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Surgical defects of the midface resulting from 
malignant disease pose a challenge to patient re-
habilitation. Basal cell carcinoma is a cancer that 
arises in the basal cell layer of the epidermis. 

Sunlight is a contributing factor in 90% of the cas-
es. The disease is usually triggered by damage to 
the skin caused by sunrays.

Basal cell carcinoma of the nasal vestibule is 
common in Caucasians but rare in blacks and sub-
continent Indians. In contrast to one-third of ma-
lignancies of non melanoma skin cancer in whites, 
among Indians, only 1–2% of these cancers occur 
in the skin.1 Basal cell carcinoma has a particular 
predilection for the upper central part of the face 
as an occurrence site.2 About 88–90% of basal cell 
carcinomas may be seen mainly in sun exposed 
areas like the face and neck.3  

Basal cell carcinoma of the nasal area has a 
high cure rate of more than 95% but a delay in 
seeking treatment can allow the cancer to en-
large, causing possible disability.4 Treatment of 
basal cell carcinoma of the nasal vestibule varies, 
depending on the size, depth, and location of the 
cancer. Treatment options are surgical removal, 
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chemotherapy, and radiation.5,6 In addition to the 
conventional treatment methods, other options 
such as cryosurgery, Mohs micrographically con-
trolled surgery, electrodessication, and photody-
namic treatment are also available for head and 
neck cancers.7 

Prosthetic rehabilitation of nasal defects after 
trauma or surgery has been well documented. The 
sequence of fabrication of an extraoral prosthesis 
includes a surgical, a provisional, and a definitive 
prosthesis.8 Since an immediate surgical repair 
of a midface defect is usually not feasible, an in-
terim provisional prosthesis may be considered. 
This prosthesis can be placed 2 to 3 weeks after 
the surgery, to provide a cosmetically accept-
able appearance. This clinical report describes 
the use of an interim nasal prosthesis in a patient 
who underwent partial rhinectomy for basal cell 
carcinoma. The usage of such an interim or pro-
visional nasal prosthesis permitted the patient to 
resume social interaction more comfortably and 
confidently during the healing period and till the 
definitive prosthesis was fabricated. 

CASE REPORT
A 58-year-old male patient diagnosed with 

basal cell carcinoma of the nasal vestibule, had 
undergone partial rhinectomy, and was referred 
to the department of prosthodontics, SDM college 
of Dental Sciences, Dharwad, India. Examination 
revealed that the entire cartilage of the nose, ala, 
and part of the nasal septum had been resected 
(Figure 1). 

Being a bank employee who regularly ad-
dressed customers, the patient expressed deep 
concern regarding his esthetic appearance. Due to 
his facial disfigurement, the patient was seeking 
a solution for his problem soon after the surgery. 
The patient was not aware of any of such prosthet-
ic rehabilitations; however, when the procedure 
of provisional nasal prosthesis and its use was 
explained in detail, he chose to proceed with the 
treatment.

The boundary for the impression was outlined 
on the face. Rolled modeling wax was used to con-
fine the impression material (Hindustan Dental 
Products, Hyderabad, India). Care was taken not 
to distort the nasal remnants/tissues by blocking 
out the deep undercuts in the defect with moist 
gauze. The facial moulage was prepared using an 

irreversible hydrocolloid material (Algitex, Dental 
Products of India, Mumbai) (Figure 2). The irre-
versible hydrocolloid was reinforced with gauze 
and dental plaster (Everest Brand, Panade Indus-
tries Pvt. Ltd., Nippani, India). The impression was 
poured into a Type-III dental stone (Kala Stone, 
Kala Bhai Pvt. Ltd, Mumbai, India) (Figure 3).  

A nose was sculpted in wax on the resultant 
cast, using the preoperative photographs. The 
whole morphology and the anatomic contours 
of the nose were developed according to normal 
contours, the patient’s own descriptions of his 
preoperative appearance, as well as the referenc-
es given by his close relatives. The trial wax pros-

Figure 1. Acquired nasal defect after partial rhinectomy.

