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in causing the lung necrosis [ 1,2]. We report herein an
unusual case of a community-acquired
bacteremic
pneumococcal lung abscess.
A 61-year-old
diabetic woman, with a 1 IO pack-year
smoking history, was admitted with cough productive of
green odorless sputum, right subscapular pain, and chills.
Her temperature was 98.2’F. Chest examination disclosed
dullness to percussion and rales over the right posterior
mid-lung field. The chest radiograph (Figure 1) revealed a
large abscess with an air-fluid level in the posterior segment of the right upper lobe as well as bulging of the major
fissure. The leukocyte count was 25,700/mm3
with 77
percent neutrophils,
10 percent band forms, 2 percent
metamyelocytes,
7 percent lymphocytes,
and 4 percent
monocytes. Gram-positive diplococci and neutrophils were
seen on Gram stain of the sputum. Results of blood cultures
were positive for Streptococcus
pneumoniae. There was a
normal reaction to skin testing with Candida antigen and
none to tuberculin.
Initial therapy, consisting of intravenous erythromycin 2 g
per day, resulted in clinical improvement and a reduction in
leukocyte count. However, the chest radiograph continued
to show a large abscess with a better-defined
air-fluid level
(Figure 2). Clindamycin was added for three days and then
discontinued. Because a cavitary lung cancer was suspected, bronchoscopy
and transbronchial
biopsies were performed on the 10th day.
Inflammatory endobronchial
changes were seen in the
posterior segment of the right upper lobe. Biopsy specimens of the abscess wall revealed an organizing pneumonia and medial hypertrophy of pulmonary arteries. No infectious organisms were identified by tissue Gram stain of the
lung specimen or by acid-fast stains of bronchial washings.
Erythromycin
was discontinued
on the 11th day and the
patient was discharged. A chest radiograph two months
later revealed almost complete clearing. Treatment with
isoniazid and rifampin was subsequently
begun, when it
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time to be suppressed to the hypogonadotropic
range in the
anorectic condition.
Fear of obesity may be one of the causes of anorexia.
Treatment with estrogen has also been considered to contribute to the onset of anorexia nervosa in these cases [I].
Ovariectomy is reported to increase appetite and is known
to decrease the opioid peptide dynorphin [3], which has
some influences on eating behavior. A case of anorexia
nervosa with Turner’s syndrome treated with low doses of
estrogen has never been reported previously.
The present case demonstrates that elevated gonadotropin levels of the patient with gonadal dysgenesis were
reduced below the normal limits in prepubertal girls during
the anorectic period and also suggests the possibility that
very small doses of estrogen may contribute to the onset of
anorexia nervosa associated with Turner’s syndrome.
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ABSCESS

To the Editor:
Although abscess formation has been reported in association with pneumococcal
pneumonia, controversy remains
over the role played by superinfection
with other pathogens

Figure 1. Chest radiograph shows large abscess in posterior segment of right upper lobe.
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radiography
returned to near-normal
prior to addition of
antituberculous
agents; lung necrosis does not occur with
primary tuberculosis
until the time of skin test conversion
[8]. The possibility, however, that coincident pneumococcal and primary tuberculosis infections provided the conditions necessary for abscess formation cannot be excluded.
In summary, our case is an unusual manifestation
of
pneumococcal
infection, presenting as a lung abscess and
responding rapidly to erythromycin therapy.
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Figure 2. Lateral chest radiograph
after radiograph in Figure I shows
level, and bulging of major fissure.
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obtained four days
well-defined
air-fluid

was learned that Mycobacterium
tuberculosis
had been
recovered from the bronchial washings. There was a significant reaction on repeat tuberculin skin testing.
Lung cavitation rarely occurs with pneumococcal
infection. Whether or not S. pneumoniae
alone causes lung
necrosis is controversial
[ 1,2]. That coexistent or subsequent infection with other organisms was responsible for
abscess formation in previously reported cases is suggested by the following: cavitation, not present at the time of
diagnosis, developed after the initiation of antibiotic therapy
[3-71; in some cases the illness appeared to be biphasic,
with initial clinical improvement
followed by deterioration
[3,4]; putrid pulmonary secretions were present in some,
suggesting the presence of anaerobic organisms
[1,7];
resolution in some occurred only after the addition of antibiotics active against anaerobic or gram-negative
bacteria
[ 1,3,4]; finally, when investigations
for other organisms
were carried out with optimal culture techniques, anaerobic
and gram-negative
bacteria sometimes
were identified

PSEUDOHYPERTENSION IN A YOUNG WOMAN
To the Editor:
In elderly patients who have significant stiffening of the
walls of their arteries due to atherosclerosis,
indirect blood
pressure obtained by sphygmomanometry
may be much
higher than direct intra-arterial
values [l-4].
This kind of
pseudohypertension,
although fairly common in elderly persons [2,3], has not been reported in younger patients.
Described herein is a 30-year-old
female patient without
evident atherosclerosis,
whose systolic and diastolic blood
pressure
by regular sphygmomanometric
method was
about 30 mm Hg higher than the direct intra-arterial
measurement.
A 30-year-old
white woman was first found to have
hypertension 10 years ago, and drug therapy was instituted
five years ago. Because of poor control of blood pressure,
extensive workup for a secondary cause of hypertension
was performed and all of the test results were negative.
Different combinations
of triple antihypertensive
drug therapy were tried without achieving the goal of normalizing the
blood pressure. During this time, she had malaise, nausea,

[1,41.
Our case is unusual because the abscess was present on
the initial chest radiograph and clinical improvement
was
rapid and sustained. If anaerobic or gram-negative
bacteria
‘had been involved, resolution would have been unlikely with
the aforementioned
antimicrobial
regimen. Furthermore,
tissue Gram stain of the lung biopsy specimen revealed no
bacteria. Although M. tuberculosis
was cultured from the
bronchial washings, this organism was an unlikely cause of
the abscess for the following reasons: findings on chest
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