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Abstract-Rhinolith is a calcareous concretion resulting from mineralization and encrustation of an endogenous or 

exogenous nidus in the nose. This rare clinical entity could be the result of a previous introduction of a foreign body into 

the nasal cavity. Rhinolith is rarely seen by the clinical practitioner.  We report a case of rhinolith in a young healthy 

lady who presented with epistaxis and highlight the clinical presentation and management of this case. The history of 

foreign body insertion may be overlooked in such cases. Presence of grittiness on endoscopic probing aid in establishing 

the diagnosis. Early referral from primary care centre to ENT can avoid misdiagnosis and further complications as 

removal of the rhinolith is the ultimate treatment. 
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I. INTRODUCTION 

Rhinolith is a calcareous concretion resulting from 

mineralization and encrustation of an endogenous or 

exogenous nidus in the nose. It is a rare clinical entity which 

could have resulted from the introduction of foreign body 

into the nasal cavity previously. Nowadays, rhinolith is 

rarely diagnosed and often forgotten by the clinician. The 

diagnosis is made based on thorough history and complete 

nasal examination. Imaging such as Computed Tomography 

(CT) scan may aid to delineate the size and site of foreign 

body, detection of sinus involvement, and provide guidance 

for the surgical approach. 

 

II. CASE 

We report a healthy young lady who presented to us with 

a  complaint of recurrent epistaxis, progressive left sided 

nasal block, rhinorrhoea and left facial pain for past two 

years. She denied any history of frequent sneezing, nasal 

itchiness, cacosmia or any smell disturbance. She was not 

aware of any previous foreign body insertion and denied any 

history of trauma.  

Clinically, cold spatula test showed reduced misting in the 

left nasal cavity. Upon nasoendoscopic examination it was 

noted that there was  an irregular granulation tissue on the 

floor of the left nasal cavity, which initially looked like a 

benign growth. However, on palpation and probing of the 



MJoSHT 2021, Volume 7, Special Issue on Clinical Scenarios In Medicine, A Malaysian Experience.  

eISSN: 2601-0003                                                                                                                                                                                                  
41 

granulation tissue using Jobson Horn forcep revealed a hard 

griity mass which was covered by mucopurulent secretions 

(Figure 1). Fossa of Rossenmuller (FOR) were patent 

bilaterally. There were no polyps in the bilateral osteomeatal 

complex (OMC) and oral examination was unremarkable. 

An impression of left rhinolith was diagnosed clinically. A 

radiological imaging was not indicated in this case in view 

that it was a localized lesion in the nasal cavity and we were 

able to visualise the  entire lesion during nasoendoscopy. 

Examination under general anesthesia and removal of the 

rhinolith was performed endoscopically. Intraoperative 

findings showed a rhinolith covered with granulation tissue. 

The surrounding mucosa appeared granular over the left 

septum, inferior turbinate, floor of the nasal cavity and the 

posterior end of middle turbinate (Figure 1). The rhinolith 

was broken into pieces and removed via the nostril. Due to 

limited access,  some parts of the rhinolith were pushed 

posteriorly and removed via the oropharynx . 

The patient was prescribed amoxicillin with clavulanic 

acid and oxymetazoline nasal spray to decongest her nose. 

She was discharged well with no report of residual 

complaints during the subsequent follow up. 

 

 

 
 
Fig. 1 The rhinolith which was covered by granulation tissue in the left 

nostril (orange arrow) NS: Nasal septum. NC: Nasal cavity. IT: inferior 

turbinate. 

   

III. DISCUSSION 

Rhinolithiasis was derived from the Greek words “rhino” 

meaning nose and “lithos” meaning stone. The first well 

documented case of rhinolith was reported by Bartholin in 

1654. It is a calcareous concretion resulting from 

mineralization and encrustation of an endogenous or 

exogenous foreign body in the nasal cavity. It is brown or 

gray in colour, with a rough surface, irregular in shape and 

friable [1]. Foreign body commonly introduced into the 

nasal cavity intentionally since childhood or accidentally 

entered the nasal cavity via posterior choanae as a result of 

vomit or cough. Examples of exogenous foreign body that 

had been reported include beads, cotton wool, fruit seeds, 

stone, plastic parts, insects, glass, wood and nasal packing 

material. The endogenous causes can be dried secretions, 

desiccated formed blood clots, tooth fragments and bony 

sequestra[2]-[3]. Common detected age groups are teenagers 

and young adults, and predominantly occur among females 

[3].  

