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HEAD AND NECK

Inspection
Palpation
Range of Motion
Tests
INSPECTION:

Head: Inspect the head for contour, size, general shape and position.  Note the amount and distribution of scalp hair. A head that looks unusual in proportion to the rest of the body or is visibly asymmetrical from side to side may represent a pathologic abnormality.  The line between dandruff and the oily "pathologic" scales of seborrhea can be murky.   Male pattern baldness (thinning and recession at the temples and lateral forehead scalp line) is familial and can begin at any age after male pubescence.  The same pattern in a woman suggests a pathologic (usually endocrine) entity.  Generalized or patchy hair loss in any other pattern may represent local scalp disease or systemic abnormalities.

· Frontal Bossing:   

· Sickle Cell Anemia may present with frontal bossing, unusual prominence and curvature of the forehead.
· Hydrocephalus may present with an upper part of the head that looks disproportionately large atop a normal jaw and 

lower face.  Sunrise eyes w/ raised brows and gaze looking inferiorly
· Paget's disease of the bone may also present with a larger upper head compared to lower associated with softening of 



the bones of the skull.
· Sebaceous cysts (epidermal inclusions cysts or wens), fibromas and lipomas are palpable subcutaneous masses. 

Sebaceous cysts can grow to be over 5 cm.  Identified by elevated skin, central punctum, fixed to the surface but not below.  A 


lipoma or ganglion is fixed at the base.  
· Gardner's syndrome presents with an extraordinary number of epidermal inclusion cysts and possibly some hard 



excrescences of bone (osteomas, exostoses) or fibrous dysplasia of the skull.  Supernumerary teeth may also be present. This 



is a familial condition whose superficial component causes little trouble, however its internal component of intestinal 



polyposis and premature colon cancer can be fatal.
· Psoriasis may present with redness and scaling of the scalp.  

· Seborrheic dermatitis  can present like dandruff.   Smilax (cleans gut), Momordica (turns off GMP), Coleus and Gingko 

(activates AMP)
· Alopecia aeriata  (loss of the hair in rings or patches) may be caused by a fungal infection


Neck:  Inspect the neck noting symmetry and any masses, discoloration's or scars.  Look for enlargement of the parotid or submandibular glands, and note any visible lymph nodes. Jugular venous distention or arterial pulsations may be visible in the sitting position and should be followed with a cardiovascular exam.

Trachea and Thyroid: Inspect the trachea for any deviation from the midline. Detection of asymmetry is improved by observing the trachea at end-inspiration with a deep breath.   Inspect the thyroid gland by having the patient extend the neck and take a deep inspiration.  Using tangential lighting directed downward from the tip of the patient's chin, inspect the region below the cricoid cartilage for the gland.  Ask the patient to sip some water with head slightly extended to observe for upward movement of the cartilage and gland noting contour and symmetry. The lower border of the thyroid gland will look less symmetrical with swallowing.
· Masses in the neck may push the trachea to one side.  Mediastinal masses (push away), atelectasis (pulls toward) or a large 

pleural effusion (push away) or pneumothorax (push away) may also push the trachea to one side.  Generally, lesions that 


decrease the volume of the affected lung pull the mediastinum to the affected side.  Lesions that increase the volume of the 


affected side pushes the mediastinum away.
· Thoracic or abdominal metastasis may present with enlargement of the supraclavicular nodes, especially on the left.
· A branchial cleft cyst often presents as a lump that "peeks" forward from the superior third of the SCM.  This is a remnant of 

the cervical sinus which is derived from the 2nd-4th branchial arches (see below in Palpation of the trachea and thyroid)
· Goiter is the general term for enlarged thyroid gland.
· A full-looking lower neck that fails to rise with swallowing usually means a nonthyroidal cause (most commonly excess fat 



or muscle).

