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showed dense consolidation in the left upper lobe.
Sputum samples showed numerous acid-fast rods on
smear. He was started on rifampicin, isoniazid,
pyrazinamide and streptomycin. Seven days later his
chest X-ray showed a left upper lobe cavity 3 cm in
diameter containing a dense central opacity. This
enlarged to a maximum size of 4 cm at 10 days and
subsequently resolved over 3 months. Because of the
rapid appearance of cavitation, a bronchoscopy was
performed which showed purulent secretions draining
from the left upper lobe with underlying erythematous
bronchial mucosa. Bronchoalveolar lavage showed
numerous acid-fast bacilli, no P. carinii, fungi or neoplas-
tic cells. Cultures grew no pathogens other than fully
sensitive M. tuberculosis.
The radiological pattern of pulmonary tuberculosis is

often atypical in AIDS patients. Hilar or mediastinal
lymphadenopathy and localized pulmonary infiltrates in
the middle or lower lung fields are the most common
features,2 while pulmonary cavitation is infrequent.3'4
Cavitation may occur due to P. carinii and can mimic TB
with the rapid appearance of single or multiple cavities.5
Although Klebsiella sp., Nocardia, Cryptococcus neofor-
mans, and Mycobacterium avium-intracellulare can also
cause pulmonary cavitation in HIV patients, M. tuber-
culosis alone can cause very rapidly progressive pul-
monary cavitation in patients with HIV infection.
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Pseudogout associated with thyrotoxicosis

Sir,
Pseudogout is a frequent cause of arthritis in the elderly
and is characterized by calcium pyrophosphate dihydrate
(CPPD) crystals in the joint fluid and chondrocalcinosis.

We describe a case of acute pseudogout associated with
thyrotoxicosis.
An 89 year old woman was admitted with abdominal

pain and vomiting of4 days duration. She had lost 7 kg in
weight over 1 year and was in atrial fibrillation. There
were no other clinical features of thyrotoxicosis. The
abdomen was distended and the rectum loaded with
faeces. A diagnosis of faecal impaction was made. She
responded to treatment with enemas and laxatives, but 3
days later she developed a swollen tender hot right knee
and a temperature of 37.8°C. A total of 60 ml of cloudy
fluid was aspirated and she responded to treatment with
non-steroidal drugs. The synovial fluid aspirate contained
large numbers of calcium pyrophosphate crystals. An
X-ray of the right knee showed chondrocalcinosis. The
serum calcium level was normal. Thyrotoxicosis was
confirmed biochemically and she was then referred on for
radioactive iodine treatment.
The association of pseudogout with hypothyroidism is

well recognized. Alexander et al. found 10% of their
CPPD study patients to be hypothyroid.' However, there
is no recorded case of pseudogout associated with
thyrotoxicosis. Hypothyroid patients with previously
asymptomatic CPPD crystal deposition often have a
flare-up of arthritis when thyroid medication is started.2
Thyroxine thus probably has some role in precipitating
acute crystal deposition, the mechanism being unknown.
Hence the association of thyrotoxicosis in our patient
with pseudogout may be more than casual.
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Morphine and severe dryness of the lips

Sir,
Dryness of the mouth is not generally recognized as a side
effect of morphine,"2 but clinical experience suggests that
it is a common complaint when used in patients with
cancer.3 The mechanism for this effect is unclear. We
report a case ofdryness of the lips accompanied by severe
pain after intravenous administration of morphine, and
suggest possible pathophysiological mechanisms.
A 60 year old man presented with acute myocardial

infarction with no complications. The patient received
5 mg morphine intravenously for the chest pain. No other
drugs were given. A few minutes later, gradual relief of his
chest pain began accompanied by a complaint of progres-
sive dryness of the lips which shortly became very dry and
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