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Fig. 1 A. Chest radiograph on admission showing con-
solidations in the right middle and lower lung fields.
B. Computed tomography on admission showing ob-
structive pneumonia in the right middle lobe.

Fig. 2 A. Chest tomogram (1994) showing stenosis of
the trachea from vocal cord to carina. B. Multiplanar
reconstruction (2004) also showing stenosis of the tra-
chea from vocal cord to carina.

Fig. 3 Virtual bronchoscopy and 3D-CT (2004) show-
ing stenosis of the trachea and bilateral main
bronchus.
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Fig. 4 A. Chest radiograph on admission showing con-

solidations in the right lower lung field. B. Computed
tomography showing consolidations in the right S6.
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Fig. 5 3D-CT (2006) showing stenosis of the trachea
and bilateral main bronchus.
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Abstract

The efficacy of three-dimensional computed tomography for evaluating airway tract involvement
in patients with relapsing polychondritis

Maiko Watanabe"?, Tomoyo Osawa?, Taio Naniwa?, Sadakazu Torii", Hiroshi Sanji”,
Shigemitsu Ninomiya" and Takeo Yoshinouchi”
YDepartment of Internal Medicine, Toyokawa City Hospital
?Department of Rheumatology, Nagoya City University of Medicine

The airway tract involvement is known to be one of the most important prognostic factors in patients with
relapsing polychondritis (RP). Sequential evaluations of airway tract involvements are necessary, however, the in-
sertion of flexible bronchoscope into the affected airway tract may exacerbate their airway tract stenosis. Three-
dimensional computed tomography (3D-CT) showed stenosis of the trachea and bilateral main bronchi in 2 pa-
tients with RP. 3D-CT is an effective non-invasive method for evaluating airway tract involvement in RP.



