
INTRODUCTION 
The anatomy of the head and neck is rich in complexity as it is populated with motor 

and sensory organs, cranial nerves, and major arterial and venous structures in a 

compact three-dimensional space. This chapter provides a broad and concise 

overview to familiarize the novice and yet is detailed enough to serve as a reference 

for the more knowledgeable clinician. 

FACE 

Muscles 

The muscles of facial expression develop from the second branchial arch and lie 

within the skin of the scalp, face, and neck. 

FIGURE 1–1 

Muscles of the face. 

 
 

A. Occipitofrontalis Muscle 

The occipitofrontalis muscle, which lies in the scalp, extends from the superior nuchal 

line in the back to the skin of the eyebrows in the front. It allows for the movement of 

the scalp against the periosteum of the skull and also serves to raise the eyebrows. 



B. Orbicularis Oculi Muscle 

The orbicularis oculi muscle lies in the eyelids and also encircles the eyes. It helps to 

close the eye in the gentle movements of blinking or in more forceful movements, 

such as squinting. These movements help express tears and move them across the 

conjunctival sac to keep the cornea moist. 

C. Orbicularis Oris Muscle 

The orbicularis oris muscle encircles the opening of the mouth and helps to bring the 

lips together to keep the mouth closed. 

D. Buccinator Muscle 

The buccinator muscle arises from the pterygomandibular raphe in the back and 

courses forward in the cheek to blend into the orbicularis oris muscle in the lips. It 

helps to compress the cheek against the teeth and thus empties food from the vestibule 

of the mouth during chewing. In addition, it is used while playing musical instruments 

and performing other actions that require the controlled expression of air from the 

mouth. 

E. Platysma Muscle 

The platysma muscle extends from the skin over the mandible through the superficial 

fascia of the neck into the skin of the upper chest, helping to tighten this skin and also 

to depress the angles of the mouth. Although lying primarily in the neck, it is grouped 

with the muscles of facial expression. 

Arteries 

The blood supply of the face is through branches of the facial artery. After arising 

from the external carotid artery in the neck, the facial artery passes deep to the 

submandibular gland and crosses the mandible in front of the attachment of the 

masseter muscle. It takes a tortuous course across the face and travels up to the medial 

angle of the eye, where it ... 

************************************************************* 

Acute and Chronic Sinusitis 

 

INTRODUCTION 

 

ESSENTIALS OF DIAGNOSIS 

 The vast majority of cases of acute rhinosinusitis are self-limiting viral events. 

 Chronic rhinosinusitis is an inflammatory disease whose causes are often 

multifactorial. 



 In chronic rhinosinusitis, nasal endoscopy and/or computed tomography (CT) 

scan may be necessary to make the diagnosis if symptoms do not correlate 

well with findings. 

 

General Considerations 

 

Rhinosinusitis is one of the most commonly diagnosed medical conditions in the 

United States, affecting an estimated 12% of the adult population annually. Overall 

health care costs are significant, estimated to be over $6.9 to $9.9 billion 2014 USD 

per year. Acute rhinosinusitis (ARS) and chronic rhinosinusitis (CRS) together 

account for more primary care visits with antibiotic prescriptions than any other 

conditions from 2006 to 2010. 

 

Rhinosinusitis: Classification and Diagnosis 

 

Rhinosinusitis is broadly defined as symptomatic inflammation of the paranasal 

sinuses and nasal cavity. The term rhinosinusitis is used because sinusitis is almost 

always accompanied by inflammation of the contiguous nasal mucosa. There have 

been a number of iterations of the actual definition, which are described in this 

section. The Rhinosinusitis Task Force in 1997 classified rhinosinusitis based on both 

symptom duration and by history. In 2003, another task force that included the 

American Academy of Otolaryngology–Head and Neck Surgery (AAO-HNS) 

proposed revised guidelines that required physical exam findings for the diagnosis of 

CRS. Findings on nasal endoscopy or anterior rhinoscopy should include 1 or more of 

the following: purulent drainage, polyps, polypoid changes in the mucosa, and edema 

or erythema of the middle meatus. These guidelines also suggest that CT scans can be 

helpful to confirm the diagnosis of symptomatic patients with equivocal physical 

exam findings. In 2004, a multidisciplinary panel further classified CRS as CRS with 

nasal polyps, CRS without nasal polyps, and allergic fungal rhinosinusitis (AFS) to 

better guide clinical research and patient care. 

