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INTRODUCTION  
Lymphoid tissue located between the palate-glossal fold 

(anterior tonsillar pillar) and the palate-pharyngeal fold 

(posterior tonsillar pillar) forms the palatine tonsil.
[1]

 

Tonsilloliths or calculi of the tonsil are aggregates of 

varying size and consistency which develop in the crypts 

of the palatine tonsil or around it.
[2]

   

 

Tonsillar calcification, tonsil stones or tonsilloliths are 

common incidental imaging findings and may be 

encountered on routine sectioning of gross specimens of 

tonsils; however, large tonsillar concretions are relatively 

uncommon, occurring much less often. Tonsillolith 

usually occur in adults and are relatively rare in 

children.
[3]

 We report a case of large tonsillolith in left 

palatine tonsil in 27 year-old patient.  

 

CASE REPORT 

A 27-year-old female presented with a history of pain 

while swallowing in the left side throat and foul breath 

since 2 months and foreign body sensation in same 

region since one month. Pain was mild aggravates on 

chewing and swallowing. Her past medical history was 

noncontributory. There was no history of recurrent fever, 

bleeding from oral cavity, and change in voice, vomiting, 

dyspnoea and neck swelling.  

 

Intra oral examination (Fig 1) revealed, a large yellowish 

mass protruding from the left tonsillar area ulcerating 

overlying mucosa mimicking foreign body. On 

palpation, the mass was hard in consistency with 

granular surface and it was tender. Depending on the 

history and clinical examination a diagnosis of 

tonsillolith was made. The mass was mobile n protruding 

from ulcerated overlying oral mucosa it easily got 

removed with help of twizer.  The mass measured 

1x0.5x0.5 cm, was yellowish in color and had a rough, 

granular surface (Fig. 2).  Patient was prescribed a course 

of antibiotic (Cap: Amoxiciline 500 mg ten capsules 

twice daily), analgesic (Tab: diclomol ten tablet twice 

daily) for 5 days along with betadine mouth wash.   
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ABSTRACT 

Tonsillolith also known as tonsil stones or tonsillar calculi are clusters of calcified material that form in the crypts 

of palatine tonsils. They are usually single and unilateral, but occasionally may be multiple or bilateral. 

Tonsilloliths are rare calcified concretions that develop in tonsillar crypts within the substance of the tonsil or 

around it. Large tonsilloliths can mimic many conditions including abscesses or neoplasms. Given the wide range 

of differentials, it is difficult to diagnose tonsilloliths unless there is a considered emphasis on thorough history 

taking, careful inspection and a detailed characterisation of the lesion through digital palpation. This may be 

further supplemented with investigations such as plain radiography and computer tomography. Here we report a 

case of tonsillolith in 27 year old female patient.  
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Fig 1. Intraoral view showing tonsillolith. 

           

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 2. Yellowish color tonsillolith measuring 1X 0.5 cm. 

 

DISCUSSION  
The exact etio-pathogenesis of the tonsillolith is 

unknown and still uncertain, many views have been 

expressed but no conclusion made.  Two postulates have 

been advocated, according to one postulate chronic 

tonsillitis associated with repeated episodes of 

inflammation produce fibrosis of the openings of the 

tonsillar crypts followed by accumulation of bacterial 

and epithelial debris in these crypts leading to formation 

of retention cysts. This epithelial debris forms the ideal 

media for the growth of bacterial, actinomyces and fungi 

such as Leptothrix buccalis.
[4]

  

 

Finally dystrophic calcification occurs as a result of 

deposition of inorganic salts from the saliva secreted in 

the mouth by major and minor salivary glands. 

Calcification occurs subsequent to the deposition of 

inorganic salts following which gradual enlargement of 

the stone takes place.  

