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SUMMARY
Gout is an increasingly common metabolic disorder 
worldwide. Classical presentation is with acute attacks 
of arthritis affecting the first metatarsophalangeal joint. 
With disease progression, tophi may also appear. We 
present an unusual case of nasal gout in a 55- year- old 
man who was referred to the Ear, Nose and Throat 
department with irregularity over the nasal bones 
and episodic pain. We discuss the work up, diagnosis 
and management of this case and review the limited 
literature on this topic.

BACKGROUND
Gout is a well- known metabolic disorder associ-
ated with joint inflammation. It is already the most 
common inflammatory arthritis worldwide and 
continues to increase in prevalence.1 The disease 
classically affects men (M:F ratio 4.3:1) and is rare 
in those under 20 years, increasing in prevalence 
until the ninth decade.2 Other risk factors include 
genetic factors and certain medications such as 
diuretics.3

Pathophysiologically, gout is a disorder of purine 
metabolism leading to hyperuricaemia as a sequelae 
of impaired renal excretion of urate. The disease 
trajectory is categorised into three parts: asymp-
tomatic hyperuricaemia, periods of acute attacks of 
gouty arthritis and a final stage of chronic topha-
ceous gout.3 4 During acute attacks, symptoms of 
severe pain, swelling and erythema occur, usually 
becoming most intense in the first 24 hours. 
Following recurrent acute attacks, around 50% of 
people with untreated gout will develop tophi by 
10 years.5 Clinically, gout typically manifests in the 
extremities because the lower temperature is more 
condusive to the precipitation of urate from the 
plasma.5 In roughly 75% of cases, the first meta-
tarsophalangeal joint is affected first.3 Other areas 
commonly affected include the tarsals, ankles, 
knees and finger joints.3

Negatively birefringent urate crystals seen on 
polarising microscopic examination of specimens 
is the gold standard for diagnosis. However this is 
often impractical. Serum uric acid levels and joint 
X- rays also have a role,6 but in most cases it is the 
history and examination that generates the highest 
suspicion. Our case emphasises the importance of 
careful history and examination in the establish-
ment of a strong differential when presented with 
an unusual manifestation of this condition.

CASE PRESENTATION
A 55- year- old man presented to his General Prac-
tice with a 4- year history of intermittent swelling 
and redness over the bridge of his nose following 

a 35- year history of gouty arthritis. These episodes 
were associated with nasal obstruction and 
correlated with his joint pains, which were usually 
managed with diclofenac (having previously been 
intolerant of colchicine). He had no other signifi-
cant medical history, but he was becoming conscious 
of the cosmetic impact of his nasal changes, partic-
ularly at his work place. On examination, he was 
found to have a tophus of his left elbow.

His GP commenced him on allopurinol and 
referred him to rheumatology for further opinion. 
Rheumatology review corroborated the history and 
examination and an ultrasound of his nose and CT 
scan of the sinuses were ordered. Referral was made 
to the Ear, Nose and Thorat (ENT) for further 
management.

ENT review confirmed the obvious irregularity 
overlying the nasal bones with increased pigmen-
tation of overlying skin (figure 1). The episodes 
of swelling, redness and tenderness were associ-
ated with fluctuations in smell and nasal obstruc-
tive symptoms, therefore a nasendoscopy was 
performed to rule out underlying masses.

INVESTIGATIONS
 ► Ultrasound of the nose: suggested non- specific 

diffuse swelling across the nasal bridge.
 ► Flexible nasendoscopy: ruled out any under-

lying mass.
 ► CT scan of the sinuses (figure 2): demonstrated 

a subcutaneous lesion around the dorsum of the 
nose with flecks of calcification, which could be 
consistent with gouty deposits.

DIFFERENTIAL DIAGNOSIS
The initial differential diagnosis included topha-
ceous gout due to the coincidence of nasal symptoms 
with flares of known gout affecting the metatarso-
phalangeal joints and elbows. Other differentials 
included soft tissue and bony neoplasms

TREATMENT
Following informed discussion, the patient opted 
to undergo debulking biopsy using an intercartilag-
inous approach.

Clinically, the patient benefitted from a good 
cosmetic outcome. Histology confirmed deposits 
of amorphous material interspersed within fibro-
adipose tissue and skeletal muscle fibres. Needle- 
like clefts were associated with a foreign body type 
granulomatous reaction and patchy dense chronic 
inflammation, supporting a diagnosis of gout.
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OUTCOME AND FOLLOW-UP
Following biopsy and diagnosis, he was referred back to the 
rheumatology team for ongoing management.

DISCUSSION
As the incidence of gout increases, so too does the variability 
of its clinical presentation, which extends beyond the character-
istic joint arthropathy that is classically reported. The literature 
reports tophaceous lesions presenting in the breast, ears, spine, 
abdominal striae and even heart valves.7 Nasal tophi, however, 
remain a rare manifestation with fewer than 10 reported cases 

in the English language. This presentation fits with the tendency 
for crystals to precipitate in cool extremities.

