
Eagle syndrome 
 

Dr. Eagle described patients who had neck pain, after tonsillectomy, who also had calcified 
styloid processes greater than 3 cm in length. He found that by removal of the distal end of 
these calcified structures, symptom relief could result. 

 

Since that time, Eagle syndrome has expanded to include a wide variety of 
pathophysiologies and symptomatologies. Approximately 4% of the population have 
calcified styloid processes longer than 2.5 cm. Of these, the prevalence of Eagle syndrome 
is approximately one per 1000, not as rare as one would expect given the infrequent 
diagnosis. Consequently, Eagle syndrome is often misdiagnosed or even more often not 
diagnosed. 

 

The styloid process is adjacent to numerous cranial nerves, including the vagus nerve, 
impingement of which can result in glossopharyngeal neuralgia, the symptom that Dr. 
Eagle probably encountered, wherein there is neck and throat pain. 

 

More recently the styloid process has occasionally impinged upon the internal jugular vein 
or the carotid artery, resulting in neurovascular symptoms. Most frequently, because of its 
proximity between the styloid process and the C1 arch, the internal jugular vein can be 
compressed. This can result in compromised venous outflow from the brain which can 
result in numerous symptoms including headache and brain fog. Researchers have noted 
that the position of the styloid process may even be more important than the length or 
degree of calcification. A vertically oriented styloid process is more likely to become 
problematic. 

 

Additionally, static imaging in the neutral position may not show the entire picture. 
Structures in the neck vary with flexion, extension, rotation, and tilting. For patients who 
have otherwise unexplained symptoms, only some of which are mentioned above, Eagle 
syndrome should be considered and ruled out as a possible etiology. 


