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Abstract
Objective: Comparison between involvement of
different coronary arteries in acute myocardial
infarction among military and civilian population.
Place: Combined military hospital Lahore and
Punjab institute of cardiology Lahore. Time
Duration: From 15th March to 15th April 2010.
Study Design: Comparative cross-sectional study.
Patients And Methods: 50 civilians patients
admitted in PIC Lahore and 50 patients admitted in
CMH Lahore with confirmed acute myocardial
infarction on angiography were selected in the study
by consecutive sampling.

INTRODUCTION
The fact that with anterior myocardial infarction (MI),
the occlusion is nearly always in the left anterior
descending coronary artery (LAD), while inferior MI
is either due to right coronary artery (RCA) or left
circumflex coronary artery occlusion is well
established1.
Coronary angiography is the best means of
determining the culprit coronary artery in acute
myocardial infarction (AMI)2. Identifying the culprit
artery in acute myocardial infarction helps to define
those in whom aggressive reperfusion strategies are
likely to yield the most benefit3. Patients with inferior
myocardial infarction (MI) who have right ventricular
(RV) myocardial involvement appear to have a worse
prognosis than those who do not have RV
involvement4. The worst prognosis in patients with RV
myocardial involvement may be related to the
increased risk of life threatening ventricular arrhythmia
in these patients5. Inferior myocardial infarction
accounts for 40%-50% of all acute myocardial
infarctions6. Although correlation between different
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Results: Involvement of left circumflex coronary
artery was documented only in military personnel
(p=.003), whereas left anterior descending artery
was predominantly (64%) involved in civilian
population (p=.091). Military personnel had more
(42%) triple vessel coronary artery disease (p=.003)
and double vessel coronary artery disease (p=
0.001) in contrast to civilian population.
Conclusion: Involvement of coronary arteries
varies significantly (p=.000) among the different
sectors of the same society. Key Words: Coronary
artery; Angiography; Acute myocardial infarction;
Military; Civilian.

coronary arteries, distribution of myocardial
infarctions and prognosis among these patients is well
established, we could not find any study demonstrating
topography of different coronary arteries in patients
having acute myocardial infarction among different
sectors of the community. Keeping these points in
view we conducted a clinical survey comparing the
involvement of different coronary arteries observed in
Combined Military Hospital (CMH) Lahore (defense
sector) and (PIC) Lahore (public sector).
STUDY OBJECTIVE
A comparison between involvement of different
coronary arteries in acute myocardial infarction among
defense and civilian population.
METHODOLOGY
Our clinical survey was conducted in the time frame of
1 month (March to April, 2010).The purpose of this
survey was to tabulate 100 patients who had suffered
from recent myocardial infarction. Fifty patients each
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RESULTS
We documented great variation among the
involvement of different coronary arteries among
civilian and military sectors. Among our two groups
50 adult patients, each from PIC and CMH, left
circumflex coronary artery was involved in 16% of the
military personnel and 0% in civilian population. Right
coronary artery was involved in 4% of the military
personnel and 8% of the civilians. Left anterior
descending coronary artery was the predominant
culprit artery involved in 64% in the civilians and 18%
of the military personnel. Triple vessel coronary artery
disease (TVCAD) was the culprit artery with an
occurrence of 42% in the military personnel in contrast
to 26% of the civilians. Double vessel coronary artery
disease (DVCAD) was documented in 20% of military
personnel and 2% civilian. Chi-Square test was applied
to check the significance between the involvement of
different coronary arteries in CMH and PIC which
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overall showed a strong relationship with a p value of
0.001.(table 1, fig.1).
Table-1
Comparison between angiographic findings of the
coronary artery involved in acute myocardial
infarction between PIC and CMH Lahore
Coronary artery
PIC
CMH P-Value Total
involved
(Civillian)(Military)
TVCAD (triple vessel 13 (26%) 21 (42%) .003
34 (34%)
coronary artery disease)
DVCAD (double vessel 1 (2%) 10 (20%) 0.001 11 (11%)
coronary artery disease)
LCX (left circumflex 0 (0%) 8 (16%) 0.40
8 (8%)
coronary artery)
LT Ad (left anterior 32 (64%) 9 (18%) .091
41 (41%)
descending
coronary
artery )
RT Ca (right coronary 4 (8%) 2 (4%) 0.004
6 (6%)
artery)

