  3 (17.65)  5 (35.71) 0.13

Statin use (%)  2 (12.50)  3 (17.65)  0 (0) 0.28

CHD (%)  2 (12.50)  2 (11.76)  0 (0) 0.40

Initial NIHSS*  4 (2–5.5)  5 (4–7)  4 (2–7) 0.28

24 h-NIHSS*  1.5 (1–4)  3 (2–5)  3 (2–5) 0.16

Treatment within 3 hours (%)  12 (75.00)  11 (64.71)  8 (57.14) 0.59

Table 2. Characteristics of patients according to tertiles of Initial PTX3.

CHD – coronary heart disease; NIHSS – National Institute of Health stroke scale. * These data are represented by ‘Median (IQR)’.

Variable
Univariate analysis Multivariable analysis

Crude OR and 95% CI P Adjusted OR and 95% CI P

Age  1.00 (0.95,1.06) 0.89  1.01 (0.95, 1.09) 0.72

Male  0.98 (0.30,3.24) 0.98  1.24 (0.27, 5.58) 0.78

Hypertension  0.44 (0.12,1.62) 0.22  0.41 (0.10, 1.73) 0.22

Diabetes mellitus  1.23 (0.38,4.00) 0.73  1.52 (0.38, 6.09) 0.56

Hyperlipidaemia  0.39 (0.12,1.29) 0.12  0.32 (0.08, 1.30) 0.11

Smoking  2.13 (0.65,6.95) 0.21

Alcohol  1.54 (0.36,6.66) 0.56

Statin use  5.33 (0.55,51.88) 0.15

CHD  1.15 (0.15,8.93) 0.89  0.69 (0.06, 7.69) 0.76

Initial NIHSS  1.10 (0.93,1.31) 0.28

24h-NIHSS  0.56 (0.38,0.83) <0.01

Treatment within 3 hours  4.15 (1.09,15.83) 0.04

24 h-PTX3 T2**  1.13 (0.29,4.41) 0.87  1.47 (0.30, 7.29) 0.64

24 h-PTX3 T3  0.56 (0.13,2.41) 0.43  1.04 (0.18, 5.92) 0.97

Initial PTX3 T2***  1.14 (0.28,4.68) 0.85  1.49 (0.32, 6.81) 0.61

Initial PTX3 T3  0.60 (0.15,2.46) 0.47  0.63 (0.11, 3.47) 0.59

Table 3. Univariate and multivariable analysis of variables for Neurological improvement*.

CHD – coronary heart disease; NIHSS – National Institute of Health stroke scale. * The first tertile (T1) as the reference group OR=1; 
** The tertiles of 24h-PTX3 levels: T1 (<527 pg/ml), T2 (527–642 pg/ml), T2 (>642 pg/ml); *** The tertiles of initial PTX3 levels: T1 
(<555pg/ml), T2 (555–687 pg/ml), T2 (>687 pg/ml).
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Discussion

AIS is one of the leading causes of mortality in most countries 
in the world. A number of studies have demonstrated the ef-
fectiveness of thrombolytic therapy [11–13]. However, due to 
considerably varied definitions of early neurological changes 
used in the studies, the efficiency varies widely as well. In our 
study, we showed that 8.5% AIS patients showed complete re-
covery (NIHSS score=0) and 46.8% patients had achieved clin-
ical improvement at 24 hours.

It is generally accepted that inflammation is critically implicat-
ed in the pathogenesis and progression of ischemic stroke [14]. 
PTX3 is a 45 kDa protein that assembles to form high molec-
ular weight multimers linked by interchain disulfide bounds 
and the sequence and regulation of PTX3 gene is highly con-
served in evolution [15]. Different from C-reactive protein (CRP), 
which is mainly produced in the liver, PTX3 is abundantly pro-
duced in various cells including monocytes, macrophages, ad-
ipocytes, fibroblasts, endothelial cells, dendritic cells, and vas-
cular smooth muscle cells [5]. PTX3 reflects local inflammatory 
reactions because it is produced by cells involved in atheroscle-
rotic lesions in response to toll-like receptor agonists, TNF-a, 
IL-1b, and other inflammatory mediators, and PTX3 has been 
detected in human carotid atherosclerotic lesions and coro-
nary arterial lesions [16]. PTX3 is rapidly induced in the heart 

after unstable angina or acute myocardial infarction and could 
predict 3-month mortality in patients with myocardial infarc-
tion, which is superior to hsCRP in predicting prevalent car-
diovascular diseases [17]. PTX3 might represent baseline ath-
erosclerotic burden more accurately in acute stroke [6] and is 
related with severity of stroke [18].

Researchers found that PTX3 is associated with mortality at 3 
months after acute myocardial infarction and is connected with 
heart disease and hypoxic respiratory failure [14]. In the field 
of cerebrovascular diseases, PTX3 has been identified as a nov-
el and independent prognostic marker in ischemic stroke [6]. 
However, due to different inclusion criteria, a study by Ceylan 
et al. led to an opposite result, that serum PTX3 level was not 
associated with stroke prognosis in the patients without car-
diovascular, cardiopulmonary or infectious diseases [19].

