LETTERS TO THE EDITOR

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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any sign of end-organ damage and that treatment of “hypertension” was making her severely symptomatic
(several
episodes of syncope) led to the belief that she had pseudohypertension.
I do not have a ready explanation
for this
phenomenon.
However, I think the problem may be in the
quality of the Korotkoff sound, which was so soft in this
patient that the observer would think that it had disappeared
while in reality it might have been continuing as an almost
inaudible sound. However, many persons from many different clinics and hospitals obtained consistently high blood
pressure readings in this patient. It cannot, therefore, be
dismissed as a common, casual recording error. Closer
review of the past studies [5-71 performed to compare
simultaneous direct and indirect blood pressure measurements shows that such discrepancies
were found more
commonly than traditionally
believed, even in young pa‘tients. In a group of eight patients with a mean age of 48
years who were receiving treatment for hypertension, Little
et al [6] observed a discrepancy of 30 mm Hg in mean
arterial pressure between direct and indirect measurements.
I propose that if a patient has no evidence of end-organ
damage despite severe hypertension
for a long period, it
would be worthwhile to measure direct intra-arterial
pressure in these patients. Although the procedure is moderately invasive [8], the risk of using potentially hazardous drugs
for many years definitely outweighs the small risk involved
in intra-arterial cannulation.

and headache, and was reported to have at least six syncopal episodes.
At the time of my first encounter with the patient, she
was taking captopril(lO0
mg three times a day), long-acting
propranolol (80 mg a day), and Dyazide (one tablet a day).
Her blood pressure readings during three clinic visits, one
month apart, were in the range of 160 to 200/l 10 to 125
mm Hg. Readings in the left arm were usually 10 to I5 mm
Hg higher than in the right arm. She was five-feet, fourinches tall and weighed 126 pounds. There was no bruit
over the neck. Blood pressure in the thigh was 180/120 mm
Hg. Auscultation of the heart showed normal heart sounds
without any gallop. Examination of the fundus showed normal retinas. There was no arteriolar thickening, kinking,
exudate, or hemorrhage.
The electrocardiogram
was normal without any sign of left ventricular hypertrophy. Levels
of serum urea nitrogen, creatinine, and electrolytes were
normal, and result of routine urinalysis was also normal.
The patient did not have any sign of premature atherosclerosis of her arteries, and Osler’s sign was negative. Radiography of her arms did not show any calcification
of the
brachial arteries.
She was admitted to the medical intensive care unit, and
a 19-gauge intra-arterial
catheter was placed in the left
radial artery and connected through a Cobe transducer to a
Hewlett-Packard
monitor, calibrated against a mercury manometer. A surprising finding was a blood pressure reading
of only 130170 mm Hg on the monitor. The blood pressure
reading in the left arm by sphygmomanometer
at this time
was 170/105 mm Hg. The patient was monitored for 24
hours while administration
of all hypertensive
drugs was
discontinued. The intra-arterial
readings continued to be in
the normal range of 120 to 130/60 to 70 mm Hg. Sphygmomanometric readings during this period were 160 to 190/
100 to 115 mm Hg. The patient’s antihypertensive
drugs
were discontinued. Subsequent follow-up visits in the clinic
over the next six months showed that indirect blood pressure readings remained elevated as before. However, she
was feeling much better overall. She did not have any more
syncopal episodes, headaches, or malaise, and she was
finally able to obtain full-time employment.
Although pseudohypertension
is common in elderly persons [2,3], it has not been reported in younger persons.
The patient described herein did not have stiffening of the
wall of the radial artery (negative Osler maneuver). Unlike
the patient described by Taguchi and Suwangool [I], she
did not have MGnckeberg’s arteriosclerosis.
As far as could
be told, there was no mechanical
problem with the intraarterial reading. The monitor was calibrated, and another
patient’s pressure recorded on the same monitor gave a
normal reading. Also, the fact that the patient did not have
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CORRESPONDENCE
FAILURE OF WARFARIN IN TREATMENT
CALCINOSIS
UNIVERSALIS

OF

in dermatomyositis
and scleroderma
with low-dose warfarin. The authors emphasized that patients receiving 1 mg
per day of warfarin had decreased extra-skeletal uptake on
technetium 99m-diphosphonate
whole-body nuclear scanning and decreased gamma-carboxyglutamic
acid urinary
concentration.
They claimed that such a treatment could be

To the Editor:
We read with interest the report of Berger et al (Am J Med
1987; 83: 72-78) on the treament of calcinosis universalis
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