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Abstract

Background: Acute Myocardial Infarction (AMI) poses a significant threat to heart health. The 
six-Minute Walking Test (6MWT) assesses patients’ ability to walk the longest distance possible on a 
level course in six minutes, with parameters like arterial pressure, heart rate, and oxygen saturation 
monitored.

Aim: We sought to determine whether the 6MWT predicted cardiovascular events post myocar-
dial infarction patients. This study investigates the predictive value of the Six-Minute Walking Test 
(6MWT) in post-AMI patients, assessing their ability to perform daily activities and evaluating the 
effectiveness of medical therapy and rehabilitation programs.

Methods: This was an interventional study in a cohort of 71 patients (aged 18-75) who were ad-
mitted to the cardiac care unit at Alhawary Cardiac Center and Benghazi Medical Center with a diag-
nosis of uncomplicated acute MI from March to September 2022. The 6-MWT was administered at 
two time points: within the first week and after three months post-AMI. The primary outcome was 
the difference between the mean distance walked between the time points.

Results: The study findings demonstrated a marked enhancement in average walking distance, 
accompanied by a reduction in complications, particularly among patients engaged in rehabilitation 
programs. The 6MWT was well tolerated among all participants. The mean distance covered during 
the initial assessment (404±35.8 meters) was significantly increased during the subsequent evalu-
ation (546±37.1 meters) (p<0.0001). Patients who adhered to a rehabilitation program exhibited a 
significant increase in distance walked (146±15 meters) (p<0.005), and showed a decrease in BMI. 
Furthermore, improvements of heart rate and grade of dyspnea (from grade II to grade I) were ob-
served during the second assessment compared to the first.

Conclusion: Our results indicate that 6MWT holds predictive value for post-AMI mortality and 
morbidity rates. These findings offer valuable insights for patient care and serve as a foundation for 
healthcare reform efforts.
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Introduction

Cardiovascular health is influenced by various conditions, 
including arrhythmia, high blood pressure, coronary heart dis-
ease, valvular heart disease, and Myocardial Infarction (MI) 
[1]. MI, characterized by heart discomfort and pain in the arm 
on the side of the heart, represents a common cause of heart 
failure, affecting approximately 1.3 million individuals annually 
[2,3], and its presentation changes significantly with age [4]. Its 
severity depends on factors such as the number and location of 
blocked vessels [5].

Prompt diagnosis and treatment are paramount in managing 
Myocardial Infarction (MI), given its association with over 200 
risk factors [6-9]. These risk factors encompass various demo-
graphic and lifestyle aspects such as old age, male gender, black 
race, family history, elevated lipid levels, hypertension, diabe-
tes, obesity, alcohol consumption, smoking, sedentary lifestyle, 
and stress. Current therapeutic modalities include thrombolysis 
and Percutaneous Coronary Intervention (PCI) [10,11]. Failure 
to promptly and appropriately manage acute MI can significant-
ly escalate the risk of mortality and further cardiovascular com-
plications. Early engagement in rehabilitation programs follow-
ing discharge is crucial to mitigate complications and expedite 
recovery [12,13].

Exercise tests, notably stress tests and the Six-Minute Walk-
ing Test (6MWT), hold significant utility in evaluating the func-
tional capacity of post-MI patients. Originally devised for chron-
ic respiratory diseases, the 6MWT has garnered attention in 
cardiology due to its simplicity and efficacy. Unlike more elabo-
rate assessments, it does not necessitate expensive equipment 
or specialized technician training.

Conducted along a 30 meter corridor, the 6MWT evaluates 
a patient’s ability to cover the longest distance possible in six 
minutes, while monitoring parameters such as arterial pressure, 
heart rate, and oxygen saturation. Its versatility extends beyond 
mere assessment to include predicting improvements in exer-
cise capacity and aiding in the selection of appropriate cardiac 
rehabilitation strategies [14].

