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DISCUSSION
Ocular manifestations of relapsing 
polychondritis are found in about 20% of 
patients at presentation. Ultimately it will 
occur in 60% of patients. It can manifest 
as episcleritis, scleritis,”salmon patch” 
conjunctival lesion and proptosis. Its clinical 
presentation and imaging findings may 
mimic local infection but will not present 
with positive culture or respond to antibiotic. 
History of other cartilage involvement such 
as nose, ear was typical. Prednisone is 
currently the mainstay of treatment.

INTRODUCTION 
Relapsing polychondritis (RPC) is a rare immune-mediated disease of cartilaginous tissue. It has estimated 3.5 per million 
per year in the US. Typically the ears, nose, joints, and respiratory tract are most commonly involved. This case present a 
unique presentation of RPC.

CASE REPORT 
A 50 year-old male high school teacher with history of hypertension, hyperlipidemia, and recurrent sinus infections presented 
to the ER with a two-day history of a painful, swollen and red left eye. There was a watery discharge.  His recent history was 
notable in that for the prior 6 month he experienced periodic fevers associated with a painful red, and swollen nose. The 
patient was seen initially at urgent care and given the diagnosis of “red eye”.  He was started on oral antibiotic and steroid 
eye drops, but failed to improve. By the time he came to the ER, he complained of photophobia, chills, and dysphagia. He 
denied dry eye, dry mouth, epistaxis, sore throat, arthralgia, or skin rash. 

His physical exam was notable for a red and swollen left eye with mild proptosis. Eye movements were painful. Laboratory 
results were significant for a WBC count of 11.2 with 80% PMNs, and an ESR of 73 mm/hr. CMP and UA were normal. 
CT without contrast suggested left peri-orbital cellulitis and intravenous antibiotics were started. However after two days 
the patient failed to improve. Inflammation progressed to the other eye. Despite this, blood and eye discharge cultures 
were negative. Serologies including ANA and RF were found negative. At this point a condition of diffuse inflammation was 
entertained and the patient was started empirically on intravenous steroids. He rapidly improved over 48hrs and became 
asymptomatic. Hence given the response and clinical presentation, diagnosis of relapsing polychondritis was made. He was 
discharged on a tapering dose of prednisone. In following visits with rheumatology he developed ear manifestations in a 
pattern typical of RPC. These episodes were well controlled on steroids.
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FIGURE 3: CT facio- maxilla - Mild left peri-orbital and pre-septal soft tissue swelling consistent with peri-orbital cellulitis.

FIGURE 2: Inflammation of the cartilagenous part of ear sparing the lobule.

FIGURE 1:  Conjunctival injection with prominence of superficial blood vessels.


