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Abstract

We report a case of a young man with transient syncopes as a irst clinical manifestation. Neck 
radiographic examination showed a bilateral calciication of the stylohyoid ligament, doubly 
art iculated in its extension and compressing the internal carot id artery.

© 2009 Elsevier España, S.L. All rights reserved.
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Síndrome de Eagle: ictus de repetición como presentación clínica; calciicación 
estilohioidea completa

Resumen

Presentamos el caso de un varón j oven cuya clínica inicial fue ictus de repet ición y en el que 

el estudio radiológico mostró una osiicación completa del ligamento estilohioideo bilateral, 
art iculado doblemente en su extensión y que comprimía la carót ida interna.

© 2009 Elsevier España, S.L. Todos los derechos reservados.
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Introduction

Styloid syndrome was irst described by Eagle in 1937 and 
he already reported two forms of clinical presentat ion: the 
classic and the carot id artery syndrome.1,2

The styloid process is deined as normal when it is less 
than 2.5 cm and as elongated when it  is longer than 4 cm.3 
Women comprise 85% of cases and it  is manifested between 
the second and third decades of life.4,5

The origin of the elongation or calciication of the styloid 
apophysis is unclear; it  could be due to a retent ion of 
embryonic cart ilage that  maintains its potent ial for growth 
and bone maturat ion.3,6 On the other hand, at tempts have 
been made to link this syndrome, with no demonstrated 
evidence, with prior tonsillectomy, cervical pharyngeal 
t rauma or tendonit is at  the j unct ion of the stylohyoid 
ligament  and the lesser horn of the hyoid bone. 3,6-8

Clinical presentation usually takes place with non-speciic 
cervical pharyngeal pains (classic clinical manifestat ion) 
that  are exacerbated by palpat ion of the amygdaloid 
fossa.1,2 Clinical manifestat ion with ictus depends on the 
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compression of the internal carot id, which in turn depends 
on the direct ion of styloid apophysis growth.

Differential diagnosis must take into account 
craniomandibular dysfunct ion, temporal arthrit is, 
t rigeminal and glossopharyngeal neuralgia, migraines, 
histamine headaches, pain secondary to impacted third 
molars, oropharyngeal or cavum tumours, carot id artery 
syndrome and Ernest  syndrome. 3,4,6,7,9

Case study

35-year-old male with no relevant  medical history, who 
presented repeated ictus related to cervical rotat ions. 
The pat ient ’s cervical x-ray showed styloid apophyses that  
were elongated up to almost  the hyoid bone (Figure 1). The 
pat ient  underwent  surgery through a U-shaped cervicotomy 
of both styloid apophyses, which were completely 
resected. It  was found that  the styloid apophysis were 
bilaterally elongated and art iculated in their length. It  was 
dificult to distinguish between elongation of the styloid 
and calciication of the stylohyoid ligament (Figure 2). 
The pat ient  was asymptomat ic and had no postoperat ive 
complicat ions.

Discussion

The clinical presentat ion of Eagle’s syndrome often goes 
unnoticed due to its non-speciic symptoms, although it 
must  be considered in the diagnost ic process.

Computed tomography is the method of choice for 
radiological diagnosis (as it  allows mult iplanar and three-
dimensional reconst ruct ions).

In cases where carot id vascular symptoms predominate, 
the t reatment  of choice is surgery. In our view, the cervical 
approach is preferable in these cases, given that  it  provides 
a familiar area for the otolaryngologist , facilitates cont rol 
of the vascular axis, allows a more radical “ height ”  in the 
excision of the styloid and, in addit ion, facilitates the 

cont rol of neighbouring neural st ructures. It  is essent ial to 
have thorough knowledge of the stylomastoid region and its 
close relat ionship with the internal carot id.

After a lateral cervicotomy, it  is essent ial to ident ify 
the hyoid bone as a start ing point  for the dissect ion; the 
insert ion into the lesser horn of hyoid is isolated and 
progress is carried out  up to the styloid. Dissect ion following 
linear calciication and adhered to it avoids problems with 
the maj or vascular and neural st ructures in the vicinity. A 
posterior relat ionship is established with the hypoglossal 
nerve and sectioning the ossiied ligament into fragments 
is advised, to facilitate total removal with minimal risk to 
the nerve.

The t ransoral approach offers greater postoperat ive 
pain and poorer int raoperat ive cont rol.  Severe arterial 
complicat ions have been reported with this approach10,11 
and it  would be limited to cases in which it  was possible to 
detect  the styloid apophysis by submucosal palpat ion.

It is important to take this syndrome into consideration 
in cases where the clinical signs feature non-speciic 
pharyngeal pains, localised odynophagia or foreign body 
sensat ion.11

Prominent  styloid apophysis, with or without  apparent  
clinical signs, presents in the populat ion in very variable 
manner, according to the studies reviewed; presentat ion 
ranged between 18% and 40% of the populat ion in some series 
in which radiographic length alone was analysed.4 Eagle, 
in his original publication, conirmed an elongated styloid 
process in 4% of his cases; these pat ients presented only 4% 
of accompanying symptoms.12 The 1970 series of Kaufman 
revealed the elongation of the styloid process in 7.3% of 
pat ients.13 This leads us to conclude that  most  pat ients with 
elongated styloid process are asymptomat ic.13,14

Many authors believe that  this syndrome is characterist ic 
of adulthood, but  we believe it  is a cont inuous process 
of progressive ossiication that begins in adolescence. At 
younger ages, greater ligament ibrosis is observed; this 
period is asymptomatic. As the process evolves, calciication 
takes place, with or without manifestation of classic 
symptoms.5

Figure 1 Elongated styloid apophysis with calciication of the 
stylohyoid ligament .

Figure 2 Styloid apophysis resected whole bilaterally and 

with j oints along their length.
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