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ABSTRACT
The styloid process of the temporal bone corresponds to a thin
bony projection located between the external and internal
carotid arteries, after the larynx. Radiographically has radi-
opaque characteristic with length of 2.5 to 4 cm when ex-
ceeding this is considered the styloid ligament or the styloid
process presents any changes. Some authors argue that
stretching occurs through a hyperplasia stimulated by a pre-
vious trauma, such as tonsillectomy, others report that
stretching would be an anatomical variation that starts his
training early in life. The prevalence of this change in the
population reaches a variation of 5-84%, with no predilection
for gender and affecting more bilaterally when the stretch is
accompanied by symptoms, it is characterized as Eagle syn-
drome. The most common symptoms are pain on either side of
the throat, with or without radiation to the mastoid ear or
region of the affected side, dysphagia, and foreign body sen-
sation in the throat glossalgia, dysphonia, recurrent headache,
carotidine, vertigo, visual disturbances and restrictions on
neck movement. Considering the great importance of know-
ing the anatomy of the hyoid apparatus and their variations,
knowing even identify them in radiographic examinations,
this study aimed to conduct a literature review checking the
etiology, prevalence, symptoms and classification.
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1. INTRODUCTION

The styloid complex or style-hyoid apparatus is
formed by the styloid ligament, lesser horn of the hyoid
bone and styloid process, the latter corresponds to a thin
bony projection, included in the petrous portion of the
temporal bone located between the external and internal
carotid arteries later. It will larynx. They are inserted the
stylopharyngeus muscles, styloglossus and stylehyoid
ligament and the styloid walking toward the lower horn of
the hyoid bone. It has embryological origin of cartilage
tissue of Reichert's1-4.

In radiographic analyzes, such as panoramic radiog-
raphy, the styloid process can be viewed with a radiopaque
image, after the external auditory canal, with a downward
trend and former usually has a length of 2.5 to 3 cm,
however presenting a change this length is considered an
anomaly may be the very calcification ligament stylohyoid,
stylomandibular or elongation of styloid process itself
temporal bone5-8.

The etiology may be related to three theories, two
based on previous traumas that trigger a metaplasia and
hyperplastic response and anatomical variation1-4.

The prevalence of changes in the population reaches a
variation of 5-84%, with no predilection for gender and
affecting more bilaterally. Increased age is related to the
presence of the styloid process elongation1,5,6,11.

The majority of patients with this variation are asymp-
tomatic, but when symptoms may have pain on either side
of the throat, with or without radiation to the mastoid ear
or region of the affected side, dysphagia, foreign body
sensation and then called Syndrome Eagle3,4,7,10-18.

Considering the great importance of knowing the
anatomy of the hyoid apparatus and their variations,
knowing even identify them in radiographic examinations,
this study aimed to conduct a literature review checking
the etiology, prevalence, symptoms and classification.

2. MATERIAL AND METHODS
The literature review of this work was conducted

through a survey in the major databases: Pubmed, LI-
LACS, BIREME and the CAPES periodical portal.

3. LITERATURE REVIEW
The styloid process is a cylindrical bone structure at-

tached to the petrous portion of the temporal bone, fol-
lowing the base of the skull above the foramen stylemas-
toid. It is projected obliquely forward, downward and
slightly to the mesial positioning between the internal and
external carotid arteries, usually at the apex of this struc-
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ture reaches the back edge of the jaw, in this area there is
the insertion of muscles: stylopharyngeus, stylohyoid,
styloglossus and ligaments: stylohyoid and stylomandibu-
lar. Along with the ligament and the lesser horn of the hy-
oid bone, the styloid process of the temporal bone, form
the style-hyoid chain1-4.

The style-hyoid chain have embryonic origin derived
from Reichert cartilage where ossification of the styloid
process is carried out: first through the formation of tym-
panic bone portion, which takes place before birth and
becomes the basis of this structure, short It has appearance
and fused portion petrous temporal bone; Following hap-
pens in the second stage, characterized by a distal ossifica-
tion, forming the styloidal portion, which merges the
tympanic, this step is completed in late adolescence. The
third portion called ceratoial which is the ligament portion
of the styloid chain and the fourth portion is the hyoid
developing the lower horn of the hyoid bone, finalize the
process1-6.

The normal length of the styloid process reaches varia-
tions in literature 1.5 to 4.0 cm when these measures are
exceeded we are facing the elongated styloid process or
the mineralization of ligament styloidal complex, there are
many controversies about the normal size of this structure.
Authors confirm that this discrepancy between what
would be considered normal is because of the lack of
standardization at the time of measurement of these struc-
tures 1-3,6-10.

