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Eagle syndrome: a case report
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Síndrome de Eagle: relato de caso

A síndrome de Eagle é uma condição rara e com etiologia 
ainda não bem estabelecida, a qual se deve ter bastante 
suspeição para seu correto tratamento. Seu tratamento deve 
ser definido em conjunto com o paciente, seja ele conservador 
ou cirúrgico, sempre levando em consideração as expectativas 
do paciente, além da maior expertise do profissional na 
modalidade escolhida para o tratamento. Neste artigo, 
apresentamos uma paciente de 35 anos atendida no Hospital 
Felício Rocho, discutindo os diversos aspectos da doença, 
inclusive a modalidade de tratamento escolhida para o caso.
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Case Report

Eagle syndrome is a rare condition, and its etiology has not yet 
been well established and its correct treatment is uncertain. 
Its treatment must be defined together with the patient, be 
it conservative or surgical, always taking into consideration 
the patient’s expectations, in addition to a solid professional 
expertise in the modality chosen for the treatment. In this article, 
we present the case of a 35-year-old patient who was admitted to 
the Felício Rocho Hospital and discuss the various aspects of the 
disease, including the treatment modality chosen for the case.

■ ABSTRACT
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CASE REPORT

E.L.C., a 35-year-old female patient, visited the 
plastic surgery service at the Felício Rocho Hospital in 
Belo Horizonte, MG, after consulting with different health 
experts, without success. She had a complaint of bilateral 
cervicalgia for 3 years, mainly in the left side, associated 
with headache and foreign body sensation in the pharynx. 
She also reported worsening of symptoms during mouth 
opening and swallowing, with partial improvement after 
simple analgesia, without complete remission of symptoms. 
She had a cerebral neoplasia in the right frontotemporal 
cerebral transition and underwent a subsequent surgical 
resection. She denied previous oropharyngeal surgeries 
but had been taking numerous medications, including 
anticonvulsants and potent analgesics.

On computed tomography (CT) of the neck with 
3-D reconstruction (Figures 1 and 2), calcifications of the 
bilateral stylohyoid ligaments were observed, which were 
more evident on the left, raising the suspicion of Eagle 
syndrome.

INTRODUCTION

The styloid process (SP) is a protrusion of the 
temporal bone in the inferior, anterior, and medial 
directions. It is located between the angle of the mandible 
and the mastoid process, posterior to the tonsillar fossa and 
laterally to the pharynx. It has an anatomic relationship 
with the carotid arteries, internal jugular vein, and facial, 
glossopharyngeal, vagus, and hypoglossal nerves1,2.

Eagle syndrome is defined as a rare condition 
of SP symptomatic elongation (length, >2.5 cm) or 
mineralization of the stylohyoid or stylomandibular 
ligaments2. In 1937, the otolaryngologist Watt Weems Eagle 
described the syndrome, having reported >200 cases1,2. Its 
incidence ranges from 1.4% to 30%, affecting more women 
than men, with ages ranging from 20 to 40 years. Bilateral 
stretching is common, but bilateral symptomatology is 
uncommon1-5.

Its etiology is not totally known, and some hypotheses 
have been accepted, including congenital origin, partial/
complete calcification of the stylohyoid ligament, trauma 
followed by reactive hyperplasia, metaplasia of the 
remnants of the second branchial arch.2

Symptoms are nonspecific, such as pharyngeal 
globus sensation (55%), recurrent sore throat (40%), 
bilateral reflex otalgia (40%), headache (25%), carotidynia 
(20%), reduction of cervical mobility, and pain when 
opening the mouth. The symptoms appear or worsen on 
swallowing, chewing, tongue movements, rotation of the 
head, or palpation of the tonsillar fossa. They are non-
specific and may be confused by other conditions such as 
myofascial pain, dental origin, and temporomandibular 
joint.2,4,5

The diagnosis is based on the patient’s detailed 
medical history. In propaedeutics, radiography is a limited 
resource owing to the possibility of overlapping images. 
The gold standard is computed tomography with three-
dimensional (3-D) reconstruction, which provides detailed 
anatomy of the region, enabling surgical programming. 
Another form of diagnostic suspicion is the temporary 
improvement of pain after local anesthesia, with return 
of the symptomatology after the end of the anesthetic 
effect1,2,6,7.