 

 Acute rhinosinusitis: Duration ≤ 4 weeks 

 Subacute rhinosinusitis: Duration 4 to 12 weeks 

 Chronic rhinosinusitis: Duration ≥ 12 weeks 

 Recurrent acute rhinosinusitis: Four or more episodes of acute rhinosinusitis 

per year, with each episode lasting ≥ 7 to 10 days, with symptom resolution 

between episodes 



 Acute exacerbations of CRS are a sudden worsening of CRS with a return to 

baseline after treatment. 

 

Most recently in 2007 and 2015, new clinical practice guidelines were developed to 

improve and update the diagnosis of rhinosinusitis. CRS is now defined as 12 weeks 

or longer of 2 or more of the following symptoms: 

 

 Mucopurulent drainage (anterior, posterior, or both) 

 Nasal obstruction ... 

**************************************************************** 

Malignant Laryngeal Lesions 

GENERAL CONSIDERATIONS 

Each year, approximately 13,000 new cases of larynx cancer will be diagnosed in the 

United States, and more than one-third of these patients will die of their disease. The 

current male-to-female ratio for larynx cancer is nearly 5:1, but the relative 

percentage of women with this, as with other smoking-related illness, has been on the 

rise. Larynx cancer is most prevalent in the sixth and seventh decades of life and is 

more prevalent among lower socioeconomic groups, for whom it is often not 

diagnosed until more advanced stages. More than 90% of larynx cancer is squamous 

cell carcinoma (SCC) and is directly linked to tobacco and excessive alcohol use. 

Because of the complex and multifaceted nature of this disease, treatment planning is 

best delivered through a multidisciplinary tumor board format. 

ANATOMY 

The larynx functions not only to produce voice but also to divide and protect the 

respiratory tract from the digestive tract. It acts as a sphincter during deglutition, 

protecting against the penetration of bypassing food by closing off the trachea at 2 

sites: the epiglottic flap and the closure of the vocal cords (VC). The larynx consists 

of a framework of cartilages connected by ligaments, membranes, and muscles 

covered by a respiratory and stratified squamous mucosal epithelium. 

 

 

 

 

 



FIGURE 33–1 

Cartilages and ligaments of the larynx. (A) Frontal view and (B) posterior view. 

(Adapted, with permission, from Hollinshead WH. Anatomy for Surgeons: The Head 

and Neck. 3rd ed. JB Lippincott; 1982.) 

 

The larynx can be divided into 3 parts: the supraglottis, the glottis, and the subglottis. 

The supraglottic larynx extends from the tip of the epiglottis and vallecula superiorly 

to the ventricle and undersurface of the “false” cords inferiorly; it includes the 



arytenoid cartilages, the aryepiglottic folds, the false VC, and the epiglottis. The 

glottic larynx encompasses the “true” VC, extending from the ventricle between the 

true and false cords to 0.5 cm below the free edge of the true cords, including the 

anterior commissure and interarytenoid area. The subglottic larynx extends from the 

inferior extent of the glottis to the inferior edge of the cricoid cartilage. 

FIGURE 33–2 

The supraglottic, glottic, and subglottic anatomic subdivisions of the larynx. 

(Adapted, with permission, from Bailey BJ, ed. Head and Neck Surgery—

Otolaryngology. 3rd ed. Lippincott Williams & Wilkins; 2001.) 

 

Understanding the embryologic origin of these regions of the larynx helps to explain 

the difference in clinical behavior between cancers arising from these laryngeal 

subsites. The supraglottis derives from the midline buccopharyngeal primordium and 

branchial arches 3 and 4 with rich bilateral lymphatics. The glottis, on the other hand, 

forms from the midline fusion of lateral structures derived from the tracheobronchial 

primordium and ... 

 


