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Figure 1 Sagittal CT depicting an elongated left styloid 
process.

Figure 2 3- dimensional volume rendering of the CT 
images demonstrating the elongated left styloid process.

DesCripTion
A 47- year- old man with a history of recent root 
canal treatment on a lower left molar, presented 
to the Maxillofacial Surgery Department with 
a 6- month history of left- sided facial pain. This 
was exacerbated by yawning and radiated to the 
angle of the mandible. Examination revealed a 
fullness posterior to the left angle of the mandible 
but no discrete mass. In light of his recent dental 
treatment, an orthopantomogram was obtained 
to exclude a dental cause for the symptoms. This 
demonstrated a small periapical pathology asso-
ciated with the lower left molar, in keeping with 
recent treatment. The possibility of a calcified left 
stylohyoid ligament was raised; however, this was 
deemed to be likely artifactual. Parotid ultrasound 
was unremarkable.

Referral was subsequently made to the Otorhi-
nolaryngology Department for further assessment. 
Here it was found that the patient’s symptoms could 
be reproduced by digital palpation within the left 
tonsillar fossa. A CT scan of the neck demonstrated 
an enlarged left styloid process with calcification 
of the stylohyoid ligament, characteristic of Eagle 
syndrome (figures 1 and 2). The patient underwent a 
left neck exploration with styloidectomy. The spec-
imen was 7.5 cm long and contained interrupted 
segments of the mineralised ligament (creating the 
appearance of multiple pseudoarticulations, a type 

III elongated styloid).1 Recovery was unremarkable 
and the patient’s symptoms resolved.

Eagle syndrome is the symptomatic elongation of 
the styloid process or calcification of the stylohyoid 
ligament. The length of the styloid process varies, 
however 30 mm is thought to be the upper limit of 
normal.2

Several theories for Eagle syndrome have been 
proposed: (1) surgical trauma or local chronic irri-
tation causing reactive ossifying hyperplasia within 
the stylohyoid complex; (2) reactive metaplasia 
secondary to the healing response to trauma and (3) 
normal anatomical variance.3

Eagle syndrome may present with the classic 
features of facial/oropharyngeal pain exacerbated 
by head movement, globus sensation, dysphagia 
and otalgia. However, carotid artery and jugular 
vein variants have been described.4 The carotid 
variant results from the elongated styloid 
impinging the carotid artery causing carotid 
dissection, transient ischaemic attacks or impair-
ment of sympathetic innervation.4 The jugular 
vein variant is associated with headache and dizzi-
ness, probably due to reduced cerebral venous 
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Learning points

 ► Oro- facial and neck pain has a wide differential diagnosis 
and the possibility of Eagle syndrome should be considered.

 ► Careful palpation of the tonsillar fossa may reveal a bony 
hard swelling and reproduce the symptoms.

 ► Arterial and venous narrowing should be investigated in 
cases of Eagle syndrome.

 ► Panoramic or cross- sectional imaging will confirm the 
diagnosis and aid surgical planning.
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flow. Furthermore, the jugular variant has been reported to be 
associated with idiopathic intracranial hypertension and peri- 
mesencephalic subarachnoid haemorrhage, both potentially a 
result of intracranial venous hypertension secondary to jugular 
impingement.4 5

The variation in presentation combined with the low inci-
dence makes Eagle syndrome a diagnostic challenge. The differ-
ential diagnosis includes glossopharyngeal or sphenopalatine 
neuralgia, temporal arteritis, migraine, temporomandibular 
joint dysfunction, impacted molar teeth and myofascial pain 
dysfunction.

Diagnosis is based on clinical suspicion and is confirmed by 
imaging. Treatment can be surgical or non- surgical. Non- surgical 
options include anti- inflammatory medications and local anaes-
thetic injections into the tonsillar fossa. Surgical treatment 
requires styloidectomy which may be via an intra- oral or trans- 
cervical approach.

Contributors AG and AS were involved with writing the report. BA reconstructed 
the CT images and AC edited the manuscipt.
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