The utilization of the 6-Minute Walk Test (6MWT) in assess-
ing cardiovascular health emerged just over 15 years ago [15], 
marking a significant advancement in diagnostic methodologies 
for heart disease. Since its inception, extensive research has 
elucidated its efficacy in measuring functional limitation, evalu-
ating therapy effects, and stratifying prognosis in chronic heart 
failure and myocardial infarction. Notably, impairment of exer-
cise capacity post-infarction has emerged as a crucial prognos-
tic indicator, emphasizing the pivotal role of the 6MWT in diag-
nostic and prognostic paradigms. One of the notable attributes 
of the 6MWT is its provision of a safe and practical means to 
evaluate patients’ functional capacity, demonstrating correla-
tion with submaximal treadmill exercise. Furthermore, patient 
preference for the 6MWT over conventional exercise tests is at-
tributed to its similarity to activities of daily living [16], enhanc-
ing its clinical relevance and patient compliance.

The outcomes of the 6MWT are influenced by numerous 
determinants, encompassing factors beyond cardiovascular pa-
rameters such as muscular strength, postural balance, reaction 
time, mood, and general health. Additionally, anthropometric 
variables including age, gender, and weight impact test results, 
underlining the necessity of establishing normative values and 
reference equations for result interpretation.

Given the global prevalence of Coronary Heart Disease 
(CHD), effective prevention and management strategies are im-
perative. In this context, the assessment of physical functional 
capacity assumes significant importance, closely associated 
with CHD prognosis. While maximal exercise testing offers de-
tailed insights, the 6MWT presents a practical and accessible 
submaximal alternative, instrumental in evaluating functional 
capacity, responsiveness to therapy, and predicting morbidity 
and mortality in heart disease patients. Nonetheless, under-
standing its strengths and limitations compared to maximal ex-
ercise testing is crucial for its appropriate application in clinical 
settings.

Despite its designation as a submaximal test with a maxi-
mum duration of 6 minutes, the 6MWT presents characteris-
tics that challenge its classification. Studies indicate a medium 
to high correlation between the longest distance walked dur-
ing the test and peak oxygen uptake measured during maximal 
exercise tests, underscoring its potential for prognostic signifi-
cance and reproducibility in predicting mortality and morbidity 
in heart failure patients.

In this study, our objective is to assess the predictive value of 
the 6MWT in Post-Acute Myocardial Infarction (AMI) patients in 
Benghazi, Libya-a region characterized by historically high rates 
of chronic diseases. Through participant interviews, examina-
tions, laboratory investigations, Electrocardiography (ECG), and 
echocardiography studies, we aim to elucidate patients’ daily 
activity performance, evaluate the efficacy of post-MI manage-
ment strategies, and analyze mortality and morbidity rates. By 
presenting comprehensive data analyses, we endeavor to pro-
vide healthcare practitioners with valuable insights to guide the 
reduction of post-MI complications and optimize patient care.

Material and methods

Subjects

This cross-sectional interventional study employed a random 
sample of 71 subjects admitted or discharged from the Cardiac 
Care Unit (CCU) at Alhawary Cardiac Center and Benghazi Medi-
cal Center within 24 hours of an uncomplicated Acute Myocar-
dial Infarction (AMI) diagnosis. The study period extended from 
March 2022 to September 2022, encompassing both ST-Seg-
ment Elevation Myocardial Infarction (STEMI) and non-STEMI 
cases, irrespective of reperfusion therapy (conservative, throm-
bolysis, or percutaneous coronary intervention).

The inclusion criteria for participant selection in this study 
are individuals who have experienced a confirmed Myocardial 
Infarction (MI), verified through acute elevation of cardiac en-
zymes and specific Electrocardiogram (ECG) changes, specifi-
cally ST-segment elevation. The eligible age range for inclusion 
is between 18 and 75 years, and participants should be in stable 
clinical and hemodynamic conditions.

