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36 Facial Nerve Disorders
C H A P T E R

TRUE/FALSE STATEMENTS

 1. The temporal branch of the facial nerve crosses deep to the superficial temporal artery and vein in its course 
toward the lateral forehead.

 2. Facial nerve schwannomas most commonly affect the geniculate ganglion and typically present with gradual 
facial palsy rather than acute onset.

 3. Cross-facial nerve grafting is the first-line surgical intervention for chronic facial nerve paralysis lasting more than 
12 months.

 4. In facial reanimation surgery, the use of the masseter nerve for nerve transfer provides faster results than 
hypoglossal nerve transfer.

 5. Facial nerve decompression surgery is most effective when performed within the first two weeks of complete 
facial nerve paralysis caused by temporal bone fractures.

 6. In patients with facial nerve schwannomas, stereotactic radiosurgery is a definitive treatment to restore facial 
nerve function.

 7. MRI with gadolinium is the imaging modality of choice for diagnosing facial nerve inflammation in Bell’s palsy 
and schwannomas.

 8. In patients with parotid malignancies, the facial nerve is routinely sacrificed to achieve oncologic clearance.

 9. Synkinesis is a common complication of facial nerve regeneration, caused by aberrant reinnervation of unrelated 
muscle groups.

 10. Facial nerve reanimation surgery using the hypoglossal nerve often leads to complete restoration of voluntary 
facial movement.

EXPLANATIONS

1. False
The temporal branch of the facial nerve crosses 
superficial to the superficial temporal artery and vein 
as it travels toward the lateral forehead.

2. True
Facial nerve schwannomas often involve the genicu-
late ganglion and cause progressive facial weakness 
due to slow-growing nerve compression, unlike the 
sudden onset seen in conditions like Bell’s palsy.

3. False
Cross-facial nerve grafting is typically indicated in 
chronic paralysis of less than 12 months. Beyond this 
period, muscle atrophy limits its effectiveness, and 
static procedures or muscle transfers may be preferred.

4. True
The masseter nerve is closer to the facial nerve 
and allows quicker reinnervation compared to the 

hypoglossal nerve, which takes longer to achieve 
functional recovery.

5. True
Early decompression within 2 weeks has the best 
outcomes, as delayed surgery may lead to irreversible 
nerve damage.

6. False
Stereotactic radiosurgery is used to control tumor 
growth but does not restore nerve function. Symptom 
management and facial reanimation may still be 
necessary.

7. True
MRI with gadolinium provides high-resolution 
imaging of the facial nerve, revealing inflammation 
in Bell’s palsy or fusiform enlargement in  
schwannomas.
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8. False
The facial nerve is preserved whenever possible. 
Sacrifice is performed only when the nerve is directly 
infiltrated by the tumor.

9. True
Synkinesis occurs when regenerating facial nerve 
fibers innervate inappropriate muscle groups, leading 

to unintentional movements during voluntary facial 
expressions.

10. False
Hypoglossal nerve transfer can restore some degree of 
facial movement, but the results are rarely complete. 
Functional deficits, such as asymmetry and impaired 
tongue movement, are common.

MULTIPLE CHOICE QUESTIONS

1. A 35-year-old female patient presented with facial 
nerve palsy along with clinical features as shown 
in below picture with swollen lips and fissured 
tongue. What is the most likely diagnosis of this 
condition?

a. Moebius syndrome
b. Melkersson-Rosenthal syndrome
c. Ramsay Hunt syndrome
d. Van der Hoeve syndrome

2. Which of the following is described as Type 2 Katz 
Catalano classification?
a. Buccal loop
b. Forms Zygomatic loop
c. Straight branching of facial nerve
d. Multiple loops

3. Which of the following is not true about Facial 
schwannoma?
a. Typically arise from tympanic segment of facial 

nerve
b. Mass along the course of facial nerve
c. Post-contrast MRI depicts strongly enhancing 

mass like cholesteatoma
d. All of the above is correct

4. Which of the following branch of facial nerve can be 
detected by below shown picture?

a. Marginal mandibular
b. Buccal
c. Zygomatic
d. Temporal

5. In parotid surgery, which structure lies immediately 
superior to the buccal branch of the facial nerve?
a. Retromandibular vein
b. Zygomatic arch
c. Masseter muscle
d. External carotid artery

