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Current Treatment Status of Lateral Neck Dissection in

Papillary Thyroid Cancer

HEI Hu, QIN Jian-wu

(The Affiliated Cancer Hospital of Zhengzhou University,Henan Cancer Hospital ,Zhengzhou,
450003 China)

Abstract ; Papillary thyroid cancer is prone to cervical lymph node metastasis. One of the regions
that are commonly involved is lateral neck compartment. The standard procedure for oncologic
treatment of cervical metastases is neck dissection. However,the extent of neck dissection is con-
troversial with the different levels of cervical lymph node involvement. Therapeutic modified radi-
cal neck dissection is recommended for cases of gross node metastasis,while selective neck dissec-
tion including level TA, I, IV,and VB is recommended for those without evidence of involve-
ment in level Il B and level V A by preoperative imaging or clinical evaluation. Prophylactic neck
dissection is not recommended for lymph node-negative patients. To distinguish different status of
neck lymph nodes,combined utilization of clinical and pathologic nodal staging is proposed.
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Figure 1 Nodal levels with corresponding anatomic
landmarks'”
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Table 1 Risk factors that modify standard N, risk
of recurrence estimates'®’

Higher-risk N, disease
(>20% risk of recurrence)

Clinically detectable LN
metastases (cN;)
Metastatic LN>3 cm

Lower-risk N, disease
(<5% risk of recurrence)

Clinically N,

Micrometastases, small lymph
node metastases

<5 small lymph node > 5 metastatic LNs

metastases
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