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A Case of Subarachnoid Hemorrhage Associated with Reversible
Midsystolie Click Sound

Masanobu SAMUKAWA, Makoto TANIGUCHI*, Jun TANABE#*,
Atsuko HIGO** | Takehiko KATO*, Shoso NEZUO
and Toshitami SAWAYAMA

We describe a 49-year-old female who presented with a reversible midsystolic
click in the acute phase of subarachnoid hemorrhage. This patient was admitted
because of subarachnoid hemorrhage. On admission, a midsystolic click was heard
at the cardiac apex. An electrocardiogram showed ST-segment elevation in many
leads suggesting transmural myocardial injury. An echocardiogram disclosed severe
hypokinesis of the left ventricular wall including the papillary muscle. This im-
proved on the seventh day of admission, and the midsystolic click disappeared
simultaneously . It was, therefore, suggested that the click was due to papillary
muscle dysfunction, and that a reversible midsystolic click might be heard not only
in ischemic heart disease, but also in left ventricular asynergy due to subarachnoid
hemorrhage. (Accepted on March 25, 1998) Kawasaki Ipakkaishi 23(4) @ 265— 270, 1997
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Fig. 1. Electrocardiogram shows ST-segment ele-
vation in many leads,
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Fig. 2. Phonocardiogram recorded at apex.
A On admission, midsystolic click is recorded (arrow)
B : On seventh day, midsystolic click was disappeared.
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Fig. 3A. : Echocardiogram on admission, demonstrates wall motion
abnormalities of the left ventricle including papillary muscle.
{arrow)

Upper : M-mode echocardiogram
Bottm : Two-dimensional echocardiogram
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Fig. 3B. M-mode echocardiogram recorded at seventh day.
The left ventricular wall motion is normalized.
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Clinical course of the patient
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