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Table 10 Laboratory data on admission

Peripheral blood

Blood chemistry

WBC 11,980/ 1 | TP 6.7 g/dl
Neut 92.00% Alb 59.40%
Lymp 2.50% o1 4.00%

Eos 0% a2 13.00%
Baso 0% B 10.80%
Mono 5% Y 12.80%
Myeloblast 0.50% BUN 20 mg/dl

RBC 468 x 104/ 1l Cr 0.8 mg/dl

Hb 14.7 g/dl T-Bil 0.5 mg/dl

Pit 331x 104/ pl AST 26 U/I

ESRO 1h/2h0 33/57 mm ALT 40 U/1

Serology LDH 346 U/I

CRP 8.2 mg/dl CK 28 U/I

19G 702 mg/dl Na 140 mEg/I1

IgA 170 mg/dl K 35 mEqg/I

IgM 108 mg/dl Cl 98 mEq/I

IgE 124 1U/ml Arterial blood gast] Room air(]

ANA gooo pH 7428

RF 0 111u/ml PaCO: 418 torr

RAHA O 40 titer PaO: 61.7 torr

PR3-ANCA 0 10EU Sa02 92.50%

MPO-ANCA 0 10 EU Pulmonary function test

Type II collagen-Ab O 5UNIT VCO %VvCO 1,940 mi 54.3%0

Type IV collagen-Ab 120 ng/ml FVCO %FVvCO 1,520 ml 42.6%0

FEV1d1 % FEV100
FEV10%
PEFRO %PEFRO

410 mid 14.0%0
27%
610 ml/sec 7.4%0

Table 200 Diagnostic criteria of relapsing polychondritis, by McAdam and Damiani

McAdam'’s diagnostic criteria

[ three or more criteria are present together with histologic confirmation(]

10 recurrent chondritis of both auricules
200 nonerosive inflammatory polyarthritis
30 chondritis of nasal cartilages

40 inflammation of ocular structures including conjunctivitis, keratitis, scleritis/episcleritis and/or uveitis

50 chondritis of the respiratory tract involving laryngeal and/or tracheal cartilages
601 cochlear and/or vestibular damage manifest by neurosensory hearling loss, tinnitus, and/or vertigo

Damiani’s diagnostic criteria

10 three or more of McAdam'’s signs
histologic confirmation not necessary

20 one or more of McAdam’s signs with positive histologic confirmation

30 involvement of two or more separate anatomic locations with to steroids and/or dapsone
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Fig. 1 Spirogram on admission, showing a notch in the
expiratory curve.
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Fig.2 Chest radiograph on admission, showing nar-
rowing of the central airways.
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Fig. 3 H-E staining of tracheostomy specimen showing
degenerative cartilage with replacement of collagen

"

fibers. The cartilage shows partial endochondral ossi-
fication.
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Fig.4 Chest CT scans at full expiration] alJand at full inspiration] bOwithout bilevel PAP, showing severe

anteroposterior narrowing of both main bronchi.

CT scans at full expiration with 10 cm H.O EPAPO cO and at full inspiration with 15 cm H.O IPAPO d[J
showing improvement of narrowing of the central airways. The anteroposterior diameter of both main
bronchi at full expiration with 10 cm H.O EPAP were approximately the same as that at full inspiration

without bilevel PAP
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Abstract

A case of relapsing polychondritis successfully assessed for airway diameters
under application of bi-level positive airway pressurel Bilevel PAPO

Masashi Komori*, Hiromasa Inoue™, Tomomi Ikegami*, Naoki Hamada",
Hiroshi Koto™, Koichiro Matsumoto”, Syuji Sakai”, Syuichi Hashimoto™,
Nobuyuki Hara" and Yoichi Nakanishi™
"Research Institute for Diseases of the Chest, *Department of Radiology,
*Department of Pathology, Graduate School of Medicine, Kyushu University
3-1-1 Maidashi, Higashi-ku, Fukuoka 812-8582, Japan

A 52-year-old man was admitted to our department because of hypercapnic respiratory failure. His illness had
begun with scleritis 5 years before, followed by swelling of the fingers and auricular cartilages and saddle nose 3
years before, when a clinical diagnosis of relapsing polychondritis was made. His chest CT after intubation re-
vealed diffuse airway narrowing with complete collapse of both main bronchi on expiration. Though his clinical
status was stabilized after initiation of mechanical ventilation and pulse-dose corticosteroid treatment, he was dif-
ficult to wean from the ventilator with a conventional on-off trial. We therefore assessed the diameters of the cen-
tral airways using dynamic CT under application of bilevel PAP, which confirmed an improvement in airway
patency. He was then successfully weaned from artificial ventilation using bilevel PAP, initially through tracheot-
omy and subsequently via a nasal mask. To our knowledge, this is the first report that confirms the advantage of
bilevel PAP objectively for a patient with labile airways.