  

The tonsilloliths derive their phosphates and carbonates 

of calcium and magnesia from saliva secreted by the 

major salivary glands.
[2,5]

  However, this hypothesis 

cannot explain the existence of calculi in the peri 

tonsillar zones and also in cases where prior 

tonsillectomy has been done. For this, some authors have 

suggested that tonsilloliths results from stasis of saliva in 

the efferent ducts of the minor salivary glands secondary 

to mechanical obstruction arising from post-

tonsillectomy scars. Calcification of the peritonsillar 

abscess and existence of ectopic tonsillar tissue are other 

mechanisms by which peritonsillar stones can form. The 

association of tonsillolith with kidney stone, gall stones 

and wharton’s duct stones in 3% of the cases suggest that 

tonsillolithiasis could be a part of the lithogenic systemic 

disease.
[2,6]

   

 

A mineralogical analysis of the tonsillolith reveals 

primarily carbonates and/ or phosphates of calcium but, 

other minerals like magnesium, sodium, silica, 

potassium, ammonium radicals, copper, alluminium, iron 

have also been reported.  Anaerobic bacteria detected in 

tonsilloliths belong to the genera eubacterium, 

fusobacterium meghasphera, porphyromonas, prevotella, 

selenomonas and tannerella. All these anaerobes are 

associated with production of volatile sulphur 

compounds and this supports the tonsillolith as a cause of 

halitosis.
[2,7]
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Tsuneishi et al
[8]

 detected anaerobic bacteria in 

tonsilloliths belonging to the genera Eubacterium, 

Fusobacterium, Megasphaera, Porphyromonas, 

Prevotella, Selenomonas, and Tannerella, all of which 

appear to be associated with production of volatile sulfur 

compounds. 

 

Tonsilloliths can occur at any age but are more frequent 

in the adults than children. They can be single, multiple, 

unilateral or bilateral. Cooper et al 
[9]

 reviewed 23 cases 

of tonsillolith and found the patients had an age range of 

20 to 68 years with no gender predilection.  

 

 Babu TA et al
[3]

 report a rare case of unilateral 

tonsilloliths in an eight-year-old boy, who presented with 

earaches and history of regurgitating tiny yellowish-

white foul smelling pellets. Right sided lesions (60%) are 

more common than the left sided. Giudice et al
[10]

 

described a tonsillolith accidentally detected in a patient 

with a lithiasis of the left submandibular gland.  

 

According to the location, Mesolella et al
[11]

 in the 

review of fifty cases, 69.7% tonsillolith were located in 

the tonsillar tissue, 21.2 % in the tonsillar fossa while in 

9% the tonsillolith were palatine in location. In literature, 

size of the tonsillolith ranges from few millimeters to 

several centimeters with variable shapes like round, oval, 

cylindrical, pyramidal or lobular. The color also varies 

from the commonest grayish yellow to dark gray, black 

or red brown.
[2] 

 

Patients with tonsilloliths may also be asymptomatic and 

their lesions discovered incidentally on panoramic 

radiographs. The small tonsilloliths may produce no 

symptoms, may be associated with bad breath, or may 

produce pain during swallowing. Larger tonsilloliths may 

cause multiple symptoms, including recurrent halitosis, 

foreign body sensation, sore throat, difficulty in 

swallowing, and tonsillar swelling. Other symptoms 

include a neck pain, odynophasia, otalgia, peritonsillar 

abcess, metallic taste, throat tightening, coughing fits, 

and choking.
[1]

   

 

One of the prime clinical indicators of a tonsil stone is 

bad breath, or halitosis, that accompanies tonsil 

infection. A study conducted by Stoodley et al
[12]

 found 

an association between tonsilloliths and bad breath in 

patients with a certain type of recurrent tonsillitis. 

Among those with bad breath, 75% of the subjects had 

tonsilloliths of patients with a form of chronic tonsillitis 

used a special test to see if volatile sulfur compounds 

were contained in the subjects' breath. The presence of 

these foul-smelling compounds provides objective 

evidence of bad breath. The researchers found that 75% 

of the people who had abnormally high concentrations of 

these compounds also had tonsil stones.  

