
Multifocal Mast Cell TERRORS: How to deal with the patient 

with multifocal mast cell disease 
We have all seen them. Your 10am recheck appointment presenting for evaluation of a new bump. Their third mast cell tumor in 6 

months. What do you do? Do you take him to surgery AGAIN? Put him on vigilant watch? Assume it’s low grade like the last one? This is 

the dilemma we all face with the patient with multifocal mast cell disease. Luckily, these mast cell tumors are typically considered to 

develop de novo, meaning they are unrelated to one another; unluckily, this means that the behavior of one is not necessarily correlated 

to the behavior of another. The purpose of this article is to describe our thought process regarding management of these cases!  

 

Surgery to remove each individual mast cell tumor is the most appropriate recommendation in order to 

assess their grade. Wide resection with 2 to 3 cm lateral margins and a fascial plane deep is typically the 

recommendation to ensure complete removal. Histopathologically, our goal is to achieve at least 5 mm 

of tumor free lateral margins with one fascial plane deep. While this is ideal, removal of multiple mast 

cell tumors at the same time may be a hindrance to this approach. An important consideration is that not 

every incompletely resected mast cell tumor recurs. Anywhere from 10-30% of low to intermediate 

grade tumors have been shown to recur following narrow or incomplete resection. Recurrence rates 

correlate to the size of the tumor at the time of resection and the grade of the tumor, however, so larger 

and/or high grade tumors definitely have a higher chance of coming back!  

 

Other local therapies are possible if the thought of surgery seems too extensive. Cryotherapy and 

strontium radiation therapy are also considered to be effective local control measures; however, their 

use is limited by the size of the tumor. Strontium has a maximum skin penetration of 4 mm, and 

cryotherapy is best used for tumors measuring less than 1 cm in width. External beam radiation therapy for the management of 

multifocal mast cell disease is not generally recommended due to the widespread nature of the disease. If there is one tumor in 

particular that exhibits negative prognostic factors, or a high grade tumor is diagnosed, radiation therapy may be encouraged. Achieving 

thorough locoregional control to the primary tumor site and lymph node bed for high grade tumors using adjuvant radiation has been 

shown to be an important factor in improving prognosis. We have used conventionally fractionated, palliative, and stereotactic radiation 

to tumors, lymph node beds, and dirty scars with success. The type of radiation recommended is on a case-by-case basis!   

 

Of course, local therapy in some patients with numerous mast cell tumors is sometimes not reasonably achievable or desirable. We have 

definitely seen dogs with 10-20 tumors (or more!) at one time. In these situations, chemotherapy can be used for disease control. There 

are three top tier recommendations for systemic therapy: Palladia, vinblastine, and lomustine (or CCNU). All of these treatments have 

reported efficacy around 40-50% for dogs with measurable mast cell tumors. It is important to generate a body map for these patients in 

order to effectively monitor response and to detect when new lesions appear. Sometimes pictures are more helpful if mapping them 

gets difficult! The challenge with this treatment approach is that it does nothing to prevent future mast cell tumors from developing 

when treatment is discontinued, so long term treatments are usually necessary for disease control.  

 

Ultimately, client education is key. A well-informed and attentive pet parent can aid in early detection.  

As always, we are happy to provide a consult for your frustrating mast cell tumor cases!   
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Some things to keep in mind:   

1. Consider batching the surgeries if surgery is determined to be a reasonable approach. If a patient 
develops a new mast cell tumor every 1-2 months, plan to perform surgery on all tumors every 6 
months as long as no negative prognostic factors exist. Submit all mast cell tumors for 
histopathologic confirmation and prognostic evaluation.  

2. Monitor these patients! Recommend lump and bump checks every 3 months lifelong so you can 
help detect new tumors while they are small and more amenable to treatment.  

3. Don’t assume a soft, fluctuant mass is a lipoma. Mast cell tumors can look like ANYTHING. Aspirate 
every mass, regardless of its appearance.  

4. Prognostic factors are important! While grade is considered the most important, other features 
may clue you into whether or not an individual tumor will behave nicely. Pay attention to the size 
of the tumor (>3 cm), mitotic index (≥7/10hpf), speed of growth, location (muzzle, ears, digit, 
mucocutaneous junctions), appearance (ulcerated, edematous), and stage (How does the draining 
lymph node feel? Is the patient feeling well?). If negative prognostic factors are present, full 
staging is recommended before determining the best treatment approach.  

5. Prognosis may be difficult to determine since we cannot know the true metastatic potential of 
each individual tumor if we do not have grade evaluation. Performing baseline staging with 
regional lymph node evaluation (if possible) and abdominal ultrasounds with spleen +/- liver 
aspirates is generally recommended, with re-imaging performed every 6-12 months to monitor for 
development of metastatic disease. Long term prognosis measured in years is likely for the 
majority of these patients as long as local control is achieved, but development of additional mast 
cell tumors is very likely and usually anticipated.  