Several theories have been proposed and debated in an
attempt to elucidate the etiology of this change. Both be-
lieve that a previous trauma such as tonsillectomy or
pharyngeal trauma could stimulate ossification two dis-
tinct processes: the first called reactive hyperplasia, which
is stimulation of the styloid process, causing a continuous
ossification with the terminal portion of this bone invading
the styloid ligament; the second, through a reactive meta-
plasia ossification induction some portions of the ligament
styloid theories hyperplasia or reactive metaplasia could
be the explanation for the presence of ossification in any
age group, according to these theories, a second arc sheet
branchial persists, with potential for cartilage or bone
formation when stimulated. Due to the histological char-
acteristics found in bone hyperplasia of the styloid process
and styloid ligament metaplasia of the more appropriate
term for this variation is ossification and no calcification.
The third theory describes how an anatomical variation
that starts during the styloid process of ossification and
formation of the styloid ligament early in life, thus ex-
plaining the presence of this variation in young people1-4.

Radiological tests such as panoramic radiography, play
an important role to demonstrate these variations, most
authors credited the panoramic sufficient efficacy radiog-
raphy for the evaluation of stretching and calcification of
the styloid ligament. From the evaluation of these tests
Langlais images, Miles, and Van Dis, in the year per-

formed the classification of the styloid process in normal
elongated pseudo articulated and targeted, according to the
authors the classification would be: Type 1: elongated
presenting radiographic features in that is the integrity of
change with radiopaque image of the styloid process, with
a length of 28 mm; Type 2: called pseudo articulated
where apparently the styloid process is with the styloid
ligament by a single joint; Type 3: consists of short por-
tions or discontinuous long ossification of the styloid lig-
ament own1-4.

The elongated styloid ligament may be symptomatic or
not. When symptomatic is characterized as Eagle syn-
drome. The first styloid ligament calcification studies da-
ting from the sixteenth century, however Eagle, between
1937 and 1949, studying 200 cases, detailed the symptoms
of mineralization complex stylohyoid ligament, which
later characterize a syndrome such as your name3.10,13-18.

The most common symptoms are pain on either side of
the throat, with or without radiation to the mastoid ear or
region of the affected side, dysphagia, foreign body sensa-
tion in the throat glossalgia, dysphonia, recurrent head-
ache, carotid, vertigo, visual disturbances and restrictions
on neck movement can complete the clinical picture.

In its original publication, Eagle, presented two clini-
cal possibilities of presentation of this pathology: the clas-
sic stylohyoid syndrome that would be related in most
cases with tonsillectomies with persistent pain in the
pharyngeal region radiating to the ears, and stylocarotideal
syndrome not related to tonsillectomies, present only by
stretching calcification and profise styloid there would be
a compression of the external and internal carotid arteries,
providing intense neck pain3,10,13-18.

Studies of prevalence of elongated styloid process and
ossification of the same name ligament are conducted
mostly through panoramic radiographs as performed by
Guimaraes et al. (2000)11, who obtained results of 5%;
Correll (1979)1 using the same radiographic examination
results reached 18.2%, and Tavares Freitas (2007)6,
achieved a percentage of prevalence of elongated styloid
process in 32.4%, and the isolated ligament ossification of
the styloid 39.5 %. Others studies also verified the occur-
rence of ossification of stylohyoid ligament in patients
aged between 2 and 21 years, found that 40.7% patients
had anatomical variation. Ferrario et al. (1990)6, reported
an overall prevalence 84.4%. More recently Kursoglu et
al. (2005)12 analyzed 55 panoramic radiographs of adult
patients with results for prevalence of 83.6%. This wide
range of prevalence is justified by the lack of standardiza-
tion in the measures of the structures and the concept of
what can be consider an elongated styloid process.

Regarding gender most affected the vast majority of
studies did not show significant differences between fe-
male and male1,5,6,12.

The relationship between the presence of ossification
of the styloid ligament and elongation of the styloid pro-
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cess and the increasing age was proven by several studies6

disagreeing with Correll et al. (1979)1.
With the popularity of imaging, it is extremely im-

portant that the dentist is aware of mandibular maxillofa-
cial anatomy. Anatomical variations such as ossification
of the styloid ligament or the extension of the styloid pro-
cess, shows prevalence with great discrepancy being de-
tected in routine radiographs and the possibility of the
occurrence of symptoms, and then characterized as the
Eagle syndrome, as it has symptoms similar to glossopha-
ryngeal neuralgia and trigeminal, temporal arteritis, mi-
graine, histamine headache, dysfunction myofascial pain
syndrome, pain secondary to third molars unerupted or
impacted, cervical arthritis, tumors and absent dental
prosthesis, so as that the patient is not hurt by a wrong
treatment.

4. CONCLUSION
The ossification of the styloid ligament and elongation

of the styloid process has etiology based on previous
trauma theories that trigger a reaction metaplastic and hy-
perplastic and anatomical variation.

The prevalence reaches a large discrepancy between
8% and 84%.

There is no preference for gender and age increases the
chances of the presence of the styloid ligament ossifica-
tion as the lengthening of the eponymous process.
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