· A laryngocele, usually located in the thyrohyoid membrane may enlarge with the Valsalva maneuver, blowing the nose or 

pursing the lips and often has a history of enlargement with crying, coughing or laughing. Dysphonia and the sensation of a 


lump in the throat are also present.
· Riedel's thyroiditis is a rare condition when fibrosis anchors the thyroid gland to the surrounding tissue.  The gland may be 

enlarged.  This condition may present as cancer locally.
· Locally advanced thyroid cancer infiltrating widely beyond the capsule may plaster to gland to all nearby tissues.

· Virchow’s nodes:  due to blockage of the thoracic duct thus are enlarged only on the left (see below)
PALPATION 
 
Head: Note the texture of the hair for dryness or coarseness.  Does it come out when gently tugged? Lift sections of hair to separate and examine underlying skin at several sites.  Palpate the contour of the cranium for protrusions and depressions.  It should be symmetrical and generally smooth except for the mastoid prominence.  Note irregularities.  Palpate the superficial temporal arteries

· Hyperthyroidism may present with brittle, fine hair that breaks off before the root

· Hypothyroidism may present with coarse hair.


Neck: Palpate the bones of the cervical spine. There are 35 joints in the cervical spine.  C2-3 is known as the "headache joint" and C5-6 is commonly an "osteoarthritic joint" that typically produces arm and neck symptoms.  


Compression test:  To study joint pain contributing to neck pain, press down on the head in flexion, extension and rotation while the patient holds the head immobile in these positions.  Pain in these maneuvers points to a nonarticular origin unless there is severe inflammation or misalignment. 

Palpate the paraspinal muscles, trapezius, and SCM.
Face the patient and palpate lymph nodes bilaterally using the pads and tips of the three middle fingers, 

maintain contact and move the skin over the underlying tissues in small circles of palpation along each chain.  The patient should be relaxed, with neck flexed slightly forward and slightly toward the side of examination.  Begin with posterior and preauricular to angle of the jaw, inferior mandible to the chin.  Start again at the occiput and palpate the posterior cervical triangle, feeling beneath the posterior margin of the SCM as far as the clavicular attachment.  "Wander" a bit in the posterior triangle. Move laterally into the supraclavicular fossae along the clavicular margin, the center of the space, and the anterior borders of the trapezii.  To bring out the supraclavicular lymph nodes, palpate from behind, have the patient perform a Valsalva maneuver or examine with the patient supine.  Start again at the angle of the jaw and palpate downward along the anterior margins of the SCM to examine the anterior cervical chain.  

· Note size, shape, delimitation (discrete or matted together), mobility, consistency (soft or 

fluctuant(erythematous, indurated and tender), firm, or rubbery, to even rock-hard), and any tenderness. 
· For enlarged or tender nodes, re-examine the regions of drainage and carefully assess lymph nodes 

elsewhere to distinguish between regional and generalized lymphadenopathy. Also look for any dimple or 


drainage onto the overlying skin. See if the lesion can be transilluminated suggesting a cyst, diverticulum 


or swelling (-cele).

Lymph node consistency
· Tender nodes suggest inflammation.

· Massive cervical lymph nodes (>5cm diameter) suggest hematologic malignancies or severe reactive hyperplasia (as in 

diptheria), IMN/CMV or HIV
· Rubbery lymph nodes suggest Hodgkin's disease.
· Texture of fish flesh suggest NHL
· Soft, fluctuant (retreats and to some slight degree springs back or moves aside when pressed on) lymph nodes suggest necrosis with suppuration (purulence) as in bacterial infection.

· Fistulization suggests mycobacteriosis.  Involvement of cervical lymph node and skin by mycobacterium is designated scrofula.
· Suppuration with or without skin involvement can also occur in cat scratch disease.
· Fixation to skin, underlying tissue or other lymph nodes suggests metastasis.
· Submandibular lumps in the elderly usually suggest descending salivary glands.
· Occipital lymph node enlargement is common in childhood infection but much less so in adults. Therefore, look for scalp infection or immunocompromise in adults.
· Hard or fixed nodes suggest a probable primary tumor site in the chain involved. 

Lymph node location:

· High posterior cervical lymph nodes, especially bilaterally suggest a nasopharyngeal primary condition.  