Excluded are individuals with recurrent or refractory pain, 
those presenting neuromuscular disorders, patients with per-
sistent arrhythmias, and those with prior conditions associated 
with exercise intolerance. Participants showing signs or symp-
toms of angina or chest discomfort at rest, experiencing unsta-
ble blood pressure levels, exhibiting signs of active infection, or 
raising ethical concerns are also excluded from the study. These 
criteria are established to ensure a specific and controlled par-
ticipant group for the research study.
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Patient preparation

Official consent was obtained from the administrations of 
Benghazi Medical Center and Benghazi Cardiac Center, as well 
as from individual patients. Patients were briefed on the study’s 
objectives, benefits, and potential risks, ensuring anonymity. 
Language barriers and educational challenges were taken into 
account.

A comprehensive medical history, clinical examination, im-
aging, and laboratory tests were conducted, with weight and 
height measurements recorded. Patients adhered to diet and 
exercise plans as per physician recommendations. Detailed 
instructions regarding the 6-Minute Walk Test (6MWT) were 
provided to all patients prior to testing. All investigations and 
testing were carried out under the supervision of expert staff. 
Participants were advised to wear comfortable clothing and ap-
propriate footwear, with ordinary walking aids permitted. Be-
fore the test, patients were instructed to refrain from exertion 
for 2 hours and were allowed to consume a light meal.

6MWT protocol

The 6MWT was conducted in two sessions: the first during 
the first week following myocardial infarction, and the second 
three months later.

Participants walked between two cones set 30 meters apart, 
with their walking distance measured over 6 minutes. Dyspnea 
levels were assessed using the Rating of Perceived Exertion 
(RPE) scale. Blood pressure, heart rate, and oxygen saturation 
were monitored before, during, and after the test. ECG testing 
(Hi-Tech model 2015 USA) was performed after completion of 
the 6MWT or if necessitated by the onset of chest pain. Patients 
were permitted to take breaks or lean against a wall as needed, 
and an oxygen tank was available upon request.

Standardized verbal encouragement was provided at specific 
intervals to motivate participants, and continuous monitoring 
ensured participant safety throughout the procedure.

Statistical analysis

Results were presented as mean ± standard deviation for 
continuous variables or as number/percentage for categorical 
variables. Group comparisons were conducted using unpaired 
Student’s t-tests for continuous variables and Chi-square tests 
for categorical data.

All statistical analyses were performed using statistical soft-
ware (SPSS version 23, IBM). A p-value<0.05 was considered 
statistically significant.

Results

Descriptive statistics of the sample

The study included a total of 71 subjects with an age range of 
18-74 years and a mean age of 53.4±10 years. The highest pro-
portion of participants fell within the age group of 50-69 years 
(28.2%), while the lowest age group was >70 years (7%) (Table 
1). Approximately 60% of the sample were male (Table 1), and a 
predominant majority, 86%, were White (Table 1). 

In the first test, 15.5% of participants had a normal Body 
Mass Index (BMI), 25.4% were overweight, and 19.6% and 31% 
were classified under grade I and grade II obesity, respectively. 
About 76% of the sample were categorized as high-risk patients. 
The mean BMI in the first test was 35.9 kg/m2; SD±7.6. In the 

second test, 21.9% had a normal BMI, 30.9% were overweight, 
and 14% and 21.4% were classified under grade I and grade II 
obesity, respectively. The percentage of high-risk patients de-
creased to 34.1%. The mean BMI in the second test was 30.3; 
SD± 6.9 (Table 2).

Classification of the sample according to chronic diseases 
and complications post-MI

In both the first and second tests, over 66.3% of the sample 
had chronic diseases, with diabetes recorded in 11.3%, hyper-
tension in 22.5%, and both diabetes and hypertension in 15.5% 
(Table 3). In the second test, more than 25% of the sample expe-
rienced complications post-discharge from the hospital follow-
ing myocardial infarction. The majority (83.33%) of complica-
tions were attributed to heart failure, while 16.6% experienced 
another infarction.

