
Margin status (Core) 

Reason/Evidentiary Support 

Ideally, the resection specimen would be handed over from surgeon to pathologist directly for 

orientation and clarification of surgical margins. Failing this, the margins should be labelled by the 

surgeon and/or illustrated with a diagram. Specimens from endoscopic tumour resections should 

also be labelled. If the margins are sent separately, for frozen section or otherwise, identification of 

their site in relation to the resection specimen should be clarified by the surgeon. The surgical 

margins, both mucosal and deep, should be thoroughly sampled. A positive or close margin will 

usually result in postoperative radiotherapy and treatment associated morbidity at this site may be 

severe. Skin and bone margins may also require documentation depending upon the type of 

resection. 

Evidence relating to margins at this specific site is lacking and therefore extrapolated from other 

head and neck sites, the oral cavity being the most studied. The literature would generally support   

5 mm as a prognostically relevant pathologic clear margin.1,2 This is best considered the minimum 

acceptable margin and is not a guarantee of lack of local recurrence which can be up to 25% with a 

clear margin.2,3 Values ranging from 3 mm to 7 mm have been put forward.1,4 In lower stage 

tumours, without other adverse variables, a margin less than 5 mm may be adequate5,6 so that in 

considering adjuvant therapy, other features of the tumour must be taken into account. The 

evaluation of margins and the treatment choices should also be made considering the complex 

anatomy of this area. For example, a sinonasal adenocarcinoma can have pushing margins at the 

periorbital tissues without infiltration, and in this case no orbital exenteration is needed to achieve 

clear margins >5 mm. 

There is no agreed-upon definition of what constitutes a close margin, as the effective cut off varies 

between studies depending upon anatomic subsite, tumour stage and other adverse pathologic 

variables.7  Tumours with close margins carry an increased risk for local recurrence1,7,8 but there is 

significantly better overall survival than for involved margins.9  

Several studies support the definition of a positive margin to be invasive carcinoma at the margin1,6,9 

although <1 mm is also used.10 Most studies also consider carcinoma in situ/high-grade dysplasia as 

a positive margin.1 The presence of dysplasia at the margin is associated with a significant risk of 

local recurrence11 and development of a second primary.12 Information regarding the distance of 

invasive carcinoma, carcinoma in situ, or high-grade dysplasia from the nearest margin should be 

recorded where possible. 

While there is no standard recommendation for the other histologic types of carcinoma, adherence 

to the recommendations for squamous cell carcinoma is acceptable. 
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