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[My Last 1000 Cases - Head/Neck Surgical Oncology]  

        The surgical removal of solid tumors of the head and neck often results in a rewarding 
increase in both quality and quantity of time obtained for the patient with proper case selection. 
However the challenge of removing these tumors in difficult or uncommon locations is often 
compounded when the veterinary literature describing the procedure is scarce. The following 
describes our practice’s experience with removal of tumors in 2 fairly minimally documented 
locations: The hyoid apparatus, and the cartilaginous nasal septum (not the nasal planum or bony 
nasal cavity). 
      
        Hyoid Apparatus: The hyoid acts as a suspensory apparatus for the tongue and larynx, 
aiding in both tongue movement and swallowing. When confronted with removing a tumor in 
this location, the decision to proceed or not is based as much on the concern over the possible 
loss of tongue and swallowing function as with the technical challenge of actual tumor removal.          
        We have seen 7 cases of dogs with neoplasia involving the hyoid apparatus. Breeds of dogs 
affected were; Doberman, Great Dane, Chow, Labrador Retriever, Lab cross, Sheltie, and 
German Shepherd, from 8 to 12 years old.  Six cases were ectopic thyroid carcinomas, and 1 was 
a chondrosarcoma. Tumor size varied from 3 to 8 cm. 
       Clinical signs of tumors in this location ranged from having a well defined distinct palpable 
mass just cranial to the larynx in the earlier cases, to a more diffuse, indistinct overall thickening 
of the entire laryngeal region in the more advanced cases. These more advanced cases were 
functionally symptomatic, with mild upper respiratory stridor, exaggerated swallowing action, 
and a distinct submucosal bulge visible in the caudal ventral pharynx on oral exam, just cranial 
to the epiglottis.  
       Six of the 7 cases opted for surgical removal. A pre-op MRI is strongly recommended, as 
part of the tumor is situated fairly deep within the neck, not readily identifiable on direct 
visualization or palpation in surgery. And for the thyroid carcinomas, the surgical field can be 
typically quite vascular. In all 6 operated cases, the tumors were contained enough to permit 
removal of all gross disease, via a ventral approach to the neck. The mass often extended well 
beyond the hyoid apparatus to invade the surrounding hyoid muscles, and parts of the hyoglossus 
and genioglossus muscles of the root of the tongue, but all were centered around the basihyoid 
bone, and radiated outward from there. Wide margins were not attempted. Rather, the goal was 
to preserve as much uninvolved surrounding tissue as possible so as to maximize normal 
laryngeal and glossal function. The periphery of the hyoid was uninvolved, so parts of the 
stylohyoid and thyrohyoid bones could be saved.  The hypoglossal nerve and lingual artery were 
always spared, whereas branches of the lingual vein were sacrificed when warranted due to the 
presence of tumor emboli within the lumen. Regional nodes were not removed. 
       The post-op recovery was relatively uneventful in all our operated cases. All patients 
retained the ability to swallow and move the tongue normally. Mild transient tongue swelling, 
that lasted 2-3 days, was present in the more advanced cases where tumor removal included 
sacrificing branches of the lingual vein at the base of the tongue. A previous 1989 report of 3 
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similar advanced ectopic thyroid carcinoma cases described transient post-op dysphagia and 
dyspnea that fully resolved with supportive therapy, with a favorable longer term prognosis1.  
       All of our operated cases were closely followed for 2 years post-op, and none developed 
local or regional tumor recurrence during that time. One patient had ancillary I-131 therapy after 
surgery, and 3 had locally implanted sustained-release cisplatin chemotherapy beads placed 
along the deep surgical margins at the time of surgery (Cisplatin Matrix III 1.6 mg beads, Royer 
Animal Health, Frederick, MD). Two patients developed radiographically visible pulmonary 
metastasis at 2 years post-op.  Removal of much of the hyoid apparatus and associated muscles 
appears to be a procedure that can be well tolerated in the dog. 
 

 
Figure 1: A) Pre-op view of an ectopic thyroid carcinoma of the hyoid apparatus. There is not a 
palpable distinction between the larynx and the mass.   B) MRI of the same patient, shown in 
similar dorsal recumbency orientation, with the nose to the left. 
 