Baseline characteristics according to modality of treatment 
in acute MI and post-MI rehabilitation programs

The management of acute MI in the Critical Care Unit (CCU) 
involved standard protocols, with 100% of patients receiving 
coronary perfusion therapy, antiplatelets/aspirin, Angiotensin 
Channel Blocker (ACE-I) or Angiotensin Ii Receptor Blockers 
(ARBs), beta-blockers, and statins. Approximately 15.5% of the 
sample also received coronary vasodilation nitrates in the first 
test. In the second test, over 90% of cases continued the same 
treatment post-discharge from the CCU, and no statistically sig-
nificant differences were observed.

Baseline characteristics according to the time of first and 
second tests and measurements during the test

The first test was conducted between the fourth- and sev-
enth-days post-MI, with the majority (56.4%) undergoing the 
test on the fourth and fifth days, with a mean of 5.4 days; 
SD±1.1. The second test occurred three months after the first 
test. Measurements during the test, including Systolic Blood 
Pressure (SBP), Diastolic Blood Pressure (DBP), Heart Rate (HR), 
and Oxygen Saturation (SPO2), showed no significant changes 
between the start and end of both tests. However, there was a 
significant improvement in SPO2 from 97.1±1.5 in the first test 
to 98.4±0.69 in the second test (p=0.000) (Table 4). 

Comparison between the total distance in first and second 
test

Table illustrates the changes in the distance walked be-
tween the first and second tests. In the first test, all patients 
(100%) walked below 500 meters, with 53.5% walking below 
400 meters. In the second test, all patients walked more than 
400 meters, with 83.1% covering a distance of 501-600 meters 
(p<0.0001). At forst walking test: Mean = 404.9; SD±35.8 me-
ters. Minimum = 320 meters. Maximum = 495 meters. Whereas 
at second walking test: Mean = 546; SD±37.1 meters.

Discussion

Study subjects and 6MWT timing

Our study comprised 71 patients with Acute Myocardial In-
farction (AMI), averaging 53.4±10.7 years. Notably, 55% fell in 
the 50-69 age group, indicating a shift towards younger indi-
viduals experiencing AMI. Male prevalence was 60.6%, aligning 
with other studies. The racial distribution reflected 86% White 
and 14% Black, resembling national statistics. For example, the 
National Center for Health Statistics found that the incidence of 
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Figure 1: Distribution of patients according to Do angiograph.

Figure 2: Distribution of patients according to dyspnea in first and 
second test according to RPE scale.

Table 1: Distribution of patients according to age, gender, and 
(N=71).

Age/years %

30-39 12.7

40-49 25.4

50-59 28.2

60-69 26.8

≥70 7

Gender

Male 60

Female 40

Race

Non-white 14

White 86

Table 2: Distribution of patients according to BMI 1st test (N=71).

BMI kg/m2 1st Test % 2nd Test %

<18.5 (underweight) 8.5 12.6

25-29.99 (normal wt.) 15.5 21.1

30-34.99 (over wt.) 25.4 30.9

35-39.99 (class I obesity) 19.6 14

≥40 (class II obesity) 31 21.1

Table 3: Distribution of patients according to etiology of MI and 
time since attack at first walking test (N=71).

Medical History %

No 36.7

Diabetes 11.3

Hypertension 22.5

Diabetes and Hypertension 15.5

Ischemic Heart Disease 4.2

Renal Problems 4.2

Ischemic Heart Disease and Diabetes 4.2

Ischemic Heart Disease and Hypertension 1.4

Time since attack at first walking test

Fourth 29.6

Fifth 26.8

Sixth 22.5

Seventh 21.1

Mean: 5.4 SD±1.1 days; Median: 5 days; Minimum: 4 days, Maximam: 7 
days 100%

Table 4: Measurements in first and second test (N=71).