In our study, we found that in patients with no necessity for in-
terventional therapy, PTX3 was irrelevant to both symptomatic 
nerve function changes in 24 hours and long-term prognosis. 
It is worth noting that the concentration of PTX3 was slight-
ly elevated in the 2 groups after thrombolytic therapy, which 
suggested that PTX3 may increase at 24 hours, but it requires 
multi-time interval measurement within 24 hours for further con-
firmation. Different from other research, we adopted a “³40% 
improvement” in NIHSS score as an effective standard because 

Variable
Univariate analysis Multivariable analysis

Crude OR and 95% CI P Adjusted OR and 95% CI P

Male  0.83 (0.13, 5.56) 0.85  2.67 (0.16, 44.61) 0.49

Age  1.06 (0.95, 1.17) 0.30  1.10 (0.95, 1.27) 0.20

Hypertension  1.60 (0.16, 15.82) 0.69  1.87 (0.12, 28.85) 0.65

Hyperlipidaemia  1.13 (0.17, 7.45) 0.90  0.73 (0.08, 6.89) 0.78

Diabetes mellitus  0.37 (0.04, 3.58) 0.39  0.29 (0.02, 3.79) 0.35

Initial PTX3 T2**  0.44 (0.04, 5.36) 0.52  0.74 (0.04, 13.05) 0.84

Initial PTX3 T3  1.17 (0.14, 9.59) 0.89  0.81 (0.05, 14.02) 0.88

24 h-PTX3 T2***  2.31 (0.19, 28.47) 0.51

24 h-PTX3 T3  2.14 (0.17, 26.33) 0.55

Smoking  0.33 (0.03, 3.24) 0.34

Treatment within 3 hours  0.75 (0.11, 5.02) 0.77

Initial NIHSS  1.24 (0.98, 1.55) 0.07

24 h-NIHSS  1.95 (1.17, 3.24) 0.01

Table 4. Univariate and multivariable analysis of variables for prognosis*.

NIHSS – National Institute of Health stroke scale. * The first tertile (T1) as the reference group OR=1; ** the tertiles of initial PTX3 
levels: T1 (<555 pg/ml), T2 (555–687 pg/ml), T2 (>687 pg/ml); *** the tertiles of 24 h-PTX3 levels: T1 (<527pg/ml), T2 (527–642 pg/ml), 
T2 (>642 pg/ml).
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the majority of the patients in our study had low NIHSS scores. 
Patients with large-vessel occlusions may receive a poor mRS 
score without endovascular therapy. However, in our study, all 
patients had confirmation by iCT that they were the best can-
didates for rt-PA and needed no further treatment. This led to 
lower NIHSS scores and better mRS scores in our cohort. Besides, 
we used mRS instead of the Barthel Index (BI) to assess patient 
outcomes, because mRS is more sensitive for distinguishing be-
tween mild and moderate disability and more suitable for eval-
uating acute stroke treatment effects [10].

In the study by Ceylan et al. [19], infectious diseases were not 
excluded from the inclusion criteria, which might significant-
ly affect the concentration of inflammatory factors and have 
a close correlation with mortality [20]. They evaluated func-
tional changes of the nervous system on the first and seventh 
days of a stroke event. However, short-term functional assess-
ment could not represent long-term prognosis. Therefore, we 
chose mRS score to assess patient prognosis at 3 months later.

There were some limitations to our study. First, the population ca-
pacity was limited. Because of the limitation of therapeutic time-
window and rigorous inclusion criteria, the number of patients 
enrolled in the research was considerably reduced. Second, pa-
tients with cerebral vascular stenosis and atrial fibrillation [21] 

were included in our study, which might act as confounders in our 
study. Third, infarct volume was not included in this study. Due 
to technical limitation, the CTP of multiphase CT could not accu-
rately calculate the infarct volume if the infarct was not caused 
by significant stenosis or occlusion. Therefore, it was difficult to 
investigate the correlation between infarct volume and PTX3 level.

Conclusions

In patients who receive thrombolytic therapy with no indica-
tions of endovascular treatment, neurological improvement at 
24 hours was associated with the treatment time. However, 
PTX3 level has no association with the neurological improve-
ment or long-term prognosis.

Acknowledgements

We thank the Central Laboratory of Changhai Hospital for 
technical assistance. We wish to thank the patients for their 
sincere and generous contribution to the research protocol.

Conflict of interests

None.