 
Figure 2: A) Pre-op intraoral sternal recumbancy view of a firm submucosal mass (arrow) just 
caudal to the base of the tongue and cranial to the epiglottis. This is the cranial extent of a more 
advanced ectopic thyroid carcinoma of the hyoid apparatus.  B) MRI of the same patient, shown 
in a similar orientation as the patient in figure 1B, with more extensive tongue root involvement. 
The arrow marks the submucosal bulge depicted in 2A.  The suggested surgical approach to 
removing this part of the mass is via the ventral neck, not the oral cavity.   
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Figure 3: The peripheral attachments of the hyoid apparatus to the base of the skull and the 
larynx are usually uninvolved, allowing these parts of the hyoid to be spared. 
 
        Nasal Septum: Neoplasia that is confined to the cartilaginous nasal septum poses both a 
unique surgical opportunity and interesting technical challenge to successfully control the 
disease. All of our septal tumor cases were canines with squamous cell carcinoma, with a 
signalment similar to those canine cases that develop SCC of the nasal planum; namely it being a 
non-solar induced SCC, with older Labradors and Lab crosses over-represented.  Tumor invasion 
included the cranial end of the septum, so it was readily apparent on direct visual examination. 
And in all cases, the gross appearance of the tumor presented with very distinct visible 
boundaries.  
       These factors allowed early enough detection to permit complete tumor removal with a 
curative-intent surgery. Since neither the nasal planum nor bony nasal septum were involved, 
these structures could be surgically spared. But the tumors were still large enough to require 
removal of almost all of the cartilaginous nasal septum, along with some of the adjacent 
cartilaginous floor and roof of the nasal vestibule to obtain ample surgical margins.  
       The main problem associated with removal of so much tissue, however, is that this also 
removes the center support beam of the nasal vestibule. If one attempts complete closure of the 
roof of the vestibule with the septum removed, postoperatively it will cause the walls of the 
vestibule lumen between the planum and skull to collapse in on itself during inspiration, 
inhibiting the free passage of air through the nose.  Placing lateral retraction stay-sutures or 
stents to keep the vestibule walls open has not been too successful, since so much support tissue 
is missing. An alternative solution to this problem is to leave a small permanent opening in the 
dorsal bridge of the nose, cranial to the skull, just caudal to the nasal planum.  The advantage of 
this procedure is three-fold; it allows the dog to breathe easily through its nose and new dorsal 
breathing hole since there is now less negative pressure (and hence less lumen wall collapse) 
within the vestibule during inspiration, it creates simple access for direct visualization to 
frequently check for local tumor recurrence without sedation/endoscopic exams, and it is 
cosmetically quite acceptable to the owner since the breathing hole is small.  
       Our hospital has 5 cases with close follow-up through 2 years post-op. One patient 
developed local recurrence that was visually detected through the breathing hole early enough to 
permit successful re-excision, and all 5 were locally tumor free at 2 years post-op. None 
developed detectable metastasis to regional nodes, the nasal cavity, the nasal planum, or the 
lungs.  Removal of much of the cartilaginous nasal septum in the dog appears to be a well 
tolerated procedure, with a potentially favorable functional and cosmetic outcome.   
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Figure 4: A) Pre-op view of a SCC confined to the cartilaginous nasal septum. The nasal planum 
is not involved.  B) Excised tumor in the same patient, showing the well defined gross tumor 
borders typically seen.  C) Cross section schematic of a septum tumor depicting the cartilage 
excision lines,which also results in the removal of the center support beam of the nasal vestibule.  
 
 

 
Figure 5: A) Surgical approach to a nasal septum tumor. The caudal part of the incision on the 
bridge of the nose is just off midline, extending caudally to the bony septum. B) A patient 
immediately post-op with a dorsal breathing hole.   C) Another patient on day 1 post-op showing  
a somewhat larger breathing hole since more of the vestibule roof was removed. The breathing 
hole diameter typically contracts by approximately 25-30% over the ensuing 6 months. The holes 
remained patent and respiration remained normal in all our cases. 
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