Measurements At 1st Walking Test At 2nd Walking Test P Value

SBP at Start 131.5±12.9 128.2±8.3 0.072 (NS)

DBP at Start 85.7±8.5 83.9±8.2 0.201 (NS)

SBP at End 139.9±10.9 139.2±8.4 0.669 (NS)

DBP at End 92±9.3 89.3±6.9 0.051 (S)

HR at Start 83.4±11 81.2±9.5 0.204 (NS)

HR at End 97.3±13.2 98.5±6.9 0.498 (NS)

Start SPO2 (%) 97.1±1.5 98.4±0.69 0.000 (HS)

MI is 30% more common in the white population. These results 
are consistent with the findings of our study. Our study implies 
a change in AMI demographics, possibly linked to evolving risk 
factors [17].

The test timings demonstrated variations, with 56.4% in the 
4th-5th days of the first test and over 90% after 3 months for the 
second. Comparisons with other studies reveal divergent pro-
tocols, stressing the need for standardized guidelines. In one 
study, patients were tested on their ability to walk on the third 
day of their attack [18]. The second test was conducted be-
tween 8 to 60 weeks later and the results showed a change in 
the distance that patients were able to walk, which may have 
been influenced by their prior experience [18]. In another study, 
the six-minute walk test was used to assess the quality of life in 
patients who had undergone coronary artery bypass grafting 
surgery. The test conducted before the surgery was found to be 
associated with the patients’ quality of life two months after the 
surgery [18]. Overall, the quality of life improved in all patients, 
with greater improvement observed in those who were able to 
walk more than 350 meters before the surgery (142). Thus, the 
6MWT, when employed at different intervals, showcased varied 
outcomes, suggesting its adaptability in assessing recovery and 
functional capacity.
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The 6-Minute Walking Distance (6MWD)

The 6MWD showed significant improvement between the 
first and second tests, reflecting positive responses to manage-
ment. This reinforces the 6MWT’s value in gauging functional 
improvement and predicting future outcomes.

In our study, we observed the total distance walked by pa-
tients during the first test. We found that approximately 53.5% 
of patients walked less than 400 meters in the first test, while 
in the second test, nobody walked less than 400 meters. During 
the first test, 46.5% of patients covered a distance between 401 
and 500 meters, whereas only 16.9% covered the same distance 
in the second test. Moreover, none of the patients walked more 
than 500 meters in the first test, compared to 83.1% who cov-
ered a distance greater than 500 meters in the second test.

The mean distance covered by patients during the first test 
was 404±35.8 meters, and in the second test, it was 546±37.1 
meters. This difference was statistically significant (p-value was 
0.0001). In another study, the mean 6-minute walk distance was 
found to be 400.2±107.8 (137), whereas in another research, 
the mean walking test was 277.96 (±42.17) (139). According to 
earlier research, the mean walking test during the first test was 
521±64 and 539±70 during the second test (134) [19].

The improvement in the distance covered between the first 
and second tests indicates a positive response to management 
and sheds light on the future of such cases.

Risk factors and complications post MI

Herein, we also explore BMI and its correlation with AMI risk. 
A notable shift in BMI percentages between the two tests, as 
well as improved walking distance with reduced BMI, stresses 
the impact of weight loss on functional improvement post-MI. 
By the second time point, class I obesity decreased from 31% to 
14%, class II obesity dropped from 25.4% to 21%, and the per-
centage of risk factors reduced 66%. Our study demonstrated 
that, as weight is lost, walking distance improves. This is in line 
with existing literature, as numerous studies assert the impor-
tance of weight management in improving functional capacity. 
In one study, 251 subjects completed the test at baseline with 
a BMI of 40.6 kg/m and approximately 129 subjects repeated 
the test after intervention with a BMI of 35.6kg/m2 and a Six-
Minute Walking Distance (6MWD) of 535 [480-580] meter at 
baseline and 599 [522-640] meter at follow up [20]. In another 
study, the 6MWT provided useful information and an excellent 
evaluation of the functional capacity of very obese people who 
underwent bariatric surgery, demonstrating that weight loss 
after bariatric surgery can result in a real improvement in func-
tional capacity [20].

