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NO
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Stage

Highgrade dysplasia

Tumour Invading lamina propria or submucosa
Tumour Invading muscularis propria
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lymph nodes metastases In 3—-& nodes
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TA: TINOMO; 1B: T2ZNOMO; 2A: TINOMO,; 2B:
T1/2NOMO; 3A: T4AaNOMO, TN 1AMO, T1/2N2MO;
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T1-AN3NO; 4: T1-AN1-3M
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