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Table 1. Definition of the lateral neck anatomy (77)

Lymph node group

Description

Submental group
(sublevel IA) bone.

Lymph nodes within the triangular boundary of the anterior belly of the diagastric muscles and the hyoid

Submandibular group Lymph nodes within the boundaries of the anterior and posterior bellies of the digastrics muscle and the

(sublevel IB)
this triangle are removed.

body of the mandible. The submandibular gland is included in the specimen when the lymph nodes within

Upper jugular group Lymph nodes located around the upper third of the internal jugular vein and adjacent spinal accessory nerve,

(sublevels 1A and

extending from the level of the carotid bifurcation (surgical landmark) or hyoid bone (clinical landmark)

1IB) to the skull base. The posterior boundary is the posterior border of the sternocleidomastoid muscle and
the anterior boundary is the lateral border of the sternohyoid muscle.
Middle jugular group Lymph nodes located around the middle third of the internal jugular vein, extending from the carotid

(level 111)

bifurcation superiorly to the omohyoid muscle (surgical landmark), or to the cricothyroid notch (clinical

landmark) inferiorly. The posterior boundary is the posterior border of the sternocleidomastoid muscle, and
the anterior boundary is the lateral border of the sternohyoid muscle.
Lower jugular group Lymph nodes located around the lower third of the internal jugular vein, extending from the omohyoid

(level 1V)

muscle superiorly to the clavicle inferiorly. The posterior boundary is the posterior border of the

sternocleidomastoid muscle, and the anterior boundary is the lateral border of the sternohyoid muscle.

Posterior triangle

This group is composed predominantly of the lymph nodes located along the lower half of the spinal

group (sublevels VA accessory nerve and the transverse cervical artery.

and VB)
Anterior
compartement
group (level VI)
boundary is the suprasternal notch.

Lymph nodes in this compartment include the pre—and paratracheal nodes, precricoid (Delphian) node, and
the perithyroidal nodes including the lymph nodes aling the recurrent laryngeal nerves. The lateral
boundaries are the common carotid arteries, the superior boundary is the hyoid bone, and the inferior
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Extent of neck dissection
neck dissection (muscle, blood vessel, nerve). An example of other lymph node groups can be

superior mediastinal, parapharylgeal, retropharylgeal, peri-parotid, postauricular, suboccipital, or
buccinators. An example of other non-lymphatic structure can be external carotid artery,

of the non-lymphatic structures (sternocleoidomastoid muscle, spinal accessory nerve, and internal
hypoglossal or vagus nerves.

jugular vein). Each non-lymphatic structure that is removed should be named.
Preservation of one of more lymph node levels relative to a radical neck dissection.

jugular vein.
Removal of lymph nodes levels 1=V (as in radical neck dissection), but preservation of at least one

Removal of lymph nodes levels |-V sternocleidomastoid muscle, spinal accessory nerve, and internal
Removal of an additional lymph node level or group or a non lymphatic structure relative to a radical

Terminology

Table 2. Classification of neck dissections (&)

Radical neck dissection

Modified neck dissection
Selective neck dissection
Extended neck dissection
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