All reported cases feature middle- aged males presenting with 
predominant symptoms of nasal obstruction and poor cosmetic 
appearance that improved following surgical management.8 
As in this case, the nasal lesion is frequently tender, however a 
number of patients have reported painless lumps.9 10

All reported cases (bar one) have occurred in patients with 
known gouty arthritis and often poorly controlled serum urate 
levels.11 This reflects the natural progression of the condition as 
tophi typically develop during later stages. Thus, nasal tophi are 
unlikely to be the initial presentation of this systemic condition. 
Although this case demonstrated no features of bony invasion, 
Wu et al describe a 2×2×1.5 cm lesion on the nasal dorsum 
associated with nasal bone destruction which required repair 
with a titanium mesh plate.8 Similarly, CT imaging provided by 
Chen et al revealed a tophaceous lesion invading into the nasal 
bone and septal cartilage.10

CT scan proved the investigation of choice across all available 
literature reports. The majority of published cases were managed 
surgically and CT scan helped in operative planning. Chen et 
al advocated the role of ultrasound guided fine needle aspira-
tion cytology (FNAC) and microscopy for diagnostics. This 
non- invasive option was particularly beneficial as their patient 
declined surgical management, electing to optimise medical 
therapy once reassured of the nature of the lesion.10 Papanico-
laou (PAP) staining and polarised light microscopy may have a 
role in confirming pathology prior to surgical excision.10 Ultra-
sound has proven a useful investigation of tophi elsewhere in the 
body and is cost- effective, non- invasive and easy to perform.12 
However, in our case, where no FNAC was performed, ultra-
sound provided little diagnostic assistance. Ultrasound FNAC 
therefore should be considered a safe and quick way to establish 
a diagnosis prior to definitive management. Flexible nasendos-
copy is another relevant investigation, which to our knowl-
edge was only explicitly reported by Chen et al.10 This easily 
accessible modality enables direct visualisation of nasal cavity 
to assess for underlying masses while awaiting further radiolog-
ical imaging. Where nasal bone involvement is likely to require 
reconstruction, flexible nasendoscopy is indispensible to enable 
surgical planning.

Numerous management options have been described in the 
literature, owing to great variability in clinical presentation 
regarding the size of the lesion, involvement of underlying bone 
and structural issues such as deviated nasal septum following 
trauma.13 Management of nasal gout does not yet have a defined 
treatment protocol due to its rarity and variable presentation.

The main options available are an open biopsy or transnasal 
approach. In our case, an intercartilaginous approach was used 
as this allowed good access to the soft tissue of the dorsum 
without causing an external scar. This involves an incision 
between the upper and lower alar cartilages. It has the advan-
tage of involving and preserving the interdomal ligaments and 
involves the least undermining. If the tophi were present within 
the nasal cavity, then a direct biopsy could have been performed 
for diagnosis. In contrast, an open approach that involves an 
infracartilaginous incision and a connecting transcolumellar inci-
sion involves extensive undermining and an external scar but 
allows for excellent exposure, which may be necessary for more 
extensive disease.14

Diagnostic confirmation of nasal gout in these cases derives 
from postoperative tissue analysis. Kwak et al advocate the 
importance of fresh samples, as formalin fixation can dissolve 
the monosodium urate crystals.13 Management of all reported 

Figure 1 Examination revealed irregularity and increased 
pigmentation over dorsum of nose.

Figure 2 CT scan of the sinuses shows flecks of calcification over the 
dorsum of the nose.
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cases have produced satisfactory cosmetic results and improve-
ment in nasal obstruction. Although the maximum duration of 
reported follow- up is 2 years, no recurrences have thus far been 
reported.8 It remains to be seen what the long- term recurrence 
rates are for tophaceous nasal gout.

This case report, together with the available literature, 
supports the early management and control of serum urate levels 
in reducing the incidence of acute attacks of gout and the subse-
quent development of gouty tophi. Once developed, prompt 
diagnosis and management are needed to maintain and improve 
quality of life.15

Learning points

 ► Consider nasal gout in patients with nasal lesions and a 
history of gout arthropathy.

 ► Strong correlation to gouty arthritis symptoms is key.
 ► CT scan is a key investigation to assess for localised bony 
destruction.

 ► Good medical control of urate levels can help reduce the 
development of gouty tophi.

Contributors ER: planning, confirmation of patient consent, acquisition of data, 
literature review and drafting of manuscript; EW: planning, editing and approval of 
manuscript and LM: consultant in charge of patient care, concept, planning, editing 
and approval of manuscript.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Obtained.

Provenance and peer review Not commissioned; externally peer reviewed.

