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[Abstract] When performing radical surgery for esophagogastric junction cancer, it is necessary to
ensure a negative resection margin and an appropriate range of lymph node dissection. Ensure that the
proximal resection margin, distal resection margin and circumferential resection margin of the tumor are
negative. For the proximal margin especially, the length of which determines the surgical approach and
reconstruction method. In Europe and America, it is advocated that it should be at least 5 c¢cm or more.
However, Japanese experts have found that a 2 em (3 c¢m in vivo) proximal margin on the specimen is
sufficient. This article aims to summarize the minimum safe margins of esophagogastric junction cancers at
different T stages and Borrmann classifications, providing a reference basis for clinical practice.
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