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1   |   INTRODUCTION

Gout is a type of inflammatory arthritis in the large 
scale of rheumatic diseases, characterized by the deposi-
tion of monosodium urate (MSU) crystals in peripheral 
joints, the synovium, or soft tissues in the body that re-
sults from excessive levels of serum urate in the blood.1,2 
Hyperuricemia is defined as a serum urate level greater 
than 6.8  mg/dl, when plasma becomes supersaturated. 
With higher serum concentrations, monosodium urate 
crystallizes, deposits in the tissue, innates host defense 
mechanisms, and induces inflammation by triggering the 
production of IL-1β cytokines.2 Several factors contribute 
to this reaction. A purine-rich diet in combination with 
alcohol consumption, low temperature, but also lower 
renal and intestinal excretion rate and genetical deter-
mined factors are thought to contribute.3–5 Several stud-
ies suggest that the prevalence and incidence of gout has 
risen in recent decades in the wake of rampant lifestyle.6 
Gout has become a common disorder affecting 1%–3% of 
the western population.7 Most people develop the disease 
between 30 and 50 years. It presents the most prevalent 
inflammatory rheumatologic disease.8 Diagnosis is made 
by detecting the typical MSU crystals under a polarized 
light microscope.9 When hyperuricemia is not adequately 

treated by serum urate reducers, chronic tophaceous 
gout may emerge at various locations, mostly in typical 
but lesser in atypical places in the body. Gout tophi are 
found mainly at the level of peripheral joints such as the 
first metatarsophalangeal (MTP) joint. It is rare for a gout 
tophus to develop at the level of the head and neck area.10 
Here, we describe the case of a patient with multiple gout 
tophi and a previously unreported infected gout tophus at 
the septal cartilage and the nasal tip with serum uric acid 
at a medically controlled normal level.

2   |   CASE PRESENTATION

A 62-year-old man presented with complaints of suddenly 
emerged swelling at the nose tip, redness, and pain. A de-
formity of the nasal tip had been present for many years, 
namely, it was widened and thickened, and the patient felt 
a painless small mass at the level of the right vestibulum, 
just below the nasal tip. The patient reported no nasal ob-
struction, rhinorrhea, bleeding, sinusitis, or trauma. The 
patient was diagnosed with hyperuricemia in 1998 and 
gout in 2003. Over the previous year, his uric acid level 
fluctuated between 6.2 and 5.5 mg/dl. He was treated with 
Febuxostat 60 mg three times a day, which has lowered 
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the uric acid level to almost normal in recent years. 
Nevertheless, he reported a gout attack at the level of the 
right MTP 1 joint one week earlier. However, he stuck to 
a purine-rich diet and consumed alcohol. In the past, gout 
tophi were also diagnosed in several other regions such as 
the ear lobes, MTP joints, wrists, elbows, shoulders, knees, 
and ankles. Furthermore, he was known to have arterial 
hypertension, obesity, and diabetes mellitus type II, all of 
them known risk factors for gout. There were no impor-
tant familial antecedents.

The physical examination demonstrated a red, swollen, 
and painful nose tip, which extended to the right vestibu-
lum and septum. On anterior rhinoscopy, a nodular mass 
could be visualized just below the nasal tip. The initial 
clinical diagnosis was furunculosis seen the inflammatory 
aspect. No punction was done, not to risk the spread of 
the infection. The laboratory examination showed no leu-
kocytosis, a uric acid level of 5.6 mg/dl, and a C-reactive 
protein level of 41.6  mg/L. A head and neck computed 
tomography scan with contrast showed a mass of 2.5 cm 
with the destruction of the lamina quadrangularis and 
extension to the contralateral side (Figure 1). The infec-
tion was then treated with Amoxicillin/Clavulanic acid 
875/125 mg three times a day for one week and analgesics 
were started.

Within two weeks, the infectious symptoms had re-
solved, but the nodular structure just below the nasal tip 
was still present. Externally, there was a residual deformity 
of the nasal tip (Figure 2). On physical examination, the 
nasal tip was still less compliant and widened. To exclude 
a cyst or tumor, a biopsy was performed, yielding a sandy 
substance. Anatomopathological examination revealed 
amorphous material and under a polarized light micro-
scope, MSU crystals could be confirmed. A dual-energy 
computed tomography (DECT) showed multiple gout 

tophi at the level of the septal cartilage, the hands, wrists, 
elbows, shoulders, knees, ankles, and forefeet (Figure 3).

