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The most significant prognostic jactor in patients with head and neck ca11cer is the presence oj cervical node 
metastases. lndications jor the various teclmiques oj 11eck dissectio11 can umlergo substa11tial variations 
accordi11g to the metastatic status jou11d, biological aggressiveness oj tumour, 11odal vohune and personal 
viewpoint oj the atte11di11g clinician. Authors discuss the indications and co11tra-indicatio11s oj the various 
surgical techniques oj neck dissectio11 a,ul evaluate lo11g-term results. The present paper reports on cli11ical 
experience with radical 11eck dissection (RND), modified neck dissection (MRND) and selective neck 
dissection ( SelND ). Between 1986- I 994 623 patients with the tumors oj the oral cavity, pharynx, la1ynx a11d 
paranasal sinuses were treated at our department. The data, such as age, gender, 11eck 11odal stage, tumour 
grade and localisation oj prima,y tumour were recorded. Nec k dissection was pe1formed in 511 cases, 351 
RND, 135 MRND, 25 SelND. In 32 cases, bilateral neck dissection was perjormed. Neck dissectio11 was 
perjormed i11 249 patie11ts with persiste11t node metastasis ajter radiotherapy. Survival, 11eck co11trol rates 
a11d other jactors in patie11ts who had a RND, were compared with those who had MRND. Regio11al lymph 
11ode metastases oj head and neck cancer occur in predictable pattern. Based on these patterns oj 11odal 
metastasis, the recommendatio11s jor the use oj modifications oj 11eck dissection are represented. 
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Introduction 

The most significant prognostic factor in patients 
with head and neck cancer is the presence of cervi­
cal node metastases. Indications for various tech­
niques of neck dissection can undergo substantial 
variations according to the metastatic status found, 
biological aggressiveness of the tumour, nodal vol­
ume and personal experiences of the surgeon. Man­
agement of the neck in cancers of the upper aerodi­
gestive tract continues to be a topic of great debate. 
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In addition to lymph node metastases, survival is 
related to the site and stage of the primary tumour, 
histological pattern of invasion, status of the resec­
tion margins and, for patients with metastases, the 
number and anatomical leve! of positive nodes, and 
the presence and extent of extracapsular spread. 
These pathological features are important indica­
tors of tumour behaviour and should be incorporat­
ed into protocols for assessment of prognosis. Al­
though computed tomography and magnetic reso­
nance imaging have contributed to the ability to 
identify metastatic disease in head and neck cancer, 
inadequacies in evaluating lymphadenopathy stili 
exist. The accuracy of preoperative diagnosis of 
cervical lymph-node metastasis in head and neck 
cancer was assessed with physical examination and 
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- in some cases - CT assessments of the metastatic 
status. 

Radical neck dissection (RND) is the standard 
treatment for cervical metastases at head and neck 
cancer. Although effective, RND produces signifi­
cant morbidity. In an effort to reduce this morbidi­
ty, modifications of RND have been developcd. 
Thesc modifications can be comprehensive yet they 
spare some or ali of the nonlymphatic structures 
rcmoved by RND (MRND), or they can remove 
less than ali the lymph node groups and are termed 
selective neck dissections (Se!ND). 

Material and methods 

Between 1986-1994, 623 patients with the tumours of 
the oral cavity, tongue, pharynx, larynx and paranasal 
sinuses were treated at our dcpartment. The localisa­
tion of the primat')' tumor is shown in Table 1. 

Table l. Localization of 442 primary tumors 

Larynx 77 
Glottic 15 
Suprnglottic 43 
Transglottic 19 

1-lypopharynx 87 
Mcsopharynx 135 

Tonsillo-lingualis 92 
Palatum molle 10 
Ra<lix linguac 33 

Cavum oris 89 

Lingua 47 
Sublingua 42 

Epipharynx 10 
Other tumours of the ncck 44 

Neck-dissection - primary or secondary - was 
pcrformed in 511 cases on 442 paticnts (in 69 cases 
bilateral neck dissection was performcd) (Table 2). 

Table 2. Block-<lissection (primary an<l secon<lary) by thc 
ycar of pcrformancc 

Primary Secondary Tota! 

Aftcr After Sec. 
lrradialion Opcration Tota! 

1986 6 1 4 5 II 
1987 15 6 6 12 27 
1988 10 II 3 14 24 
1989 14 15 3 18 32 
1990 28 29 10 39 67 
1991 39 39 8 47 86 
1992 34 37 10 47 81 
1993 48 41 II 52 100 
1994 59 18 6 24 83 

253 197 61 258 511 

Among them, there were 362 men and 80 wom­
en, with a median age of 53 years. Bilateral radical 
neck dissection in one stage was not performed. 
Frequently, the interna! jugular vein was saved, and 
when thc extension of the metastases admitted a 
modified neck dissection was performed. The his­
tological finding in most cases was squamous celi 
carcinoma of different grade. Paticnts were moni­
lored until recurrencc of neck disease, or for a peri­
od of 2 years or longer. Salvage surgery for radi­
tion or surgical failures was refused by 258 pa­
tients. 

Hundred and five patients with clinically negative 
neck had undergone modified neck dissection. In our 
opinion, selective removal of lymph node groups by 
MRND and thus saving important structures (e.g. the 
interna! jugular vein, XI nerve, and sternocleidomas­
toid muscle) in clinically positive necks are appro­
priate in many patients. Careful selection of the types 
of neck dissection and judicious use of postoperative 
radiation therapy can optimise cure rates as well as 
functional and cosmetic results. 

Results 

Sevcnty-five patients, had regional recurrence most 
of them (45%) werc scen aftcr N3-neck operation. 

Table 3. Recurrcncc rale by the mctho<l of ncck <lisscction 

Block- Rcgional 
Disscction Rccurrcncc 

RND 351 63 18% 
MRND 135 11 8% 
SclND 25 1 4% 

511 75 15% 

Table 3 shows the recurrence rate by the metod of 
neck dissection. 

Nodal metastases of head and neck cancer occur 
mostly in predictable patterns in draining lymph 
nodes. Based on these patterns of regional metas­
tases, recommendations for the use of modifica­
tions of neck dissection are presented. After MRND, 
the function of the arm is intact, the cosmctic result 
of the ncck is better and there is no swelling of the 
face, pain and weakness of shoulder. 

Discussion 

Radical neck disscction is a standard treatmenl for 
cervical metastases in head and neck cancer. Modi-
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fications of the neck dissection reduce the risk and 
the mortality of the operation. In squamous celi 
cancers of the head and neck with either clinically 
negative neck or NI stage, MRND is an adequate 
node sampling procedure. Quick-frozen section and 
histology during the operation help to determine 
the radicality and extension of neck dissection. Both 
inadequate and excessive surgery can be harmful 
for patients. Modified neck dissection which pre­
serves the uninvolved accessorius nerve in the clin­
ically positive neck in selected cases does not ad­
versely affect survival or regional recurrence. In 
the clinically positive neck (N2-N3) comprehensive 
neck dissection with preservation of the spina! ac­
cessory nerve is oncologically sound. 

Modified neck dissection which is less distress­
ful for the patient and produces better cosmetic and 
functional results. It can only be applied if it does 
not compromise the radical approach to the treat­
ment of the tumour disease. 

Having made a great number of operations our 
experience is that MRND is oncologycally suffi­
cient. In NO-Nl cases and in selected patients for 

N2 neck with pre- or postoperative irradiation can 
be effectively performed. The quality of life of the 
patients after MRND is better, because we have 
saved some anatomical structures and produced sat­
isfactory cosmetic and functional results. 
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