Figure 2. Irreversible hydrocolloid impression of the defect area and the surround-

ing structures. 
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Figure 3. Dental stone cast of the defect. 

Figure 5. Patient’s face with the nasal prosthesis. Figure 4. Prosthetic nose attached to the eyeglass frame. 

Figure 6. Patient’s lateral profile exhibiting the esthetic contours of the nose. 
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thesis was completed and the nostril holes were 
cut open for air exchange.9 

The margins of the wax prosthesis were fin-
ished to create an illusion of continuity with skin. 
An eyeglass frame was also worn with the wax try-
on, anticipating its need for the retention of the 
final prosthesis. Eyeglasses are a good means of 
providing retention since they additionally serve to 
conceal the borders of the prosthesis.10 

Wax up of the interim nasal prosthesis was 
invested and the wax boiled out. Heat polymeriz-
ing clear acrylic resin was packed and processed. 
Poly(methyl methacrylate) resin has been recom-
mended as a possible material for use in fabri-
cating a provisional prosthesis.11 Intrinsic color-
ing was incorporated in the clear acrylic resin to 
match the basic skin tone, using an acrylic-based 
paint (Fevicryl, Pidilite Industries Ltd, Mumbai, In-
dia). 

The prosthesis was finished to thin the bor-
ders and to blend with the surface of the skin. 
Thereafter, it was adapted to the defect area. The 
eyeglass frame and the prosthesis were aligned 
properly on the bridge of the nose. A cyanoacry-
late adhesive (Laborfix; Bracon Ltd, Sussex, Eng-
land) was used to attach the eyeglass frame to 
the prosthesis (Figure 4). The patient had small, 
pigmented dots on the surface of the skin, which 
was matched by extrinsic coloring using acrylic 
colors (Fevicryl). This enhanced the esthetics, and 
the acrylic resin prosthesis resulted in a life-like 
appearance (Figures 5 and 6). After delivering the 
prosthesis, home-care instructions were given. 
The patient returned 2 weeks later for a follow-
up evaluation. Four months later the patient felt 
that the fit of the prosthesis was not the same as 
compared to that of the initial placement. It was 
evident that the fit of the prosthesis had changed 
accordingly because of the tissue changes occur-
ring during the healing phase. The tissue surface 
was relined with a soft tissue resilient liner. In ad-
dition, at this stage, the preparation of a definitive 
prosthesis was discussed with the patient. An im-
plant-retained silicone prosthesis was suggested 
to the patient and the approximate estimation of 
the treatment time and costs was given. After 6 
months of follow-up, the patient is waiting to start 
using a definitive prosthesis with the option of an 
implant-retained silicone nose, depending on fi-
nancial arrangements being made. 

 DISCUSSION
Among facial defects, nasal defects produce 

severe cosmetic impairment, since the nose is a 
prominent feature of the human face.12 Retentive 
media constitute an important factor for the satis-
factory rehabilitation of these defects. In the past, 
most nasal prostheses were retained with strings 
or straps anchored behind the head,13 intraoral 
or intranasal extensions,13-15 and gold strings or 
leaves.16,17 Spectacle frames have been popular 
for anchoring nasal prostheses, and preferred 
even today, when patients express a desire for an 
economical treatment solution. Today, prosthetic 
replacements are secured with adhesives that are 
readily available, easily applied, and provide sat-
isfactory retention for limited periods of time.18 
However, for an interim nasal prosthesis, specta-
cle frame retention may be preferred, as was per-
formed in the presented clinical situation. Acrylic 
resin nasal prosthesis with spectacle retention 
was a viable treatment provided to the patient. Al-
though resins have shortcomings of being inflex-
ible and having esthetic limitations, for an interim 
nasal prosthesis, it is an ideal material since it is 
inexpensive.
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