ORCID iDs
Emma Richards http:// orcid. org/ 0000- 0001- 9778- 534X
Emma Watts http:// orcid. org/ 0000- 0001- 7087- 7324

REFERENCES
 1 Smith E, Hoy D, Cross M, et al. The global burden of gout: estimates from the global 

burden of disease 2010 study. Ann Rheum Dis 2014;73:1470–6.
 2 Kuo C- F, Grainge MJ, Mallen C, et al. Rising burden of gout in the UK but continuing 

suboptimal management: a nationwide population study. Ann Rheum Dis 
2015;74:661–7.

 3 Roddy E, Doherty M. Crystal- related arthropathies. In: Warrell DA, Cox TM, Firth JD, 
eds. Oxford textbook of medicine. Oxford: Oxford University Press, 2010: 3637–48.

 4 Nuki G. Gout. Medicine 2006;34:417–23.
 5 Gout BF. Bmj best practice. BMJ Publishing Group, 2017.
 6 Qaseem A, McLean RM, Starkey M, et al. Diagnosis of acute gout: a clinical practice 

guideline from the American College of physicians. Ann Intern Med 2017;166:52–7.
 7 Gaviria JL, Ortega VG, Gaona J, et al. Unusual dermatological manifestations of gout: 

review of literature and a case report. Plast Reconstr Surg Glob Open 2015;3:e455.
 8 Wu JC- H, Chou P- Y, Chen C- H. Nasal gouty tophus: report a rare case presenting as a 

nasal hump with nasal obstruction. Biomed J 2016;39:295–7.
 9 Parodi PC, De Biasio F, Nadalig B, et al. Tophaceous lesion of the middle third of the 

nose. Dermatol Surg 2006;32:556–7.
 10 Chen S- L, Chen J- R, Yang S- W. Painless gouty tophus in the nasal bridge: a case report 

and literature review. Medicine 2019;98:e14850.
 11 Hung S- F, Wu C- C, Chang F- C, et al. Tophaceous gout in the nasal root: an unusual 

initial presentation. Am J Med Sci 2016;351:321–2.
 12 Thiele RG, Schlesinger N. Diagnosis of gout by ultrasound. Rheumatology 

2007;46:1116–21.
 13 Kwak PE, Gorman BK, Olson KL. Nasal gout presenting as nasal obstruction. JAMA 

Otolaryngol Head Neck Surg 2013;139:411–3.
 14 McKinney P. A graduated approach to rhinoplasty incisions. Aesthet Surg J 

2000;20:519–20.
 15 Chhana A, Dalbeth N. The gouty tophus: a review. Curr Rheumatol Rep 2015;17:19.

Copyright 2020 BMJ Publishing Group. All rights reserved. For permission to reuse any of this content visit
https://www.bmj.com/company/products-services/rights-and-licensing/permissions/
BMJ Case Report Fellows may re-use this article for personal use and teaching without any further permission.

Become a Fellow of BMJ Case Reports today and you can:
 ► Submit as many cases as you like
 ► Enjoy fast sympathetic peer review and rapid publication of accepted articles
 ► Access all the published articles
 ► Re-use any of the published material for personal use and teaching without further permission

Customer Service
If you have any further queries about your subscription, please contact our customer services team on +44 (0) 207111 1105 or via email at support@bmj.com.

Visit casereports.bmj.com for more articles like this and to become a Fellow

N
H

S
 F

oundation T
rust (N

H
S

). P
rotected by copyright.

 on N
ovem

ber 11, 2020 at U
niversity H

ospitals B
irm

ingham
http://casereports.bm

j.com
/

B
M

J C
ase R

ep: first published as 10.1136/bcr-2020-234788 on 30 O
ctober 2020. D

ow
nloaded from

 

http://orcid.org/0000-0001-9778-534X
http://orcid.org/0000-0001-7087-7324
http://dx.doi.org/10.1136/annrheumdis-2013-204647
http://dx.doi.org/10.1136/annrheumdis-2013-204463
http://dx.doi.org/10.1053/j.mpmed.2006.07.012
http://dx.doi.org/10.7326/M16-0569
http://dx.doi.org/10.1016/j.bj.2016.05.002
http://dx.doi.org/10.1111/j.1524-4725.2006.32113.x
http://dx.doi.org/10.1097/MD.0000000000014850
http://dx.doi.org/10.1016/j.amjms.2016.01.017
http://dx.doi.org/10.1093/rheumatology/kem058
http://dx.doi.org/10.1001/jamaoto.2013.220
http://dx.doi.org/10.1001/jamaoto.2013.220
http://dx.doi.org/10.1067/maj.2000.111658
http://dx.doi.org/10.1007/s11926-014-0492-x
http://casereports.bmj.com/

	A rare case of nasal gout
	SUMMARY
	Background
	Case presentation
	Investigations
	Differential diagnosis
	Treatment
	Outcome and follow-up
	Discussion
	References