References:

 1. Hacke W, Kaste M, Bluhmki E et al: Thrombolysis with alteplase 3 to 4.5 
hours after acute ischemic stroke. N Engl J Med, 2008; 359(13): 1317–29

 2. Powers WJ, Derdeyn CP, Biller J et al: 2015 American Heart Association/
American Stroke Association Focused Update of the 2013 Guidelines for 
the early management of patients with acute ischemic stroke regarding 
endovascular treatment: A guideline for healthcare professionals from the 
American Heart Association/American Stroke Association. Stroke, 2015; 
46(10): 3020–35

 3. Shindo A, Maki T, Mandeville ET et al: Astrocyte-derived pentraxin 3 sup-
ports blood–brain barrier integrity under acute phase of stroke. Stroke, 
2016; 47(4): 1094–100

 4. Garlanda C, Bottazzi B, Bastone A, Mantovani A: Pentraxins at the cross-
roads between innate immunity, inflammation, matrix deposition, and fe-
male fertility. Annu Rev Immunol, 2005; 23(1): 337–66

 5. Shindo A, Tanemura H, Yata K et al: Inflammatory biomarkers in athero-
sclerosis: Pentraxin 3 can become a novel marker of plaque vulnerability. 
PLoS One, 2014; 9(6): e100045

 6. Ryu WS, Kim CK, Kim BJ et al: Pentraxin 3: A novel and independent prog-
nostic marker in ischemic stroke. Atherosclerosis, 2012; 220(2): 581–86

 7. Demaerschalk BM, Kleindorfer DO, Adeoye OM et al: Scientific rationale for 
the inclusion and exclusion criteria for intravenous alteplase in acute isch-
emic stroke: A statement for healthcare professionals from the American 
Heart Association/American Stroke Association. Stroke, 2016; 47(2): 581–641

 8. Kharitonova T, Mikulik R, Roine RO et al: Association of early national in-
stitutes of health stroke scale improvement with vessel recanalization 
and functional outcome after intravenous thrombolysis in ischemic stroke. 
Stroke, 2011; 42(6): 1638–43

 9. Guettier S, Cogez J, Bonnet AL et al: Factors associated with timing of ear-
ly neurological improvement after thrombolysis for ischaemic stroke. Eur 
J Neurol, 2016; 23(3): 664–67

 10. Banks JL, Marotta CA: Outcomes validity and reliability of the modified 
rankin scale: Implications for stroke clinical trials: a literature review and 
synthesis. Stroke, 2007; 38(3): 1091–96

 11. Dharmasaroja PA, Muengtaweepongsa S, Dharmasaroja P: Early outcome 
after intravenous thrombolysis in patients with acute ischemic stroke. 
Neurol India, 2011; 59(3): 351–54

 12. Muresan I, Favrole P, Levy P et al: Very early neurologic improvement after 
intravenous thrombolysis. Arch Neurol, 2010; 67(11): 1323–28

 13. Delgado MG, Michel P, Naves M et al: Early profiles of clinical evolution af-
ter intravenous thrombolysis in an unselected stroke population. J Neurol 
Neurosurg Psychiatry, 2010; 81(3): 282–85

 14. Rodriguez-Grande B, Swana M, Nguyen L et al: The acute-phase protein 
PTX3 is an essential mediator of glial scar formation and resolution of brain 
edema after ischemic injury. J Cereb Blood Flow Metab, 2014; 34(3): 480–88

 15. Mantovani A, GarlandaC, Doni A, Bottazzi B: Pentraxins in innate immu-
nity: From C-reactive protein to the long pentraxin PTX3. J Clin Immunol, 
2008; 28(1): 1–13

 16. Soeki T, Sata M: Inflammatory biomarkers and atherosclerosis. Int Heart J, 
2016; 57(2): 134–39

 17. Hudzik B, Danikiewicz A, Szkodzinski J et al: Pentraxin-3 concentrations 
in stable coronary artery disease depend on the clinical presentation. Eur 
Cytokine Netw, 2014; 25(3): 41–45

 18. Sezer S, Ucar F, Ulusoy EK et al: Serum amyloid A, fetuin-A, and pentrax-
in-3 levels in patients with ischemic stroke: Novel prognostic biomarkers? 
Turk J Med Sci, 2014; 44(1): 16–23

 19. Ceylan M, Yalcin A, Bayraktutan OF et al: Serum pentraxin-3 levels in acute 
stroke: No association with stroke prognosis. Atherosclerosis, 2015; 243(2): 
616–20

 20. Rajkovic I, Denes A, Allan SM, Pinteaux E: Emerging roles of the acute 
phase protein pentraxin-3 during central nervous system disorders. J 
Neuroimmunol, 2016; 292: 27–33

 21. Soeki T, Bando S, Uematsu E et al: Pentraxin 3 is a local inflammatory mark-
er in atrial fibrillation. Heart Vessels, 2014; 29(5): 653–58

4432
Indexed in: [Current Contents/Clinical Medicine] [SCI Expanded] [ISI Alerting System]  
[ISI Journals Master List] [Index Medicus/MEDLINE] [EMBASE/Excerpta Medica]  
[Chemical Abstracts/CAS]

Zhang C.-Y. et al.: 
Pentraxin-3 in thrombolytic therapy for acute ischemic stroke…

© Med Sci Monit, 2018; 24: 4427-4432
CLINICAL RESEARCH

This work is licensed under Creative Common Attribution-
NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)


