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* Descriptive statistics
* Cox regression
* Kaplan-Meier with log rank * Only 29% of re-resections contained further malignancy, suggesting that surgeons may have difficulty
analysis - overall survival (OS), relocating the site of positive margin and resecting the remaining cancer.
disease-free survival (DFS), * 50% of the patients with a final positive margin had a positive margin at an anatomic site different than the
locoregional free survival one that was re-resected.
(LRFS) * Novel techniques such as 3D scanning?, intraoperative ultrasound>, augmented reality, and fluorescence may
help guide accurate re-resection.
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