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Abstract 

  

In this study, 25 patients with clinically N0 nodal stage 

laryngeal carcinoma who were presented to the ENT outpatient 

clinic or emergency room in Kasr El Aini hospital during the 

period from May 2012 to February 2014. The current study is a 

cross sectional analytic study that deals with histopathological 

analysis of neck nodes in patients with laryngeal carcinoma and 

clinically N0 nodal stage who received unilateral or bilateral 

lateral type of selective neck dissection.In treating cancer of the 

head and neck, there is great concern for the patient’s quality of 

life, and offering valid oncological results in terms of disease-free 

survival, and the articles mentioned in this study support the claim 

that it is unnecessary to dissect sublevel IIb in laryngeal cancer 

patients with clinically N0 necks.  
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Introduction 

The head and neck encompasses perhaps some of the most 

anatomically complicated regions of the body. Knowledge of the 

lymphatic system is essential in order to understand the pattern of 

spread of cancer in the neck. (Ferlito et al; 2006) 

Most squamous cell carcinomas of the head and neck are 

at least potentially curable. Primary cancer arising in most sites in 

the head and neck ultimately metastasizes regionally to the 

cervical lymph nodes. As the status of these lymph nodes is the 

most significant independent prognostic factor in head and neck 

cancer, appropriate management of the cervical lymph nodes is 

essential for control of disease. Neck dissection is the standard 

surgical treatment for resecting cancer in the regional lymph 

nodes of the neck. The purpose of a neck dissection is to remove 

those lymph nodes involved by or at risk for involvement by 

metastatic cancer. The significance of metastatic disease in the 

lymph nodes of the neck has long been appreciated. (Ferlito et al; 

2006)  

 For several centuries the nature and anatomy of the 

lymphatic system and the lymphatic drainage of the various 

mucosal regions of the upper aerodigestive tract have been 

studied, and methods for surgical extirpation of surgical lymph 

nodes have been developed. These attempts were crude and 

ineffective at first, but in time the systematic regional lymph node 

dissection has become fundamental to the surgical management of 

malignant disease in the head and neck. (Ferlito et al; 2006) 

In laryngeal as in all upper aerodigestive tract cancer, 

lymph node metastasis is an important prognostic factor, and 
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adapted treatment is critical to management and prognosis. 

Achieving earlier diagnosis of the laryngeal tumor increases the 

frequency of patients presenting stage N0 lymph node 

involvement. Optimal management of N0 cases is controversial. 

Functional neck dissection entails a non-negligible risk of nervous 

and lymphatic morbidity, especially when applied to levels IIb 

and IV. As these are the least frequently affected levels, the 

advisability of dissection is questionable, given advances in 

various diagnostic strategies.(Mnejja et al; 2010) 

The presence of neck metastasis is known to reduce 

survival by 50%, and the frequency of such spread is greater than 

20% for most squamous cell carcinomas (SCCAs). The presence 

of extra capsular spread further halves the chances of cure. The 

survival rate is less than 5% in patients who previously underwent 

surgery and have a recurrent metastasis in the neck. Therefore, 

control of the neck is one of the most important aspects in the 

successful management of these particular tumors.(March et al; 

2010). 

Because clinical palpation is not sufficiently sensitive to 

detect cervical nodal metastasis, C.T, MRI, and positron emission 

tomography imaging are useful, however, they have a limited 

power for detection of metastasis less than 1cm in diameter. 

Histopathology remains the gold standard method for detection of 

metastatic lymph nodes.(Barrera et al;2003). 
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Aim of work 

To evaluate the effectiveness of selective neck dissection 

of sublevel IIa and level III in cases of glottis supraglottic 

laryngeal carcinoma in absence of lymph node metastasis and to 

show if there is value of dissection of sub level IIb or IV in this 

cases.  
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Anatomy of neck lymph nodes: 

It has been estimated that about 300 of the 800 lymph 

nodes in the human body are located in the head and neck region. 

(Robbins, 2001)  

The level system is used to delineate the location of lymph 

node disease in the neck. The level system is well known and easy 

to remember and serves as the basis for describing various 

selective neck dissections. (Shah et al, 1981) 

It was believed that the 6 levels currently used 

encompassed the complete topographic anatomy of the neck. 

Lymph nodes involving regions not located within this region 

would be referred to by the name of their specific nodal group. In 

addition to the superior mediastinum, other examples include the 

retropharyn geal lymph nodes, the periparotid lymph nodes, the 

buccinator nodes, and the postauricular and suboccipital 

nodes.(Robbins et al, 2002) 

The 2001 report of the American Head and Neck Society's 

Neck Dissection Committee recommended the use of 6 neck 

levels and 6 sublevels, which added 2 extra sublevels at level V. 

The 6 sublevels are Ia (submental nodes), Ib (submandibular 

nodes), IIa and IIb (upper jugular nodes), Va (spinal accessory 

nodes), and Vb (transverse cervical and supraclavicular nodes) 

(Robbins, 2001) 
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 According to Robbins,  2001 these levels are divided as follow 

(Fig. 1); 
 

Level I 

 

This level is bound by the body of the mandible 

superiorly, stylohyoid muscle posteriorly, and the anterior belly of 

the digastric muscle on the contralateral side anteriorly.  

This level may be divided into level Ia, which refers to the 

nodes in the submental triangle (bound by the anterior bellies of 

the digastric muscles and the hyoid bone), and Ib, which refers to 

the submandibular triangle nodes (Table 1). 

 The nodes of level Ia are at greatest risk of harboring 

metastasis from cancers that arise from the floor of mouth, 

anterior tongue, anterior mandibular alveolar ridge, and lower lip, 

while the nodes of level Ib often receive metastasis from cancers 

of the oral cavity, anterior nasal cavity, soft tissue structures of the 

mid face, and submandibular gland.  

Closely related, although not strictly a part of the level I 

group of nodes, are the perifacial nodes, related to the facial 

vessels above the mandibular margin, and the buccinator nodes, 

which may become involved with metastasis from tumors in the 

buccal mucosa, nose, and soft tissues of the cheek and lips (Table 

2). 

 

Level II 

 

Level II lymph nodes are related to the upper third of the 

jugular vein, extending from the skull base to the inferior border 

of the hyoid bone. The anterior border of level II is the stylohyoid 

muscle, and the posterior border is the posterior border of the 

sternocleidomastoid muscle. This level found surgically below the 
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tendon of the digastric muscle. The spinal accessory nerve, which 

travels obliquely across this area, is used as a landmark to 

subdivide this group into IIb, the portion above and behind the 

nerve, and IIa, the part that lies anteroinferiorly and closer to the 

internal jugular vein (Table 1).  

The nodes in level II are at greatest risk of harboring 

metastasis from cancers that arise from the oral cavity, nasal 

cavity, nasopharynx, oropharynx, hypopharynx, larynx, and 

parotid gland (Table 2). 

 

Level III 

 

Level III nodes are located between the hyoid superiorly 

and a horizontal plane defined by the inferior border of the cricoid 

cartilage. The sternohyoid muscle marks the anterior limit of level 

III, and the posterior border of the sternocleidomastoid muscle is 

the posterior border (Table 1).  

Level III most commonly receives metastasis from cancers 

that originate in the oral cavity, nasopharynx, oropharynx, 

hypopharynx, and larynx (Table 2). 

 

Level IV 

 

This refers to the group of nodes related to the lower third 

of the jugular vein. These nodes are located between the inferior 

border of the cricoid cartilage and the clavicle, and, like level III, 

the anterior boundary is the sternohyoid muscle, and the posterior 

border is the posterior border of the sternocleidomastoid muscle 

(Table 1).  


