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Introduction:
Tonsilloliths are white or yellowish calcifi ed 
structures of bacteria and organic debris that 
commonly develop in enlarged tonsillar crypts. 
Giant tonsillar calculi are rare.1

Th e mechanism of formation is a subject for de-
bate. Tonsilloliths exhibit a biofi lm structure in 
which aerobic and anaerobic bacteria colonise 
an epithelial or mucosal surface in the pres-
ence of an extracellular matrix that envelopes 
the bacteria. Tonsilloliths act as a localised con-
centration of bacteria that ultimately calcifi es 
by progressing from a soft  gel to hard concre-
tions.2 Tonsilloliths are composed of calcium 
hydroxyapatite and calcium carbonate with 
other minerals including phosphorus, ammonia 
and magnesium.1 Alternative mechanisms have 
been proposed that include ectopic tonsillar tis-
sue, minor salivary gland duct stasis leading to 
formation of calculi or peritonsillar abscess cal-
cifi cation.3

Case Report:
A 52-year-old man presented to the Department 
of Oral Medicine and Radiology, with pain in 
the lower left  back region of the face along with 
diffi  culty in swallowing, bad breath and feeling 

foreign body sensation inside the mouth since 
3 months. Th ere was no history of trauma and 
past medical history revealed a tonsillectomy 
when he was fi ft een years old. All vital signs 
were within normal limits. Th e patient was from 
village and was having the habit of chewing to-
bacco and beetle nut along with calcium car-
bonate (CaCo3) many times (10 to 12) in a day. 
No habits of smoking or alcohol consumption. 
General physical examination was normal (Fig-
ure 1). Clinical examination showed multiple 
root stumps in all the quadrants and generalised 
bone loss. Th ere were no signs of submucosal 
mass protruding from the soft  palate at the left  
anterior tonsillar pillar level. Th ere were no pal-
pable adenopathies.

Th e panoramic fi lm revealed the presence of ra-
diopaque image located in the left  ramus of the 
mandible (Figure 2). 

To determine the exact location of the lesion 
Computer tomography (CT) scan of the neck 
was performed to exclude any underlying para-
pharyngeal space mass. CT scan reported the 
presence of a large lobulated, well-defi ned, cal-
cifi ed left  tonsillar mass measuring 1.8 x 2.4 x 
2.6cm (Figure 3). 
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Th e medical history combined with the radio-
logical fi ndings led us to a diagnosis of tonsil-
lolith. At the request of the patient, no surgical 
intervention was carried out for the left  tonsil-
lolith.

Discussion:
Tonsilloliths are concretions of varying size and 
consistency which can occur within the sub-
stance of the tonsil or from around it. Th e size 
of the tonsillolith can vary and giant tonsilloliths 
have been reported in the literature.4 Large ton-
silloliths are relatively uncommon.3,4 Histologi-
cally, a tonsil consists of a mass of lymphoid tis-
sues that contain follicles with germinal centres. 
Th e surface of the tonsil forms crypts lined by 
stratifi ed squamous epithelium which is less ma-
ture than those of the oral mucous membrane. 
Occasional foci of ciliated epithelium are not 
uncommon.5 Th e exact aetiology and pathogen-
esis of the tonsillolith is unknown.6 Many views 
have been expressed but no conclusion made.4,7 
Recurrent tonsillar infl ammation may produce 
fi brosis at the opening of the tonsillar crypts. 
Bacterial and epithelial debris then accumulate 
within these crypts and contribute to the for-
mation of retention cysts. Calcifi cation occurs 
subsequent to the deposition of inorganic salts 
and enlargement of the concretion takes place 
gradually.8 Tonsilloliths derive their phosphate 
and carbonate of lime and magnesia from saliva 
secreted by the major and minor salivary glands. 
Tonsillolith consistency ranges from soft  and fri-
able to hard as a stone4,9 and deposits may be sin-
gle or multiple.10-12 In our case tonsillolithiasis 
occurred where a past medical history revealed 

partial removal of the tonsil, thereby making 
the development of a tonsillar concretion pos-
sible. It is always important to remember that 
the medical history becomes very important 
when there are no obvious predisposing causes 
to explain the tendency for patients to develop 
calcifi cations.8

Tonsilloliths occur more frequently in adults 
than in children. Symptoms are usually non-spe-
cifi c such as chronic sore throat, irritable cough, 
dysphagia or otalgia.12 A foreign body sensation 
may also exist with a recurrent foul taste. On 
occasion a large tonsillolith may ulcerate to the 
supra-tonsillar fossa or beneath, to the anterior 
pillar.

Patients with tonsilloliths may also be asymp-
tomatic and their lesions discovered inciden-
tally on panoramic radiographs. Giudice et al.8 
described a tonsillolith accidentally detected in 
a patient with a lithiasis of the left  submandibu-
lar gland. 

On the panoramic radiograph, tonsilloliths ap-
pear as multiple, small, ill-defi  ned radiopacities. 
Superimposition of hard and soft  tissue struc-
tures on such radiographic images is common 
in this anatomic region, creating challenges in 
interpretation.10 Oft en this diffi  culty may be 
overcome by use of computerised tomographs. 
However, a prominent hamulus and elongated 
styloid process, calcifi cation of the stylohyoid 
ligament or unusual prominence of the max-
illary tuberosity or mandibular ramus, may 
simulate tonsillar calculi when only a single CT 

Figure 1: Showing extra-oral photograph of 
the patient

Figure 3: Showing Computer tomography 
(CT) scan of the neck

Figure 2: Showing the panoramic fi lm revealed 
the presence of radiopaque image located in the 
left  ramus of the mandible
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section is evaluated. Examination of successive 
scans typically reveals the true nature of these 
structures.10,12

On clinical examination, the tonsillolith may ap-
pear as a white or yellowish hard object within 
the tonsillar crypt, thus making the diagnosis 
fairly obvious.8 In our case, the tonsillolith pro-
duced few symptoms, such as slight pain with a 
foreign body sensation. Th e bimanual palpation 
did not detect any local induration in the left  
peritonsillar region.

Diff erential diagnosis of tonsillolith includes 
malignancy, calcifi ed granuloma, diseases such 
as tertiary syphilis, tuberculosis and deep fungal 
infection. Foreign bodies, isolated bone, carti-
lage derived from embryonic rests or an elon-
gated styloid process may also be suspected.

Treatment usually involves removal of the ton-
sillolith by curett age; larger lesions may require 
local excision.11,12 If there is evidence of chronic 

tonsillolith, tonsillectomy off ers   defi nitive ther-
apy. In our patient, surgical excision was not per-
formed because he did not want it.
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