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Squamous cell carcinoma (SCC) is an aggres-
sive malignant neoplasm.1 Malignancies of the 
nasal septum are considered rare, and squamous 
cell carcinoma (SCC) comprises about 66% of such 
lesions.2

The treatment of choice for SCC depends on 
the location, size, and depth of penetration of the 
tumor. Curettement and electrodesiccation are 
effective for small lesions that are not deeply in-
vasive. For large neoplasms, the most commonly 

used treatment modalities are primary resection, 
radiation therapy, and Mohs’ micrographic sur-
gery.3 The prognosis for patients with this pathol-
ogy depends on the size, infiltration and location 
of the lesion, presence or absence of metastatic 
spread, perineural invasion, rapid growth, histo-
ry of previous treatment, to a certain degree the 
differentiation of the tumor, and etiologic factors 
such as burn scars, radiation, and chronic ulcer-
ation.2,4,5

Facial defects secondary to the treatment of 
neoplasms, congenital malformations, and trau-
ma result in multiple functional and psychosocial 
difficulties.6 Surgical reconstruction techniques, 
prosthetic rehabilitation or a combination of both 
the methods to restore these facial disfigurements 
may improve the level of function and self-confi-
dence for patients.6,7 The site, size, and etiology of 
the defect, patient’s age, general medical condi-
tion and desire are used to determine the methods 
of reconstruction. Prosthetic rehabilitation can be 
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preferred due to probability of recurrence, com-
plexity of the surgical reconstruction procedure, 
radiation therapy, and esthetic importance.8,9

Biomaterials such as polymethyl methacrylate 
and silicone have been used for prosthetic reha-
bilitation for facial defects. Silicone materials are 
the most widely used for facial prostheses. Impor-
tant factors to consider when choosing silicone 
are biocompatibility, flexibility, translucency, color 
stability, and durability.10 Advantages of silicones 
include a simplified fabrication process, optimal 
esthetics, light weight, and the ability to use soft 
flexible projections that can gently engage minor 
tissue undercuts to enhance retention and stabil-
ity.11 

Retention of prosthesis in the midface region 
has been accomplished with anatomic undercuts, 
adhesives, eyeglasses and attachment to maxillary 
obturators,7 prosthetic connections to endosseous 
implants.10 When suitable conditions are provided, 
mechanical retention obtained by anatomic under-
cuts is the most advantageous. The advantages of 
this prosthesis are that the techniques is noninva-
sive, tissue tolerant, aesthetic, comfortable to use, 
and easy to fabricate and clean. Additionally, these 
prosthesis are often preferred by the patients be-
cause the weight and the cost of such a prosthesis 
are low. The presence of moisture, mobile soft tis-
sues, or lack of stable tissue support are affect the 
retention, these are disadvantages of anatomic 
retention.10,12

This clinical report describes the prosthetic 
rehabilitation of a patient with SCC after a partial 
rhinectomy.

CLINICAL REPORT
A 77-year-old woman with a partial rhinectomy 

(Figure 1) had diagnosed with SCC and undergone 
surgery due to the disease recurred two times. 
Surgical reconstruction had not recommended at 
the time due to the need for continued observation 
and patient had not worn any prosthesis after the 
previous surgical resections.

The defect was evaluated to identify possible 
restorative limitations regarding retention and 
esthetics. It was noted that the right and left side 
of the nose and part of the nasal septum were 
removed. Areas of limited intranasal mechani-
cal retention were present. Varied alternatives of 
prosthetic rehabilitation were discussed with the 

patient. The fabrication of a silicone nasal pros-
thesis was planned, and the expectation of this 
treatment was explained to the patient.

A cardboard matrix fitting patient’s face was 
prepared to support the impression material. The 
patient was draped in the usual manner and pet-
rolatum jelly was applied to the patient’s eyebrows 
and eyelashes. After moist gauze was packed to 
prevent the flow of material into the undesired ar-
eas of the defect, an impression was taken from 
the defect together with the adjacent tissue, using 
an irreversible hydrocolloid impression material 
(Kromopan, Lascod SpA, Firenze, Italy). The im-
pression was removed and poured in Type III den-
tal stone (Giladur, BK Giulini GmbH, Ludwigshafen, 
Rh.). The prosthesis was sculpted with Type I plate 
wax over the model, taking into account the pa-
tient’s general appearance and previous photo-
graphs (Figure 2). Oriented wax trial prosthesis is 
reviewed to assess potential areas for prosthesis 
retention. Tissue texture and relevant contours 
was evaluated on the face of the patient. This wax 
model was placed into a flask. The flask was kept 
in boiling water for 5 minutes so that the wax was 
eliminated. Prior to the patient’s dismissal, the in-
trinsic coloration technique, which produces the 
most lifelike appearance of the prosthesis, was 
used to apply the various colors (I-1998 Extrinsic 
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Figure 1.  Patient’s frontal view after a partial rhinectomy.
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Coloring Kit, Factor II, Inc., Lakeside, AZ, USA) in 
multiple layers onto the textured surface of the 
mold.13 The platinum silicone elastomer (A-RTV-30 
V50011 A&B KIT, Factor II, Inc.) mixed with intrin-
sic colors (IIntrinsic II, Factor II Inc.) on a ceramic 

slab compared to the patient’s skin color tone. The 
mold was packed with the prepared material and 
processed according to manufacturer instruc-
tions. The prosthesis was removed from the mold 
and rinsed with water to eliminate the residues 

Figure 2. Wax pattern. Figure 3.  The intaglio surface view of the nasal prosthesis.

Figure 4.  Finished nasal prosthesis. Figure 5.  Nasal prosthesis with eyeglasses.
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(Figure 3). Finally, the prosthesis was evaluated 
on the patient and some extrinsic water-resistant 
coloration was applied (KT-199 - Extrinsic Color-
ation System, Factor II, Inc.) (Figure 4). 

Nasal prosthesis must gain adhesive retention 
from a wide extension of the prosthesis beyond 
the defect, which may negatively influence the 
cosmetic result. Mechanical retention by exten-
sion into the defect or through contact with eye-
glass may augment adhesive retention.14 In this 
case, the retention was highest without eyeglass, 
but the esthetic appearance of the prosthesis was 
enhanced by using an eyeglass, the skin adhesive 
was not used (Figure 5).

The placement of the prosthesis was demon-
strated to patient. The patient was scheduled for 
the first post-insertion adjustment one day after 
the insertion to ensure health of the tissues, to re-
lieve the prosthesis for pressure areas on the tis-
sues. Follow-up evaluation was carried out once 
in 3 months recall for evaluation and observation 
of any recurrence.
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