Figure-1
Comaprison of coronary artery involved between
CMH Lahore and PIC patients
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were consecutively selected from CMH (Combined
Military Hospital) Lahore, a Military Hospital, and
PIC (Punjab institute of cardiology), a public Hospital.
Only those patients were taken who had a recent
myocardial infarction, within a time period of one
month. Angiography report with conclusive result was
the most essential criteria and all patients without it or
with disputed results were not included in this research.
Also all military personnel in PIC and all civilians
admitted in CMH were not included as well. There was
no age limit imposed. Both genders, male and female,
were included in this survey. The survey was
conducted with the help of a detailed questionnaire
which included the name of the patient, age, gender,
bed number, angiography result and occupation. The
questionnaire was completed with help of face to face
interviews after proper consent of the patient and any
family member available. Medical files of the patients
were also utilized as assistance. Any unwilling patient
was not included in the survey. Computer software
program SPSS version 12.0 was used for statistical
analysis of data. P value < 0.05 was considered
statistically significant.
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DISCUSSION
Acute myocardial infarction is usually caused by
rupture of unstable plaque and involves coronary
artery7. We found that single coronary artery was
involved in 55% of the patients but it differed in our
two groups. It was 72% in the civilian population in
contrast to 38% observed in military personnel. Burke
and Virmanni found, in autopsy examination of
patients who died of acute myocardial infarction that
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25-50% had multiple acute coronary thrombosis8. Our
study showed multiple acute coronary thrombosis
(TVCAD and DVCAD) in 45% of the total cases.
Similarly using coronary angiography Goldstein et al
found that many acute myocardial infarction patients
have multiple coronary plaques with overlying
thrombi9. These multiple thrombi are associated with
adverse outcomes10. Simultaneous formation of the
thrombi in two different coronary arteries is very rare11
and acute obstruction of the left main coronary artery
is not frequently encountered12. We documented
double vessel coronary disease which involves two
main arteries but did not specify it to left main trunk.
Individually left circumflex artery was involved in 0%
of the civilians in comparison to 16% of the military
personnel. This difference was statistically highly
significant (p=.003). Left anterior descending coronary
artery was the culprit artery in 64% of the civilians in
comparison to only 18% of the military personnel (P =
0.001). Left anterior descending coronary artery was
the major culprit in acute myocardial infarction as a
whole causing 41% of the total cases in both the
sectors combined. Right coronary artery was involved
in 8% of the civilians and 4% in military sectors with
no significance (p=.400). It caused minimum
myocardial infarction in both the sectors. On the other
hand acute myocardial infarction in young military
patients may have some characteristics that are
different from those in older patients and these vary in
different sectors of the society13. We observed multiple
arteries involved in 45% of patients.
Double vessel coronary artery disease was present in
2% in civilian population in comparison to 20% in
military setup. This difference was statistically
significant (p=.004).
There are few reports
demonstrating
multiple
arterial
involvements,
especially among the young people with acute
myocardial infarction14. According to AFMS Haque,
AR Siddiqui, SMM Rahman, et al 26.56% patients had
DVCAD and TVCAD was present among 20.31 %
patients15.According to another author triple vessel
coronary artery disease prevailed in 22.6%of the
patients with acute myocardial infarction16.We
observed Triple vessel involvement in 42% of the
military person in comparison to 26% in civilians and
34 % in the both sectors combined, being the second
commonest coronary artery disease as a whole. This
difference was not statistically significant (p>0.05).
Compared with civilian population military persons,
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for their service promotion might be reluctant to seek
medical intervention at an early stage of disease.
Civilians having no such promotion issues pertaining
to health are bound to seek medical intervention as
early as possible. We could not find any other reason
contributing to predominant involvement of multiple
vessels among the military hospital patients.
CONCLUSION
Coronary arteries involvement varies in different
sectors of the society. Military persons suffer from
multiple coronary artery involvement in their first
myocardial infarction (TVCAD and DVCAD) without
any reason. Left anterior descending coronary artery is
main culprit in civilian population suffering from acute
myocardial infarction and as whole in the community.
Left circumflex coronary artery is involved only in the
military personnel. Right coronary artery, individually,
causes minimum cases of acute myocardial infarction.
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EDITORIAL COMMENTS
It is an interesting study done by preventive
physicians. It is a good effort. However following
observation have been made.
1. Lesion of LAD were found to be more common
in civilians as compared to military personnel.
LAD lesion are known to be associated with
more severe decease.
2. TVCAD was found to be more common in
military personnel indicating more severe
disease in military personnel.
3. Lt. CX artery was found to be involved in
military personnel only but no civilians but when
describing TVCAD there were 26% civilians &
42% military personnel. This needs further
clarification or correction which may be
cardiology involved in Cardiography.
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