A case of severe Acute Myocardial Infarction
(complicated by Klebsiella Pneumonia)

managed Successfully using Pulsed Electro
Magnetic Field Energy (EM Pulse (solo) device)
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Mr. TER, aged59 yrs, is from an orthodox family,
BachelorCelibate eldestof sixsiblings,did not goto
work, dependanton his brothersand helpeddaily in
the SRIRAMANUJA EMPLEt SRIPERUMPUDUR
40 kmsfrom Chennaidowntown ¢ where his father
and family were hereditary Archakas(priests) He
had no previousillnessesof note ¢ normotensive
and non obese, not a diabetic or hypertensive On
01.09.2009 he experiencedsevere and unbearable
retrosternal pain with sweats and breathing
difficulty; went to a nearbyhospitalwhere ECGwvas
found to be PLUMBb h w a !(Hig€dl) and he was
sent home with some W LJA Aftér & Bour the pain
had not abated, but increasedprogressivelyand he
soughtmedicaladvicedescribinghis symptomsto a
Consultant Physician (D.K), who found the
description typically W/ I NRn ladvised him to
rushto the ICUINSt L & | &1&spit@l £hennai




While on the way, he was extremelyuncomfortable
and went to a medical practitioner, who took
another ECGand found this too Wt t dz¥ dNJv¢l
(Fig2), and gave him some sedationand he carried
on hisjourney (1 ¥2hrs)to ChennaiOnarrivalin the
ICUhe was distinctly ill with severechest pain and
sweats On admission PR 102mt, regular, BP
110/ 70mm Hg, O2 Sat94%, and ECGshowedearly
changes of acute myocardial infarction over
anterolateralleads(vide Tablel) (Fig3) Hewasgiven
Aspirin+ Clopidogrel Inj. Pantoprezolel.V., Oxygen, &+
V. Heparin and sedation and started on Pulsed
Electro Magnetic Field Energytherapy (using EM.
Pulse Solo) to the precordium He was not
thrombolysed Thechestpain graduallyabated, but
took 24 hoursto subsideto bearableleveland 36 hrs
to completelydisappear




Dr. Glen Gordon & His Wife with the EM Pulse Equipment.




Further ECG tracing showed typically evolving
myocardialinfarction involving Anterior, septal and
lateral wall extensivelyincludingthe LVapicalregion
(LADterritory) (vide Tablel) The CardiacEchostudy
done on 01.09.2009 showed severe hypokinesiaof
lower 2/3 of IVS,anterior wall and apexwith LVEF
36% (vide Tablell). Theblood investigationsshowed
elevated Cardiac Enzymes and other blood
parameterswere non-contributory (vide Lah Table)
On the 3 day after admissionhe developed high
temperature, Cough, Blood stained Phlegm and
Breathingdifficulty. A ChestX-ray showed Bilateral
Patchy Pneumonitiswith Left side worse than the
right lung; (In view of blood stained Sputum Inj.

Heparin and aspirin were_stopped) and he was
straightawaystarted on Inj. Pipercilli/ Tazobactum




which provedto be sensitiveto the organismgrown
from the sputum later (Klebsiellaspecies); perhaps
of nosocomialorigin! From then on he made a
remarkably smooth and uneventful recovery, {
became apyrexialwith no breathing difficulty and
was shifted out of the ICUon the 6" day. Theserial
ChestX-raysand Labprofiles may be viewed (Tables
Il & 1V). Duringthe entire stay, both in the ICUand
the room he was given PEMFE(EM Pulse solo
device)to the precordium continuously The other
drugs used were Tah Isosorbide Clopidogrel
Digoxin Frusemide Alprazolam and supportive
therapy.




He was ambulant and was able to attend to his
personal needs from the 6" day onwards He
experiencedabsolutely no chest pains from third
morningafter admission(viz 36 hrs)andrequiredno
medication Hehad no haemodynamior arrhythmic
crisesduring his stay.

He was discharged on 13.09.2009 fully
asymptomaticand ambulantwith Temp Normal, PR
80/mt, regular, BP 104 64mm Hg and was advised
rest at home with restricted activities He was
advisedto continueusingthe EM Pulse(solo)to the
precordium at home, continuously for the next 3
weeksandreport for review

The CardiacEcho Study done the day of discharge
showed very good improvementin the LV ejection
fraction (40%) ¢ (Tablell).



On 07.10.2009 he reported for review Hisrecovery
has been uneventful and remarkable His BP
12074mm Hg, PR 84/mt, regular, and
Cardiac/Respiratonstatus were normal on clinical
examination

The ECGnd Cardiacechodone on 07.10.2009 have {
shown very good improvement (vide respective
Tables) He is presently taking the following
medications

Generic/Brand Name Strength Dosage Schedule
Tab. Sorbitrate 10 mg THTHRY
Tab. Trimetazidine Di|35 mg 1+0+0
HCL - MR
Tab. Digoxin 0.25 mg %+0+0
Tab. Lasix 40 mg % +0+0 x 5/7 days
Tab. Ecosprin 75 mg 1+0+0
+ Vitamins + EM Pulse
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