6. “Safety zone” for avoiding injury to the marginal 
mandibular branch of the facial nerve is defined as 
a region:
a. Above the hyoid bone
b. Inferior to the angle of the mandible
c. Within 1–2 cm below the lower border of the 

mandible
d. At the midpoint of the zygomatic arch
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7. Which of the following correctly describes the 
anatomical position of the temporal branch of the 
facial nerve?
a. It crosses deep to the superficial temporal artery 

at the zygomatic arch
b. It lies within the superficial musculoaponeurotic 

system (SMAS) layer
c. It runs immediately inferior to the lateral orbital 

rim
d. It is consistently protected by the temporalis 

fascia in the lateral brow region

8. Which imaging feature is most specific for identify-
ing facial nerve schwannomas?
a. Cystic degeneration on CT
b. Fusiform enlargement of the facial nerve canal on 

MRI

c. Enhancement along the nerve path on contrast-
enhanced CT

d. Bone erosion at the stylomastoid foramen

9. Which nerve is responsible for elevating the corner 
of the mouth and is at risk during parotidectomy?
a. Buccal branch
b. Marginal mandibular branch
c. Zygomatic branch
d. Temporal branch

10. Pitanguy line is primarily used as a surgical land-
mark to identify which branch of the facial nerve?
a. Buccal branch
b. Cervical branch
c. Temporal branch
d. Zygomatic branch

EXPLANATIONS

1. Ans. (b) Melkersson-Rosenthal syndrome
The clinical findings suggestive of Melkersson-
Rosenthal syndrome include recurrent facial palsy, 
fissured tongue, and swelling of the lips.

2. Ans. (b) Forms Zygomatic loop

Katz Catalano Classification

Type I (25%) Branches are separate

Type II (14%) Buccal branch fuses with Zygomatic branch

Type III (44%) Major communicating, buccal & other branches

Type IV (14%) Complex branching between all branches

Type V (3%) More than 1 Major trunk

3. Ans. (c) Post-contrast MRI depicts strongly 
enhancing mass like cholesteatoma
Middle ear Schwannomas typically originate from the 
tympanic segment of the facial nerve. An important  
imaging feature is the presence of a mass along 
the course of the facial nerve, which helps distin-
guish it from cholesteatoma. On post-contrast MRI, a 
Schwannoma appears as a strongly enhancing mass, 
whereas cholesteatomas do not enhance with contrast.

4. Ans. (d) Temporal
Correia and Zani (1973) described the temporal 
branches of the facial nerve as located within an 
area defined by two diverging lines: one extending  
from the earlobe to the lateral brow and the other to 
the lateral end of the highest forehead crease. While 
generally accurate, this rule does not account for the 
auricular ramus. In most of this triangular region, 
the nerve lies immediately subcutaneous, lacking 
protection from overlying muscle or the parotid gland.

5. Ans. (b) Zygomatic arch
The buccal branch runs parallel to the zygomatic arch 
and is located immediately inferior to it.

6. Ans. (c) Within 1–2 cm below the lower border of 
the mandible
Marginal mandibular branch typically lies within  
1–2 cm below the mandible and is at risk during sub-
mandibular surgery or procedures near the mandible.
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7. Ans. (b) It lies within the superficial musculoapo-
neurotic system (SMAS) layer
Temporal branch runs within the SMAS layer and is 
vulnerable during procedures such as rhytidectomy 
or brow lifts.

8. Ans. (b) Fusiform enlargement of the facial nerve 
canal on MRI
Fusiform enlargement along the facial nerve canal is 
characteristic of schwannomas and is best visualized 
on MRI. Many lesions, including inflammatory 
conditions (e.g., Bell’s palsy, perineural spread of 
malignancy), can show enhancement along the 
course of the facial nerve. While it suggests an 
abnormality of the nerve, it does not specifically point 
to a schwannoma. Additionally, CT lacks the soft-
tissue resolution of MRI, making it less reliable for 

identifying the fusiform morphology characteristic of 
schwannomas.

9. Ans. (c) Zygomatic branch
Zygomatic branch innervates the zygomaticus major 
muscle, which elevates the corner of the mouth.

10. Ans. (c) Temporal branch
Pitanguy line is an important surgical landmark that 
approximates the course of the temporal branch of 
the facial nerve as it travels from the parotid gland to 
innervate the forehead muscles. It is drawn from the 
central tragus to the lateral end of the eyebrow, with 
the nerve typically located about 1–1.5 cm inferior to 
the line. This landmark is crucial in procedures like 
facelifts and brow lifts to avoid nerve injury, which 
could result in forehead asymmetry and inability to 
elevate the eyebrow.
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