Prevalence of diabetes, hypertension, and complications 
post-MI was observed, showcasing a substantial burden of co-
morbidities. Diabetes was recorded in 11.3%, hypertension in 
22.5%, both diabetes and hypertension in 15.5%, ischemic heart 
disease in 4.2%, renal problems and ischemic heart disease and 
diabetes in 4.2% each, 1.4% had ischemic heart disease and 
hypertension, and 36.7% were disease-free. In a similar study, 
diabetes was detected in 23% of patients and systemic hyper-
tension was detected in 38% of them. In our study, more than 
25.4% of patients had complications after an acute MI and were 
readmitted to the hospital. There were no deaths, and the most 
prevalent consequences were heart failure (83.3%), followed by 
re-infarction (16.6%). In another cross-sectional study, heart 
failure was reduced to 3%, while reinfection reduced to 2% [21].

However, compared to other studies in developed countries, 
our patients exhibit a higher risk of developing complications 
due to factors such as bad habits, low education levels, delayed 
management of acute myocardial infarction, and poor patient 
monitoring. Additionally, there is no program in place to assess 
the patient’s risk factors or to provide post-discharge evalua-
tion. Indeed, post-discharge risk assessment programs are war-
ranted in these patient populations. 

Complications post-MI were associated with poor prognosis, 
emphasizing the need for effective management strategies. The 
low complication rate during the 6MWT suggests its safety and 
potential as a predictive tool. Thus, our study corroborates the 
large body of evidence that promotes the 6MWT as a robust 
modality for functional performance and prognostic value in 
cardiac and thoracic patients.

Protocols of MI management

Our findings are closely related to MI management proto-
cols, revealing a high adherence to medications like aspirin, 
beta-blockers, and ACE-I/ARB among MI patients. Our data 
showed that all patients in the care unit used aspirin or anti-
platelet in the first walking test, and 94.4% in the second walk-
ing test. However, the difference was not statistically significant 
(p=0.223). Beta-blockers (cardio-selective) were used by 100% 
of participants in the first walking test and 93% in the second 
walking test, and the difference was not statistically significant 
(p=0.112). Similarly, ACE-I/ARB was used by 100% of patients in 
the first test and 94.4% in the second test, and the difference 
was not statistically significant (p=0.223). This was found to be 
the case with nitrates and dyslipidemia drugs. Likewise, anoth-
er study found that the differences between the use of aspirin, 
beta-blockers, and ACE-I/ARB in the first and second walk test 
groups was also not statistically significant [22].

Our study emphasizes the importance of timely intervention, 
particularly PCI, in improving outcomes. Over 76% of patients 
underwent coronary angiography, and approximately 53.5% un-
derwent Percutaneous Coronary Intervention (PCI) with a stent 
to reduce the percentage of problems. PCI should be performed 
within 90 minutes after first medical contact for ST-Elevation 
Myocardial Infarction (STEMI), and total ischemia time should 
not exceed 120 minutes. The walking distance has been shown 
to increase in patients who underwent early PCI [22]. Our data 
reflect that, although the same medical protocol was applied in 
our centers during the acute attack of MI, interventional thera-
py was not provided or was delayed due to a lack of facilitation.

Effects on vital signs

Evaluation of vital signs during the 6MWT indicated notable 
correlations. The study recognized improvements in vital signs, 
supporting the 6MWT’s utility in assessing patients’ acute states 
and responses to therapy.

During the first walking test, the mean Systolic Blood Pres-
sure (SBP) of patients was 131.5±12.9 mmHg, and the differ-
ence was not statistically significant. Another study found that 
the SBP was 130±21 mmHg in the first walking test and 127±23 
mmHg in the second test. The diastolic blood pressure (DBP) 
was 85.7±8.5 mmHg in the first walking test and 83.9±8.2 
mmHg in the second test, and the difference was not statisti-
cally significant. In another study, the DBP was 78±11 mmHg in 
the first walking test and 75±12 mmHg in the second test. There 
was only a statistically significant difference between the mean 
levels of the first and second measurement in DBP at the end of 
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the test and at the start.