· Submental and submandibular nodes occur with cancer of the nose, lips, anterior tongue and anterior floor of the mouth.

· Midjugular nodes suggest a primary condition at the base of the tongue or in the larynx.  
· Lower jugular nodes point to the thyroid or esophagus.  
· Left supraclavicular lymph nodes or  "Virchow's" suggest cancer of the stomach or act as "sentinel nodes" signaling deep internal metastasis blocking the thoracic duct.  You can accentuate by standing posterior and palpated while having pt. perform a Valsalva maneuver.
· Right supraclavicular lymph nodes often suggest lung, breast or axillary cancer.
· Generalized lymphadenopathy with involvement of the neck suggest hematologic malignancies, HIV infection, mycobacteriosis and other granulomatous infection, syphilis or toxoplasmosis, lymphoid hyperplasia, sarcoidosis, or phenytoin (Dilantin) therapy.

· Metastatic thyroid cancer and Graves hyperthyroidism must be considered w/ cervical lymphadenopathy in the presence of diffuse thyroid enlargement. 


Trachea and Thyroid: Identify the thyroid and cricoid cartilages.  Have the patient slightly extend the neck but avoid tightened neck muscles or skin.  Have pt. slightly side bend the neck toward side of palpation.  Fix the thyroid with one hand.  While standing behind the patient, place the index fingers of both hands just below the cricoid.  The fingers of the right hand are placed anterior to the right SCM and pressed forward and medially against the right trachea; the fingers of the left hand compress the left lobe from the front. Have the patient sip a small amount of water.  Feel for glandular tissue rising under left finger pads.  Repeat in reverse for the right gland. (An alternate method places the three middle fingers of the left hand BEHIND the patient's right SCM, pressing anteriorly and toward the tracheal border medially to trap the thyroid and press it forward.  Place the fingers of the right hand deep between the trachea and the anterior margin of the SCM). The isthmus is normally palpable but the lobes, which are more lateral than the isthmus, are more difficult to palpate.  Note the size, shape and consistency of the gland and identify any nodules or tenderness by location (upper pole, lower pole, etc.).  The anterior surface of a lateral lobe is approximately the size of distal phalanx of the thumb and feels somewhat rubbery.  Further extension of the neck may help when the gland is difficult to palpate.  If the gland is enlarged, listen over the lateral lobes to detect a low-pitched bruit.

Stand behind pt.,  Have them extend and SB toward side of palpation.  W/ opposite hand, push behind 

SCM, w/ ipsilateral hand, palpate the thyroid.

· Tracheal tenderness is characteristic of nonpyogenic pneumonias.

· Hyperthyroidism may present with a localized or systemic bruit over the lateral lobes of the thyroid.
· Thyroiditis may present with benign or malignant nodules, an enlarged, firm, tender thyroid possible with a history of neck pain and recent Sn/Sx of hyperthyroidism.
· Pyramidal lobe of the thyroid must be distinguished from a thyroglossal duct cyst, lymphadenopathy, or thyroid nodule.  This projection of normal thyroid tissue arises from the isthmus and extends upward, sometimes as high as the hyoid bone.  It is triangular, with its base contiguous with the isthmus.  
· Thyroglossal duct cyst is a projection that arises from remnants of the primitive thyroglossal duct and may appear at any time in life although it occurs most commonly in childhood or adolescence.  It is a painless, soft mass that may present above or below the thyroid cartilage, and may protrude laterally.  It is distinguishable from an enlarged lymph node by its upward movement on protrusion of the tongue to which it is connected.
· Brachial cleft cyst is a mass appearing in childhood or adulthood, usually just anterior to the upper third of the SCM.  Unless infected, it is painless and soft and contains cloudy, cholesterol-crystal-laden fluid on aspiration.  This cyst forms in an area of incomplete closure of branchial arches.  An infected cyst can have brown, purulent fluid.  
· Diverticulum of the esophagus is an unusual, typically symptomatic lateral cervical mass that is also a pressure anomaly created in a congenitally defective segment of esophageal muscularis.  
· Klippel-Feil anomaly refers to a congenital fusion of cervical vertebrae present from birth that results in a very short neck with limitation of head movement. The trapezii appear shortened thus giving the neck a "webbed" appearance.
· Turner's syndrome (XO) also presents with a short webbed neck.
· Torticollis "wryneck" refers to a twisting of the neck secondary to spasm or disease of one or more of the muscles controlling cervical motion.  Wryneck usually resolves spontaneously.