Different approaches are available for the treatment 
of the syndrome, including pharmacological or surgical 
approaches, or a combination of both. Conservative 
treatment can be performed with physiotherapy, analgesics, 
antidepressants, anticonvulsants, corticosteroids, and 
even local infiltration with an anesthetic associated with 
hydrocortisone1-4,7-9. However, some patients require 
surgical intervention to improve the condition, which can 
be performed either intraorally or transcervically.

Finally, the follow-up duration is not yet well 
established. They range from weekly to monthly 
consultations, with progressive spacing between them.

Figure 2. Computed tomography (CT) image reconstruction of the neck (frontal, 
left oblique, and right oblique views, respectively). Calcified hyoid ligaments.

Figure 1. Computed tomography (CT) image of the neck showing a left elon-
gated hyoid-style ligament.
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Figure 3. Cervicotomy on the left side and calcified styloid ligament repaired 
with silk suture immediately prior to resection.

Figure 4. Cervicotomy on the left side and calcified styloid ligament repaired 
with silk suture immediately prior to resection.

Figure 5. Product of the resection of the part of the left calcified ligament.

Figure 6. Cervicotomy on the right and calcified styloid ligament repaired 
with silk suture immediately prior to resection.

Figure 7. Product of the resection of part of the right calcified ligament.

Thus, considering the relapse of the symptomatology 
despite the routine use of drugs (without total success), 
surgical intervention was decided together with the 
patient. The patient was advised about the risks and 
benefits of the invasive treatment.

In March 2018, the patient underwent bilateral 
exploratory cervicotomy under general anesthesia, with 
resection of approximately 3 cm of calcified stylohyoid 
ligaments (Figures 3 to 7). He evolved without surgical 
complications, with monthly elective follow-up.
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DISCUSSION 

The Eagle syndrome is a rare condition with many un-
certainties, which makes most patients seek several pro-
fessionals, as the patient reported, before the diagnosis 

is established.

During its description, Eagle observed two types of 
syndrome as follows: (1) classical syndrome, characterized 
by pharyngeal globus, dysphagia, odynophagia, ipsilateral 
reflex otalgia, or retromandibular pain, usually initiated 
after a tonsillectomy secondary to local trauma; and (2) 
carotid artery syndrome, which occurs independently 
of previous surgeries in the region, caused by local 
mechanical irritation, with consequent stimulation of 
the sympathetic plexus of the carotid arteries. Although 
two syndromic spectra are defined, in some cases, like 
the present case, overlapping spectra may be observed, 
which are often erroneously diagnosed as head and neck 
disorders.

For propaedeutics, a CT was requested with 
3-D reconstruction, as it was the gold standard. This 
examination allowed us to visualize the elongation of 
the styloid process and the calcification of the stylohyoid 
ligaments, in addition to the planned surgical approach.

Regarding the treatment, it should be defined 
together with the patient, be it conservative or surgical, 
always considering the greater expertise of the professional 
in the modality chosen for the treatment, in addition to 
respecting the patient’s expectations. When a surgical 
technique is opted for, it may be performed intraorally or 
transcervically. In this case, we opted for the transcervical 
surgical approach, a decision made by the surgeon and 
the patient together after weighing the risks and benefits 
of the technique.

This has the advantages of adequate exposure 
of the cervical structures, with consequent satisfactory 
excision of the styloid, better control of possible vascular 
lesions, and less blood loss, besides being a sterile 
technique. However, aesthetic deformity is found to be 
the main disadvantage; in addition to longer surgical time, 
cutaneous paresthesia can occur and general anesthesia 
may be necessary1-3.

Finally, the follow-up duration is still variable. Some 
authors perform weekly follow-up for 2 months, biweekly 
for the next 2 months, and monthly for other months, while 
others perform follow-up only in the first 2 months, with 
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discharge after this period. Our proposal was to perform 
monthly follow-up of the patient from the first return2.


	_GoBack