The pathogenesis of rhinolith still remain unclear. The 

nasal foreign body once left in-situ will act as a nidus for 

encrustation. Its triggers a local chronic inflammatory 

reaction leading to accretion of 90% inorganic material such 

as calcium phosphate, calcium carbonate and magnesium 

phosphate in addition to the rest 10% of organic substances 

(glutamic acid and glycine) causing mechanical obstruction, 

promoted by the presence of turbulent air flow in the nasal 

cavity, which lead to the rhinolith gradually increasing in 

size till the symptoms occur and become noticeable by 

patients. [2]-[4].  

The presenting symptoms may vary depending on the 

size and localization of the rhinolith in the nasal cavity. 

Progressive unilateral nasal discharge (purulent and foul 

smelling) with or without epistaxis with unilateral nasal 

blockage and cacosmia has been the most frequent 

symptoms. Less commonly, patients may complain of 

crusting, headache, facial pain, epiphora or pain 

mimicking as toothache. In some cases, rhinolith is an 

incidental discovery during routine examination or radiology 

test (incidental findings of rhinolith in CT scan, for example 

of minor head injury patient or dental patient)[5].  Possible 

complications of rhinolith include septal perforation, palatal 

perforation, sinusitis, fistula tract formation, recurrent otitis 

media and recurrent dacryocystitis. It occurs as a result from 

local irritation or pressure effect of rhinolith on the 

surrounding structures [6]. Fortunately, there were no 

complications in this case.  

Examination should include anterior rhinoscopy and 

rigid nasoendoscopy. Rhinoliths are usually unilateral, 

located halfway between the anterior and posterior nares on 

the floor of the nasal cavity in between the inferior concha 

and nasal septum [7]. Upon probing the lesion, it will reveal 

a hard stony mass with gritty sensation. Kharoubi and 

Chetan et al both reported rare cases of bilateral rhinoliths. 

[3],[8]. These were probably due to long standing huge 

rhinoliths which eroded the nasal septum thus presenting as 

bilateral. Some cases of rhinolith were found in unusual sites 

such as in the nasopharynx and FOR [9]-[10].  

Additional investigation can be perfomed to support the 

diagnosis which include plain x-ray. However, CT scan of 

paranasal sinuses (PNS) has the added advantage as it can 

delineate the size, site of foreign body, detect co-existing 

sinus involvement and provide guidance for the surgical 

approach. Typical CT scan finding show high-density lesion 

with central translucency which may represent foreign-body 

nidus [1]. Although the diagnosis of rhinolithiasis/rhinolith 

is mainly clinical, pathological conditions such as nasal 

polyps, massive granulation tissue and severe deviated nasal 

septum may hide the existence of the rhinolith. Therefore, in 

cases of diagnostic dilemma, massive rhinolithiasis or when 

a complication is suspected, further imaging such as CT PNS 

should be considered [1],[3]. Differential diagnoses for 

rhinolith include calcified nasal polyps, calcifying 

angiofibroma, hemangioma, osteoma, odontoma, impacted 

teeth, dermoid, chondrosarcoma, chondroma, osteosarcoma 

and tuberculous or syphilitic calcification [3]-[4]. However, 

a thorough history, physical examination and investigation 

may aid in establishing the diagnosis of  rhinolithiasis and 

rule out other differential diagnoses based on clinical 

findings.  
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The mainstay of treatment for this disease is removal of 

the rhinolith which can be done under local or general 

anesthesia. The removal of the rhinolith will be performed 

under general anesthesia in the following situations: 

 

• peadiatric patient, patient with mental retardation and 

those who are not cooperative during the procedure. 

• huge size of rhinolith and the site where it is located 

posteriorly with limited access.  

The surgical approach depend on the size of the rhinolith. 

Small rhinolith can be delivered trans-nasally with 

endoscopic guidance, whereas a large rhinolith can either be 

removed in piecemeal, alar release or lateral rhinotomy 

approach [1],[3]. Some of the literatures advocate pushing 

the rhinolith posteriorly as it was easier than delivering it 

anteriorly [2]. Post surgical removal follow-up is important 

to monitor the patient’s progress and to rule out possible 

complications.  Chetan et al reported a patient who had giant 

rhinolith developed post-operative complication of atrophic 

rhinitis  and two patients developed septal perforations 

observed during follow up [3].  

IV. CONCLUSION 

Although the occurrence of rhinolith is relatively rare, 

general practitioners, other physicians and 

otorhinolaryngologist should raise high suspicion in a patient 

who complains of progressive unilateral nasal blockage, 

ipsilateral fetid rhinorrhoea, recurrent epistaxis with or 

without a history of nasal foreign body insertion, especially 

in young patients. Presence of grittiness on endoscopic 

probing aid in establishing the diagnosis may avoid 

unnecessary CT scan. Early referral from primary care 

center to ORL can avoid misdiagnosis and further 

complications, as removal of the rhinolith is the ultimate 

treatment. 
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