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ABSTRACT 

Objectives: Elective neck treatment of clinically N0 patients in patients with head and neck carcinomas is widely ac-
cepted as a standard approach. However, the issue whether elective neck treatment should routinely be directed on both 
sides of the neck is still controversial. The present study is aimed at determining whether T4 staged head and neck car-
cinomas required bilateral neck dissection in the management clinically No necks especially CT negative cervical nodes. 
Methods: We performed a retrospective analysis of patients with advanced head and neck disease who received bilat-
eral neck dissection. All the patients had curative surgery as their initial treatment for the primary tumor and the neck. 
Results: All the 28 consecutive patients had T4 staged primary laryngeal cancer. Patients with clinically and ra-
diologically N+ disease had invaded lymph node metastases in all cases. Patients staged clinically and radiologically 
N0 had no invaded cervical lymph nodes found by pathologic examination. Patients staged clinically N0 and ra-
diologically N+ had invaded cervical lymph nodes in 8/12 cases and in 50% (4/8) of the cases bilaterally. Conclusion: 
This study showed the importance on adequate clinical and radiological staging. By patients with advanced disease 
clinically and radiologically N0, bilateral neck dissection should not be necessary. But in patients radiologically N+, 
routine bilateral neck dissection is beneficial. 
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1. Introduction 

Patients with advanced head and neck disease are at high 
risk for dissemination of the disease into cervical lym-
phatics, especially patients with advanced laryngeal can-
cers. 

Indeed, the larynx has a rich lymphatic network that 
places patients with laryngeal carcinomas at high risk for 
nodal disease. 

Therefore, elective neck treatment of clinically N0 
neck in patients with carcinomas is widely accepted as a 
standard approach; however, the issue whether elective 
neck treatment should routinely be directed on both sides 
of the neck is still controversial. 

The present study is aimed at determining whether T4 
staged head and neck carcinomas required bilateral neck 

dissection in the management of clinically N0 necks, 
especially in CT negative cervical nodes. 

2. Materiel and Methods 

We performed a retrospective analysis of patients with 
advanced head and neck disease who had received bilat-
eral neck dissection. All the patients had curative surgery 
as their initial treatment for the primary tumor and the 
neck. 

3. Results  

All the patients had a T4 laryngeal cancer. Clinical N+ 
was accounted in 5/28 patients. 

All the 5 patients were also staged N+ by radiological 
workup. The pathological examination showed lymph 
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nodes metastases in all cases. 
23 patients were staged clinically N0. Among these 23 

patients, 11 patients were radiologically staged N0 and 
12 patients were stage N+. 

All the patients staged clinically N0 and radiologically 
N0 (11/23) had no invaded cervical lymph nodes found 
by pathologic examination. 

The patients staged clinically N0 and radiologically 
N+ (12/23), had no lymph metastases in only 4 cases 
(4/12). In the majority of the cases, the pathological ex-
amination showed invaded lymph nodes (8/12) and in 
50% of the cases (4/8) bilaterally. 

4. Discussion 

Bilateral neck treatment of clinically N0 neck patients 
with head and neck carcinomas is still controversial. 

In their prospective study, Cagli et al. [1] evaluated, in 
their study, if supraglottic carcinomas require bilateral 
neck dissection in the management of N0 necks. They 
concluded that bilateral neck dissection may not be a part 
of the surgical procedure in all supraglottic laryngeal 
carcinomas patients (except in central tumors and lateral 
tumors with positive nodes at the ispilateral side of the 
neck. 

Furthemore, they concluded, in their prospective study 
of previous untreated consecutive patients with clinically 
N0 neck laryngeal squamous cell carcinomas, that neck 
dissection may be unnecessary [2]. 

Similarly, Tu et all, in their study, found that there was 
not need for a comprehensive neck dissection for N0 
neck in patients with supraglottic laryngeal cancer [3]. 
For Forlito [4], bilateral neck dissection, in cases of su-
praglottic cancer, may be necessary but only in patients 
with centrally or bilaterally located tumors. 

Also, Gallo advocated bilateral neck dissection in su-
praglottic cancer particulary for advanced lesions ex-
tending or involving the midline larynx [5]. 

Kligeman [6] advocated bilateral neck dissection in 
T3/T4 laryngeal cancer patients. In their study, 56 pa-
tients were T3N0 and 20 patients were T4N0. All pa-
tients had bilateral neck dissection. The 5-year overall 
survival was 52%. The disease free survival was 57%. 

In contrary, Alpert [7] concluded that routine neck dis-
section may not be necessary [5] in patients with suprag-
lottic laryngeal cancers with bilaterally clinically unin-
volved neck. 

Neck dissection was performed on the involved neck 
in 36/52 node positive patients for either multiple in-
volved nodes (n = 20) or size >3 cm (n = 16). 

In patients with N0 neck in oral cavity squamous cell 
carcinomas, Koo et all advocated neck dissection only in 
patients with ipsilateral node metastasis or tumors, or 

both whose disease is greater than T3 or crossing the 
midline [8]. 

The same author advocated bilateral neck treatment 
only in patients with clinically ipsilateral node metastases 
and, in this study, in patients with pyriform sinus 
squamous cell carcinoma [9]. In patients with tonsillar 
squamous cell carcinoma they concluded that neck dis-
section could be performed only in patients with ipsilat-
eral neck node metastasis [10]. 

Lim and Koo, in contrary, suggest bilateral neck dis-
section treatment in patients with oropharyngeal squa- 
mous cell carcinomas especially base of the tongue can-
cer. They proposed to include in the neck dissection neck 
levels II, III and IV instead of levels I, II and III [11]. 

Readelle de Zinis performed a selective neck dissec-
tion including levels II to IV whenever there is clinical or 
radiological evaluation of metastasis at any level [4] in 
patients with T2-T4 N0 oropharyngeal carcinomas [12]. 

In our study, in patients with advanced head and neck 
cancer, neck dissection was necessary and, guided by the 
radiological staging, in patients radiologically N+. In 
patients staged clinically N0 and N+ radiologically, the 
radiological evaluation seems to be important before 
planning a bilateral neck dissection. 

5. Conclusions  

This study showed the importance on adequate clinical 
and radiological staging. By patients with advanced dis-
ease clinically and radiologically N0, bilateral neck dis-
section should not be necessary. In patients radiologi-
cally N+, routine bilateral neck dissection is beneficial. 
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