RANGE OF MOTION

Neck: Observe active, passive and resisted ROM.  Focus on neck flexion since this is usually the most uncomfortable movement with neck arthritis.  On attempted lateral flexion of the neck, some patients with pain or limited range of motion will compensate (sometime unconsciously) by elevating the ipsilateral shoulder toward the head. If voluntary active range of motion seems limited, retest ROM while distracting the patient with engaging questions.  Note the curvature of the spine in the upright position and the contour of the flexed neck noting the normal protuberance of the spine of the seventh vertebra.


flexion:  45


rotation:  70


extension 45


lateral flexion:  45(
· Painless restriction of the neck suggests cervical osteoarthrosis. Voluntary restriction is confirmed if ROM increases with 

distraction.  Pain with decreased ROM can also signify OA, disc disease or other conditions.
· Spondylosis or osteomyelitis can present with tenderness over a particular SP or facet joint.
· Trisomy 21 commonly have OA instability.
· OA and spondylolisthesis may present with an anteriorly thrust neck.

TESTS


Neck:    


CN XI: 




SCM:  Stabilize the cervical vertebral column by placing your ipsilateral elbow over the patient's 




anterior deltoid and holding the patient's occiput with your ipsilateral hand.  Use your contralateral 




hand on patient's mandibular ramus (or lateral frontal bone) to resist patient's attempt to rotate (not 




tilt) the head toward you.  This tests the function of the contralateral SCM and its nerve.

    
Trapezius strength is tested bilaterally at once by placing hands superior to the muscle and asking 



the 
patient to shrug shoulders upward.  The shoulders should rise symmetrically against the 



downward hand pressure, and both muscle bodies should be felt in equal contraction.


The compression test is performed by having the patient laterally flex the neck to the painful side with 


slight extension. The examiner applies steady downward pressure on the head to compress the ipsilateral 


articular pillar.  Tests the facet joints.

The quadrant test consists of the same with the addition of active rotation toward the painful side to 


narrow the intervertebral foramina.  Checks for intervertebral artery occlusion (occludes the artery on the 


side of SB to test the patency of the opposite side) (cannot find a reference for this test)
A positive compression and quadrant test may localize the pathologic process, particularly if pain is reproduced in a small, sharply circumscribed area.  A positive quadrant test with a negative compression test localizes the lesion to the intervertebral foramina yet etiology remains unclear.

The neck sign is elicited by having the patient drop the relaxed arms to his sides, then extends the head 


so the chin points forward and a bit up. (cannot find a reference for this test)


A positive sign consists of the formation of tight, hard cords on the skin surface with the neck extended.  This sign is 



found in persons with progressive systemic sclerosis (scleroderma) but not in normals or in those with 



uncomplicated Raynaud's disease.  Normal seniors may have soft cord from skin laxity.

Trachea and Thyroid: patient seated with mouth closed and chin fully elevated, hold the cricoid cartilage 


between thumb and index finger to assess for tracheal tug.



A tracheal tug is a systolic downward-inward pull on the fingers that persists in expiration means the aorta is tethered 



to the carina or left main-stem bronchus, so that the attached airway transmits aortic pulsations suggesting local 



inflammation at the site of a leaking aortic aneurysm.

Auscultate the trachea to confirm a functional or structural critical narrowing of the upper airway.  If 


wheezes are heard, record what part of the respiratory cycle they are heard.



Tracheal wheezes can reflect turbulent airflow isolated to the URT or propagation from the lower airways.  



Purely inspiratory wheezes (stridor) indicate a laryngotracheal origin.
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