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Abstract  Case Report 
 

Collet-Sicard syndrome (CSS) is a clinical condition due to lesions at skull base involving both jugular foramen and 

hypoglossal canal, and affecting lower cranial nerves i.e. IX, X, XI and XII. We report a case of Collet-Sicard 

syndrome, in an elderly lady, caused by intracranial tumor Glomus jugulotympanicum. 
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INTRODUCTION 
Collet in 1915 and Sicard in 1917 described 

this syndrome, but named it as 

"glossolaryngoscapulopharyngeal hemiplegia" and 

"syndrome of the condyloposterior lacerated foramen", 

respectively [1, 2]. It is a rare syndrome caused by 

heterogeneous lesions involving the base of skull e.g. 

tumors at jugular foramen [3], infectious condition [3], 

fracture of first cervical vertebra (Jefferson fracture) 

[4], metastasis [5], Internal Carotid artery dissection [8]. 

In CSS, lower cranial nerves i.e. IX, X, XI, and XII, 

usually of one side, are involved with lower motor 

neuron type paralysis, as these cranial nerves run 

through the jugular foramen (IX, X, XI ) or through the 

hypoglossal foramen (XII ) at the base of skull.  

 

CASE REPORT 
An elderly lady (age 75 years) reported in this 

territory medical Hospital with history of gradually 

increasing difficulty in swallowing, speaking, and 

tinnitus and pain left ear for 2 months. Three weeks 

prior to hospitalization, she developed nasal 

regurgitation and nasal twang, inability to protrude 

tongue or move it on left side producing dysphasia and 

dysphonia, and unable to shrug left shoulder and turn 

neck to right.  

 

She did not have headache, visual symptoms, 

altered behavior, sphincter incontinence or weakness in 

limbs, or symptoms of infection. No past history of 

tuberculosis, diabetes mellitus, hypertension or 

cerebrovascular accident. 

 

ON EXAMINATION 
Patient was conscious, emaciated, and not 

dyspneic at rest. She followed gestures, could not 

speak. She was normotensive. ENT examination: 

pulsatile movements of left tympanic membrane, and 

pooling of saliva in pyriform fossae. Larynx and vocal 

cords were normal. CNS examination revealed lower 

motor neuron paralysis of left IX, X, XI and XII cranial 

nerves. Uvula was deviated to right, and no atrophy or 

fasciculation of tongue. Grade II muscle power of left 

trapezius and sternocleidomastoid muscles was present. 

Other aspects of central nervous system examination, 

including cerebellum, were normal. She had no 

meningitis. 

 

Routine hematological, biochemical 

parameters, and urinalysis were normal. CEMRI brain 

(Fig-1) revealed ill-defined altered soft tissue signal 

intensity lesion in the left jugular fossa. 
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Fig-1: A & B shows an ill-defined soft tissue density lesion in the left jugular foramen causing erosions (red arrow) in the petrous part of 

temporal bone. A soft tissue density (orange arrow) is also noted in the left middle ear cavity anterior to the cochlear promontory (B & D). On 

MR images appear hyperintense on both T1W (C) & T2W (E) images with hypointense foci (likely flow voids) on post contrast images (F) it 

shows intense enhancement) causing its widening and it was extending along upper part of jugular vein in carotid space. 

 

There were erosions of jugular fossa, 

jugulotympanic wall, and widening along with soft 

tissue in the middle ear cavity, suggestive of left sided 

glomus jugulotympanicum. It also revealed saccular 

aneurysm at the junction of M1 & M2 segment of right 

middle carotid artery of 6(CC) X 5(TR) X 6(AP) mm 

pointing superolaterally.  

 

CEMRI cervical spine revealed marked 

cervical spondylosis changes in C3 to C7 vertebrae. X 

Ray chest and X-Ray jugular foramen were normal. X 

left mastoid bone showed sclerosis of some air cells 

with irregular bone margins. 

 

DISCUSSION 
Collet-Sicard syndrome (CSS) is a rare 

condition, described in the literature as case reports 

only. Causes of CSS are heterogenous [7]:  

(a)  Tumors: Jugular glomus tumor, nurinoma 

hypoglossus, multiple myeloma 

(b) Vascular: Internal carotid artery aneurysm / 

dissection. Internal jugular vein thrombosis 

(c) Infection: Osteomyelitis 

(d) Non-infectious Inflammatory: Polyarteritis 

nodosa 

(e) Trauma: Fracture of C1 (Jefferson’s fracture), 

base of skull 

(f) Skull Metastasis: Breast, Prostate, colon, 

kidney, uterus / cervix  

 

Our patient presented with gradually 

increasing lower motor neuron paralysis of left IX, X, 

XI and XII cranial nerves, was caused by glomus 

jugulotympanicum (paraganglionoma). Being a highly 

vascular tumor, it has produced a pulsatile left tympanic 

membrane. The tumor had also expanded into the 

cranial fossa and involved lower cranial nerves - 

described above. There may be facial palsy or hearing 

loss in large globus tympanicum tumor [6]. Our patient 

had no facial palsy or hearing loss. 

 

CONCLUSION 
Globus jugulotympanicum being a rare cause 

of CSS, hence it necessitated us to present this case. 
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