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Introduction

Management of neoplastic disease often involves surgical 
excision to achieve tumor‑free margins in the residual 
tissue.[1] Tumors affecting the nose may necessitate a total 
or near‑total rhinectomy, thereby creating a prominent 
midfacial defect. Surgical or prosthetic reconstruction is 
usually required; however, the prominent location and 
complexity of the anatomical configuration makes surgical 
reconstruction difficult. This situation is further complicated 
by the esthetic and functional demands in this site.[2] In view 
of this, the first aim of maxillofacial rehabilitation should be 
solving esthetic problems.[3‑5]

The skin of the nose is a common site for basal cell and 
squamous cell carcinomas, which make up 12% of all skin 
tumors.[6] Nearly half of the patients with advanced cancer 
of the nose have squamous cell carcinomas,’ which is more 
likely to recur than basal cell carcinoma.[6‑8]

Partial thickness defects can be managed very satisfactorily 
by surgery. Full thickness defects can be reconstructed 

by surgery or a prosthesis. Reconstruction of large, full 
thickness defects of the nose following ablative oncological 
surgery remains a challenge, despite recent advances in 
surgical reconstruction techniques.[9]

With the advent of osseointegration in dental rehabilitation 
and recent advances in surgical or laboratory techniques, it 
has been possible to maintain the facial rehabilitation.[10]

Long‑term success of a facial prosthesis mainly depends 
on retention. Retention of the facial prosthesis depends on 
providing a better edge integrity and conserving the position 
of the prosthesis during every movement of the head and 
mimic muscles.[11] Anatomic undercuts, skin adhesives 
and implants are important factors to provide sufficient 
retention. Extra‑oral implant retained prosthesis have been 
proven to be a predictable treatment option for maxillofacial 
rehabilitation.[12‑15]

The preference for an implant‑supported silicone prosthesis 
was also based on the premise that the implant surgery 
would be much simpler and less morbid for the patient, who 
also suffered from chronic cardiorespiratory disease.[16]

The use of implants with various bar designs, clips, magnets, 
and other retentive devices have aided in the stabilization 
and orientation of the prosthesis.[17‑21]
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ABSTRACT
Malignant tumors of the nose occasionally require rhinectomy. Facial defects can cause not only functional problems but also some serious 
physchological problems that could cause the individual to avoid social contact. In view of this, the first aim of maxillofacial rehabilitation 
should be solving esthetic problems. Implant retained prostheses can give good esthetic results. Predictable biomechanical retention of 
nasal prostheses can be achieved using osseointegrated implants and intra‑oral and craniofacial implants have been used previously. These 
prostheses are tissue compatible, simple in design and easy to place, can be worn independently of spectacles and in the majority of cases 
can be provided soon after surgical excision. In this case report, a nasal prosthesis was fabricated for a patient who lost his nose due to the 
basal cell carcinoma. Extra‑oral implants and magnet retention for the proper connection of the nasal prosthesis were used. This prosthesis 
was acceptable for the patient because of excellent support, retentive abilities and the patient’s appearance.
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In this case report, a patient who required a nasal prosthesis 
is presented.

Case Report

A 37‑year‑old man’s nasal area had been resected due to 
basal cell carcinoma. Two EO implants  (Straumann, AG, 
Switzerland)) were placed for each orbital bone, one implant 
was placed for glabella and one implant was placed for 
maxilla by plastic surgeon [Figure 1].

After the post‑operative healing period, the concha area in 
the basement of the defect was covered, and an impression 
was taken from the defect together with the adjacent tissue, 
using a polyvinyl siloxane impression material  (Virtual; 
Ivoclar Vivadent, Liechenstein) [Figure 2]. A nasal pattern 
was created using the ‘‘donor technique,’’ in which a 
person with ear contours that closely mimic those of the 
patient acts as the donor to make a nasal impression. 
A plaster cast was obtained from the defect area and a wax 
sculpture was formed, taking into account the patient’s 
general appearance  [Figure 3]. The prepared wax pattern 
was then adapted to the stone cast. The whole morphology 
of the cast was corrected based on visual knowledge, 

older photographs of the patient, and the patient’s own 
descriptions of his preoperative appearance. After the 
completion of the wax pattern corrections,  (ie, tissue 
texture and relevant contours), the same procedures were 
repeated on the face of the patient. The cast was then 
placed into a flask. After the complete removal of wax, the 
silicon material (Silasfic, medical adhesive silicone type A, 
Dow Coming), which was colored intrinsically  (Intrinsic 
Coloring Kit, Factor II) was then bulk filled, and the material 
was processed according to the manufacturer’s directions. 
After processing, the prosthesis was removed from the 
mold. The final corrections were made, and the silicon 
prosthesis was then adapted to the defect area [Figure 4]. 
By using eyeglasses, the esthetic appearance and retention 
of the prosthesis were enhanced.

Discussıon

Advanced tumors of the midfacial region occasionally require 
extensive surgical removal of the tissue around the defect, 
to eradicate the disease. A large facial defect can prevent a 
patient from returning to normal daily activities.[22,23]

Figure 1: Nasal defect with extraoral implants

Figure 2: Impression of the defect

Figure 3: Completed wax pattern on the patient Figure 4: Finished implant retained nasal prosthesis
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Many patients with these defects have been rehabilitated 
successfully with prosthetic restorations.[24] Secondary 
mechanical factors, skin adhesives, and implants can provide 
retention for small midfacial defects. Anatomic undercuts 
are sufficient for maintaining retention of these maxillofacial 
prostheses.[5]

The use of craniofacial implants for retention of extraoral 
prosthesis, such as nasals, offers excellent support and retentive 
abilities and improves a patient’s appearance and quality of 
life.[25,26] However, a satisfactory outcome may only be achieved 
by careful planning in terms of the number and position and 
orientation of the implants and the proper connection of the 
nasal prosthesis to implant retention structure.[26]

Magnet and bar‑and‑clip retentions are the two primary 
forms of retention used in the auricular region.The bar‑clip 
system provides good retention for the prostheses. However, 
bars may limit access for performing hygiene procedures 
and make it difficult to insert and remove the prosthesis. The 
most common problem encountered with the bar and clip 
system is loosening of the clip after 3‑4 months. Magnetic 
retention can be selected because of hygiene, mechanical, 
and esthetic considerations.[21]
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