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Abstract

The styloid process is a cylindrical, long osseous cartilaginous process located on the petrous part of temporal bone. Normal
length of it usually 20-25 mm. The apex of it is connected with the lesser cornu of hyoid bone ipsilaterally through stylohyoid
ligament. In the view of development stylohyoid ligament is the continuation of the styloid process apex, developed from second
branchial arch. In present article we reported two skulls with bilateral elongated styloid process. In the first skull length of styloid

process is 8.2cm on right and 5¢cm on left. In other skull 6.4cm on right and 5.2cm on left.

INTRODUCTION

The styloid process is extension of osseous process
from the posterior lower surface of the petrous part
of temporal bone located anteriorly to stylomastoid
foramen. The direction of process is downwards
and slightly inside. It is developed from second
branchial arch [1]. The normal length of styloid
process is 20-25mm, between apex of process and
lesser cornu of hyoid bone there is attachment
called as stylohyoid ligament. The tip of the
process is situated laterally from the pharyngeal
wall and immediately behind the tonsillor fossa
and critically between the internal and external
carotid arteries and has attachment of three
muscles and two ligaments. Rarely stylohyoid
ligament ossifies and increase the length of styloid
process and called as elongated styloid process
when it is longer than 30mm|[2].

Clinically the relation of tip of the stylohyoid
process is important, course of it situated in
between external and internal carotid arteries,
anteriomedially it is related to facial nerve,
medially with accessory and vagus nerves. The one
of the symptoms in Eagle’s syndrome is
approximation of the glossopharyngeal nerve with
the styloid ligament. The causes for the elongated
styloid process or Eagle’s syndrome are the
persistent angulation of the Reichert’s cartilage and
its neurovascular relationships, styloid ligament
ossification, osseous tissue growth at the insertion
of the styloid ligament. The more common
symptoms of this syndrome are dysphasia,
headache, ipsilateral otolgia, foreign body
sensation, neck pain during rotation, facial, carotid
and throat pain [3, 4, 5].

CASE REPORT

In routine osteology demonstration we have found
out two dry adult skulls with the elongated styloid
process. In the first skull right styloid process was
8.2cm long and 1.2 cm thick at the base which is
extremely rare. The styloid process proper is 5.1cm
long and remaining 3.1cm was ossified styloid
ligament the junction between the two was marked
by bulge of bony mass. The stylohyoid part broken
was on the left side and it was 5cm long and 1cm
thick at base (Figure 1. B). In second skull on the
right side it was 6.4cm and 0.6cm thick at base and
it was in two segments, on left side it was in only
segment with 5.2cm length and 0.5cm thick at
base(Figure 1. A).

Figure 1. The Skull (A&B) showing elongated
styloid process
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DISCUSSION

The lower part of petrous bone giving origin for a
slender boney projection called as styloid process.
Richert’s cartilage of second branchial arch gives
rise this process and persists as a stylohyoid
ligament between lesser cornu of the hyoid and tip
of the styloid process passing between external and
internal carotid arteries, the glossopharyngeal and
vagus nerves are adjacent to it[6].

A surgeon from Padua Pietro Marchetti was
observed on ossifying process of stylohyoid
ligament to an elongation of the styloid process in
1652. The symptoms of elongated styloid process
were described by Weinlecher in 1872. In 1937
and 1949 Eagle described fully about elongated
styloid process or Eagle’s syndrome in his study in
ear-nose-throat patients and dentomaxilofacial
cases. Eagle stated that elongated styloid process
term can use only when the length of process is
more than 30mm or when there is stylohyoid
ligament ossification [7]. Elongated styloid process
can cause cervical and pharyngeal pain on
swallowing, opening of the mouth, speaking, and
sensation of a foreign body in the oropharynx,
during movement of the cervical region and pain
radiating to the ear [6, 8]. It may cause stroke due
to the compression of carotid arteries [9, 10, 11].
The compression depends on the size, shape and
orientation of the ossified styloid process [12].

Various theories were proposed by Steinmann to
explain ossification of styloid process, These were:
“Theory of reactive hyperplasia” — trauma can
cause ossification at the end of the styloid
process, down the length of the styloid
ligament, since the styloid ligament contains
remnants of its connective tissue and fibro
cartilaginous origins, the potential for
ossification remains; “Theory of reactive
metaplasia” an abnormal post-traumatic
healing response initiates the ossification of
stylohyoid ligament; and “Theory of anatomic
variance” — the early elongation of the styloid
process and ossification of the styloid ligament
are anatomical variations that occur without
recognisable trauma[13].

Eagle classified the syndrome in to two types,
the first one is classic type and second one is
carotid artery type, the classic type develops by

fibrous tissue formation in the area of a calcified
stylohyoid complex, distorting the cranial nerve
endings in the tonsillar fossa following surgical

removal of tonsil, the second type is not
dependent upon tonsillectomy is called as
stylocarotid syndrome or carotid artery

syndrome. The main complaint of elongated
process patients is cervical pain while turning
head because elongated styloid process passes
between external and internal carotid arteries
and accompanying nerve plexuses [14].

Keur et al proposed that if the length of styloid
process is more than 30mm then it is elongated
[15]. Jung et al stated that it should be consider
as elongated when it is more than 45mm [16].
Lindeman suggest that the length of styled
process is variable individually, he defined
elongated when it is more than 40mm [17].

Diagnosis of elongated styloid process can be
made by digital palpation of the styloid process
in the tonsillar fossa which produces the pain. It
can be diagnosed by radiographic and CT scan
also, by internal or external approach styloid
process can be shortend [18]. The knowledge of
elongated styloid process can help
otolaryngologist in surgeries of that particular
area.
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