At the start of the first walking test, the Heart Rate (HR) was 
83.4±11 bpm, and in the second walking test, it was 81.2±9.5 
bpm, and the difference was not statistically significant. In an-
other study, the HR was 96±12 bpm in the first walking test and 
97±14 bpm in the second test.

The oxygen saturation remained constant throughout all the 
tests, and no participants used an O2 supply. Breathlessness 
was measured and graded using the Borgs scale. At the start 
of the first and second walking tests, participants had very light 
breathing difficulty. At the end of the first test, 12.7% had very 
little exercise, 83.1% had light activity, and 4.2% had moderate 
activity. In the second walking test, all participants experienced 
breathlessness with light exercise. In another study, all patients 
had very light breathlessness at the start of the first walking test 
and no breathlessness at all at the completion of the first walk-
ing test. At the end of the second walking test, around 90% had 
very light activity.

Our results are comparable to those of other research, 
and there was a correlation between the change in vital signs 
throughout the test and the difference or improvement in vital 
signs between the first and second tests. This was due to the 
patients’ acute state and response to therapy. 

Importance of rehabilitation programs

Patients following rehabilitation programs demonstrated 
positive outcomes, linking adherence to diet and exercise with 
improved 6MWD. Recommendations include integrating 6MWT 
into post-MI care procedures and conducting follow-up tests for 
a comprehensive assessment.

Around 62.9% of patients successfully completed their reha-
bilitation program. They followed a healthy diet and did moder-
ate exercise for half an hour every other day. These individuals 
did not face any issues after their AMI, and their walking dis-
tance improved (6MWD) in the second test. Also, their echocar-
diography results were better compared to patients who didn’t 
participate in a rehabilitation program. Several other studies 
have shown a positive correlation between post-MI therapy 
and improved outcomes, including increased walking distance 
[23-28].

Limitations of this study include a small sample size, neces-
sitating larger multi-center studies to support our conclusions. 
There was a loss of follow-up data in 34 participants due to 
scheduling and contact difficulties. Lack of patient awareness 
about the severity of their condition and the importance of re-
habilitation limits capturing crucial follow-up data. This, in turn, 
underscores the need for improved research methodologies in 
Benghazi clinical settings and patient education initiatives. 

Conclusion

Our study presents a comprehensive analysis of AMI pa-
tients, highlighting demographic shifts, risk factors, complica-
tions, and the effectiveness of rehabilitation programs. The 
6MWT emerges as a valuable tool for prognostic assessment, 
emphasizing its safety and adaptability in various contexts. We 
posit recommendations to integrate the 6MWT into standard 
post-AMI care, emphasizing its role in predicting prognosis. 
Additionally, a focus on rehabilitation programs for better out-
comes is advised.

In this study encompassing 71 Post-Myocardial Infarction 

(MI) patients, our findings illuminate the diverse dimensions 
of cardiovascular rehabilitation outcomes. Noteworthy de-
mographic insights revealed a predominantly male and white 
population, with a peak age group of 50-69 years. A shift in BMI 
categories and a reduction in high-risk patients from 76% to 
34.1% were observed between the first and second tests, ac-
companied by a decrease in mean BMI.

Chronic diseases were prevalent, affecting over 66% of the 
sample, with diabetes, hypertension, and their combination 
prominent. Complications post-MI, particularly heart failure, 
were identified in 25.4% during the second test. Treatment mo-
dalities demonstrated consistent coronary care unit manage-
ment, encompassing medications and follow-up interventions 
such as angiography and PCI. Physiological assessments during 
walking tests showcased stable blood pressure and heart rate 
but significant improvement in oxygen saturation during the 
second test.

The most striking improvement was witnessed in the pa-
tients’ ability to cover distances, with all participants surpassing 
400 meters in the second test, marking a substantial enhance-
ment from the first test. Dyspnea levels decreased, and the 
majority completed the walking test without pauses. This study 
provides valuable insights into the effectiveness of cardiovas-
cular rehabilitation, guiding efforts to optimize post-MI patient 
management and enhance recovery outcomes.
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