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Esophagectomy is a technical operation with multiple
small steps that must be precisely performed. The goal of
the operation is to remove all disease with an adequate
lymphadenectomy and an adequate margin. The definition
of “adequate” for both of these aspects is a matter of
debate. Even more complicating is that proximal, radial,
and distal margins need to be considered. A radial margin
comprising at least 1 mm of microscopically normal tissue
is recommended.’

The suggested proximal and distal margin lengths for
esophageal cancer are well described for squamous cell
carcinoma. For adenocarcinoma of the esophagus, the data
regarding adequate margins are less clearly defined. In the
past, a margin of 10—12 cm was recommended due to the
risk of submucosal lymphatic spread.”> The current data
from squamous cell carcinoma suggest that a minimum
margin of 3.5-5 cm is needed to decrease the risk of local
recurrence.”

Regardless of the margin length, a positive margin after
esophagectomy is associated with worse overall survival.’
Furthermore, a positive margin may be found in the
operating room or on the final pathology report. At times, a
positive margin found in the operating room may be dif-
ficult to correct due to technical limitations that prevent re-
resection to negative margins. If a positive margin is found
on the final pathology, it is often impossible to return the
patient to the operating room for further resection.
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The article by Schlick et al.® identifies within the
National Cancer Database (NCDB) an overall margin
positivity rate after esophagectomy over 9%. This rate
increases to 14% for patients 75 years of age or older. To
put this in perspective, a positive surgical margin only
occurs in 6.9% of patients following resection of colon and
rectal cancer and in 6.6% patients following resection for
lung cancer in the NCDB.’

Additional factors associated with margin positivity
after esophagectomy have been described previously and
highlight disparities in care, with advanced and large
tumors all having higher rates of margin positivity. The
main question in the article by Schlick et al.® and in clinical
practice is whether there are any modifiable risks to help
decrease the shockingly high rate of margin positivity? The
modifiable risk factors identified by Schlick et al.® include
the use of neoadjuvant therapy, the surgical approach, and
hospital volume.

Neoadjuvant therapy is now almost universally used for all
resectable patients that present with esophageal cancer. The
ChemoRadiotherapy for Esophageal cancer followed by Sur-
gery Study (CROSS) trial showed a survival benefit with the use
of neoadjuvant chemotherapy and radiation before
esophagectomy. The only resectable patients excluded from the
CROSS trial were those with T1a/T1bNO disease.® Controversy
still exists concerning the use of neoadjuvant therapy for
patients with cT1N1 or cT2NO disease. The use of neoadjuvant
therapy to avoid a positive surgical margin should be consid-
ered when evaluating these borderline patients. If other high-
risk factors are present such as high-grade differentiation, large
tumor size (>3.25 cm), and a tumor located within the upper
third of the esophagus, then the use of neoadjuvant therapy
should be strongly considered.®*'”

The surgical approach has implications for short- and
long-term outcomes. Minimally invasive esophagectomy
(MIE) has demonstrated superior short-term outcomes
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compared with open esophagectomy, including decreased
intra- and postoperative morbidity.'""'> The decrease in
postoperative morbidity is largely attributable to respira-
tory complications.'" In a randomized trial of MIE versus
open esophagectomy, MIE was associated with decreased
pulmonary complications, a shorter hospital stay, improved
short-term quality of life, and non-inferiority of long-term
outcomes.'"'* The use of MIE requires experience which
is tied very closely to hospital volume. For MIE not to be
associated with inferior margin status, adequate experience
and continued volume by both the surgeon and the hospital
system are required.

Esophagectomy is a key part in the multi-modality
treatment of esophageal cancer. The morbidity and mor-
tality of esophagectomy have improved during the last few
decades, and now we must focus on the highest-quality
oncologic outcomes. The key factors in oncologic resection
are the number of resected lymph nodes and appropriate
margins at the time of resection. Avoiding positive surgical
margins is a key quality metric for good oncologic surgery.
Surgeons must continue to use all available information
and tools to continue to decrease the current rate of positive
margins, which continue to result in poor long-term out-
comes for esophageal cancer patients.
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