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A Case of Relapsing Polychondritis

Hong-Shik Choi, M.D., Hyun Jun Kim, M.D.,
Jun Ho Park, M.D., Jin Young Kim, M.D.

Department of Otorhinolaryngology, The Institute of Logopedics and Phoniatrics,
Yonsei University College of Medicine, Seoul, Korea

Relapsing polychondritis is an uncommon disorder of unknown etiology. That involves
multisystem characterized by recurrent inflammation, degenerative change of multiple cartlaginous
structures. The most common clinical manifestation is an auricular chondritis. Other involving
systems are joint, nose, cye, larynx, trachea, aorta, heart and kidney. A 26-year-old man who
complained of hoarseness and sore throat was referred to the ENT department from internal
medicine department. On initial video-laryngoscopic and radiologic examination, there was no
abnormal finding. Treatment with high doses of corticosteroid and methotrexate was not
effective. Symptoms were aggrevated with dyspnea. Three months later, on video-laryngoscopic
examination, bilateral cord fixation with swelling was noted. The radiologic finding showed
subglottic stenosis due to collapse of anterior wall of cricoid cartilage. The condition was
managed with tracheotomy. We report a case of relapsing polychondritis involving larynx and
trachea with bilateral vocal cord palsy which was managed with tracheotomy.

KEY WORDS : Relapsing polychondritis - Larynx - Vocal cord palsy - Tracheotomy.
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Fig. 1. Saddle nose deformity(arrow head) from chondritis
and collapse of cartilage.
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Fig. 2. Deformity of auricular cartilage(Chondritis of the left
ear with swelling edema).
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Fig. 3. Initial lateral plain radiograph of neck showing no
abnormality.

Fig. 5. Three months later, lateral plain radiograph of neck,
Fig. 4. Mild inflammatory cell infiltration under epithelium. subglottic stenosis(arrow head) was noted.
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Table 1. Proposed diagnostic criteria for relapsing poly-
chondritistMcAdam, Luxenberg)

1)} Recurrent chondritis of both auricles

2) Nonerosive inflammatory polyarthritis

3) Chondritis of nasal cartilage

4) Ocular inflammation including conjuntivitis, ker-
ititis, scleritis/epischeritis, and/or uveitis

5) Chondritis of respiratory tract involving laryngeal
andfor tracheal cartilage

6) Cochlear and/or vestibular damage manifested by
neurosensory hearing loss, tinnitus, and/or vertigo
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