Since no functional or aesthetic complaints were pres-
ent, no surgical resection was proposed to the patient. 
However, the rheumatologist advised further strict uric 
acid control and rigorous dietary restrictions to bring uric 
acid level below 5 mg/dl to force resorption of gout tophi. 
There has been no progression of the nasal mass or exter-
nal deformity after six-month follow-up.

3   |   DISCUSSION

A tophus is a sign of chronic gout presenting as a nodu-
lar mass in the subcutaneous tissue, joints, or tendons. It 
usually develops after more than a decade from the initial 
presentation of gout due to continuous hyperuricemia.10 
A tophus can also be asymptomatic for extended periods 
of time, indicating that it is a physical containment that 
prevents MSU crystal-induced inflammation. Neutrophil 
extracellular trap formation plays a key role in the forma-
tion of a tophus, and they limit inflammation in the tophus 
by degrading inflammatory cytokines and chemokines.10 
There are three zones in a tophus: a central zone of MSU 
crystals, which is surrounded by a highly cellular corona 
zone with inflammatory cells, and a fibrovascular zone as 
the outer layer.11 There are three typical sites where tophi 
can develop: the Achilles tendon, the first MTP joint, and 
the fingers joints. Gout tophi are rarely present in the head 
and neck area, but they have been described in the au-
ricle, middle ear, the temporomandibular joint, larynx, 
and subglottic region.12–21 Only a few case reports could 
be found about a nasal gout tophus, mostly at the level of 
the nasal bridge associated with complaints about aesthet-
ics or nasal obstruction.13,21 To the best of our knowledge, 

F I G U R E  1   Gout tophus at the septal 
cartilage, just below the nasal tip with 
cartilage destruction
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this is the first case report about an infected tophus at the 
level of the septal cartilage, just below the nasal tip.

In differential diagnosis, pseudo-gout with calcium 
pyrophosphate dihydrate crystals and rheumatoid arthri-
tis should be ruled out. Similarly, immune-mediated sys-
temic diseases, such as granulomatosis with polyangiitis, 
should be considered, because they can also manifest with 
nasal bridge collapse, parasinus and sinus inflammation, 
mucosal ulceration, or other otolaryngological manifesta-
tions.22,23 For higher sensitivity and better specificity, the 
American College of Rheumatology/European League 
Against Rheumatism (ACR/EULAR) developed a classi-
fication in 2015, adding ultrasound and DECT findings.24 
Characteristic in ultrasound is a “double contour” sign in 
addition to inflammatory aspects such as synovitis, ten-
dosynovitis, and erosions. A DECT allows characterization 

of uric acid in contrast to calcium and soft tissues. In ad-
dition, X-ray can demonstrate bone or joint destruction.24

Interestingly, gout attacks may occur in spite of nor-
mal serum urate levels, with an incidence which ranges 
between 12% and 63.3%.25,26 In the presented case, the pa-
tient suffered from gout attacks and had developed mul-
tiple tophi despite sufficient urate-lowering therapy with 
uric acid level about 5.5 mg/dl.

Purine-rich alimentation and neglecting dietary rec-
ommendations together with known risk factors, lead to 
painful gout flares with restriction in professional produc-
tivity and economic and social impact, not to mention a 
decrease in quality of life.27–29 The patient was advised, 
according to the ACR guidelines for the management of 
gout, to bring the uric acid level below 5  mg/dl to dis-
solve the MSU crystals. Patients who have a gout flare are 
strongly advised to use oral colchicine, NSAIDs, or glu-
cocorticoids as first-line therapy over Il-1 inhibitors or 
adrenocorticotropic hormone. Surgery for tophi is only 
suggested for ulceration, infection, or unbearable joint 
pain.30,31 In this case, the quality of life can improve after 
(endoscopic) surgery.32

4   |   CONCLUSION

A gout tophus in the head and neck area is a rare entity; 
moreover, an infected gout tophus of the septal cartilage 
and nasal tip is so far not reported. The diagnosis is based 
on a biopsy and the evidence of MSU crystals. Additional 
confirmation is achieved by characteristic ultrasound or 
DECT findings. The standard treatment is to reduce the 
uric acid level so that the MSU crystals dissolve. Surgery is 
suggested only in the case of persistent aesthetic or func-
tional complaints.

F I G U R E  2   Deformity of the external nose secondary to the 
gout tophus

F I G U R E  3   Dual-energy computed 
tomography for detection of monosodium 
urate deposits (green) in the cartilaginous 
septum of the nose
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