 

Clinically the tonsillolith appears as a white or yellowish 

hard mass within the tonsillar crypt.  On occasion a large 

tonsillolith may ulcerate to the supra-tonsillar fossa or 

beneath, to the anterior pillar such as in our patient. In 

some young adults tonsillar calcifications may be 

associated with presence of whitish expressible foul 

smelling and foul tasting cheesy materials from the 

tonsil.  Since tonsils are supplied by glossopharyngeal 

nerve, any irritation or pain can be referred to the ear 

along the tympanic branch of the glossopharyngeal 

(Jacobson’s) nerve.
[1] 

 

Large tonsilloliths can mimic many conditions including 

abscesses or neoplasms. Given the wide range of 

differentials, it is difficult to diagnose tonsilloliths unless 

there is a considered emphasis on thorough history 

taking, careful inspection and a detailed characterisation 

of the lesion through digital palpation. Clinical 

Differential diagnosis of tonsillolith includes 

malignancy, calcified granuloma, styloid process, 

diseases such as tertiary syphilis, tuberculosis and deep 

fungal infection. Foreign bodies, isolated bone, cartilage 

derived from embryonic rests or an elongated styloid 

process may also be suspected.
[13] 

 

The diagnosis can usually be easily made on clinical 

examination including palpation of the tonsil and for 

confirmation plain radiographs (panoramic radiograph 

(OPG), other skull views) and computed tomography 

(CT) can be taken. Panoramic radiograph images can 

incidentally identify tonsilloliths. On the panoramic 

radiograph, tonsilloliths appears (Fig 3) as multiple, 

small, ill-defined radiopacities. Superimposition of hard 

and soft tissue structures on such radiographic images is 

common in this anatomic region, creating challenges in 

interpretation.
[14]  
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Fig 3. Panoramic view showing radiopacity below lower border of mandible. 

 

On computed tomography (CT), tonsilloliths appear as 

solitary or multiple clustered "rice grain" like ovoid 

homogeneous dense calcifications immediately 

superficial to the lateral oro-pharyngeal airway 

space.
[1,15]

 These radio-opaque masses need to be 

distinguished from other anatomical structures or 

pathological calcifications. Anatomical structures include 

a prominent pterygoid hamulus, large maxillary 

tuberosity, displaced third molar tooth or an elongated 

styloid process due to calcification of the stylohyoid 

ligament (Eagle’s syndrome). Pathological radio-opaque 

calcifications simulating tonsilloliths are of vasculature 

(atherosclerosis or phleboliths), lymph node 

calcification, calcified peritonsillar abscess, salivary 

gland sialolith or an intraosseous abnormality within the 

mandibular ramus which include foreign body, 

odontoma, sclerosing osteitis, Garres osteomyelitis, 

fibrous dysplasia, idiopathic osteosclerosis, and 

osteoma.
[7,15] 

 

Histologically, a tonsil consists of a mass of lymphoid 

tissues that contain follicles with germinal centres. The 

surface of the tonsil forms crypts lined by stratified 

squamous epithelium which is less mature than those of 

the oral mucous membrane. Occasional foci of ciliated 

epithelium are not uncommon.
[7] 

 

Treatment usually involves removal of the tonsillolith by 

curettage, larger lesions may require local excision. If 

there is evidence of chronic tonsilloliths, tonsillectomy 

offers definitive therapy. Laser cryptolysis can be done 

to decrease the surface area of tonsils via laser surface. A 

scanned carbon dioxide laser selectively vaporizes and 

smoothens the surface of tonsils and flattens the edge of 

crypts preventing trapped material from forming 

calculus. Home intervention may be used to help 

dislodge or remove the stones and provide temporary 

comfort. Several methods have been used, including 

using a toothbrush, toothpick or oral irrigator to gently 

probe and squeeze the tonsil.  However vigorous mouth 

gargling daily helps in keeping the tonsillar crypt clear of 

debris.
[7,11,15] 
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