
Depth of invasion (Non-core) 

Reason/Evidentiary Support 

Depth of invasion is less well established as a staging and prognostic parameter for oropharyngeal 

tumours than for oral cavity carcinomas. The maximum depth of invasion should be recorded in 

millimetres from the normal surface epithelium to the deepest point of tumour invasion, but only for 

those tumours clearly arising from the surface epithelium. This does not apply for those arising 

submucosally from the tonsillar crypt epithelium which lack landmarks from which to measure 

“depth”. For surface tumours, if the tumour is ulcerated, then the reconstructed surface should be 

used. Note that depth of invasion, defined in this way, is not the same as tumour thickness 

(measured from surface of tumour to deepest invasion) which will be larger than depth of invasion 

in exophytic  tumours and smaller in ulcerated tumours.1 The aim should be to provide a best 

estimate of tumour depth. A more detailed comment on the nature of the tissues invaded (mucosa, 

muscle, etc.) should occur in the 'comments' sections. Depth of invasion is significantly related to 

nodal metastasis for oropharyngeal carcinomas, although the optimal cut-off point for prognostic 

purposes is uncertain with 3 mm, 4 mm or 5 mm being suggested by different authors.1-9 Depth of 

invasion is not clearly prognostic or clinically useful for nasopharyngeal carcinomas, but is a 

surrogate of tumour size in salvage nasopharyngectomy specimens, so reporting is encouraged (but 

not required) in these specimens. In addition, in centres that perform nasopharyngectomy 

procedures, additional information that should be provided would include the presence of sphenoid 

sinus or cavernous sinus invasion.10,11 
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