Some conditions of external nose:

Nasal Dermoids
Etiology and embryology: Nasal dermoids are epithelial-lined cavities or sinus tracts with variable numbers of skin appendages, including hair follicles, sebaceous glands, and eccrine glands.

They constitute the most common congenital nasal anomaly. 
Nasal dermoids may arise from clusters of epithelium trapped during ectodermal processes, or they may signify failure of ectodermal extensions into the fetal nasal septum to disappear as the septum fuses and ossifies. Dural attachments also may exist, creating a tract between the nasal skin and the dura that passes through the prenasal space (toward the foramen cecum) or fonticulus.

Clinical presentation and management: These nasal lesions account for 3.7-12% of dermoids in the head and neck and 1.1% of all body dermoids. 
Nasal dermoids generally occur in the midline, most commonly on the nasal dorsum, in the form of a nasal pit or nasal mass. They may manifest anywhere from the columella base to the glabella.

Dermoids may be single or multiple and can manifest as a nasal mass or a fistulous tract. They often manifest with hair and sebaceous material (with or without drainage). 
They typically manifest within the first month of life, and 73% are diagnosed in the first year of life .
Dermoids may extend intracranially and should be differentiated from encephaloceles based on their lack of transillumination and inability to enlarge with crying. 
Diagnose with CT scan or MR imaging. Biopsy is contraindicated. If infection ensues, it usually is limited to the sinus tract or cyst. Orbital/periorbital cellulitis, osteomyelitis, meningitis, or brain abscess may occur, however.

CT scan reveals the bony defect, and MRI differentiates the dermoid element from brain tissue. 
Treatment: involves complete cyst and sinus tract excision. If an intracranial cyst exists, a combined craniofacial approach with neurosurgical consultation is required. Recurrence is attributed to incomplete excision.

Bacterial Folliculitis and Vestibulitis

Folliculitis and vestibulitis may result when Staphylococcus aureus invades a pilosebaceous follicle. The condition is exquisitely painful as the vestibular skin is tightly bound to the underlying cartilages. 
Local cleaning and systemic antibiotics such as floxacillin should be given and the possibility of a cavernous sinus thrombosis considered. 
This may result from retrograde venous spread of infection. The condition carries a serious morbidity, often with bilateral blindness and mortality. 
Initially, the patient complains of headache, and painful paresthesia is the distribution of the trigeminal nerve followed by other cranial neuropathy, resulting in ophthalmoplegia. Rapid institution of high-dose intravenous antibiotics has reduced the mortality to between 10 and 27%.

Rhinophyma
It is a descriptive term derived from the Greek "rhis" meaning nose and "phyma" meaning growth.

Rhinophyma is a disease that typically afflicts white males between 40 and 60 years of age, although there have been a few patients who developed it in their 20s. 

It is far more common in men than women, with the ration of 12:1 generally reported. This is very interesting when you consider that the disease is the end-stage of acne rosacea, which is three times more common in females. 

It begins as an accentuation of the normal flush reaction in adolescence and young adulthood and can involve the nose, central forehead, malar areas, and chin. 

With time, the vessels of the nose become progressively dilated and the skin thickens and may become involved with cysts and pustules, and the skin can be quite oily. The nose thickens at the tip and sebaceous glands hypertrophy. 

As the deformity worsens, pits, nodules, fissures, lobulations, and pedunculation contort the nose into monstrous cosmetic problems. There is no uniformity in the end stage or final appearance. 

Histopathologically there is hyperplasia and hypertrophy of the sebaceous glands, and the ducts become elongated, dilated, and plugged. 

Acne rosacea may respond to local medical or dermatologic treatment and prevent progression to rhinophyma. 

Once the violaceous, hypertrophic, bulbous stage of the disease becomes manifest, only surgical manipulation can reverse the deformity. Regression with or without medical therapy simple does not occur. Full thickness excision followed by application of split thickness skin grafts seems like an appropriate procedure which should provide satisfactory results, but, in fact, there are certain disadvantages.  

Most authors recommend partial thickness excision as the treatment of choice, and this has been termed "decortication." 

Decortication has been performed using cryosurgical techniques, chemical peels, dermabrasion, the cold scalpel, the Shaw knife (a thermally heated scalpel), the Bovie, hot wire loops, and the Argon and CO2 lasers. The scalpel and dermabrader often lead to significant bleeding that can compromise accuracy. Electrosurgical techniques are better, but most authors now recommend use of the CO2 laser which can allow operation in a near bloodless field. 

Lupus Vulgaris

Lupus vulgaris is the most common morphological variant of cutaneous tuberculosis,accounting for approximately 59% of cases of cutaneous tuberculosis in India. It is more common in females than males, and is more often encountered than frank tuberculosis of nasal mucosa.
It is the most common variant of cutaneous tuberculosis and is acquired either exogenously by direct inoculation of the bacilli or endogenously by haematogenous or lymphatic spread from an underlying distant focus. 

This is a chronic, progressive and tissue-destructive form of cutaneous tuberculosis seen in patients with moderate or high degree of immunity. 
The classical lesions consist of reddish-brown plaque with “apple-jelly” colour on diascopy. The lesions progress by peripheral extension and central healing, atrophy and scarring. and affects the nasal vestibule, the septm and the ala. If untreated it is slowly destructive and can lead to gross and embarrssing deformity. 
The symptoms include ulceration with sanguineous mucopurulent discharge.

The diagnosis is based on histopathology of a deep biopsy from the ulcerated site. If only a superficial biopsy is studied, one may only see pseudoepithelial hyperplasia with an underlying non-specific inflammatory cell infiltrate missing the diagnostic features of lupus vulgaris completely as has been reported in some case studies5. 
The differential diagnosis of this clinical picture includes lupus erythematosus, rosacea. A deep biopsy of the lesion supported with tests like PCR for TB is the correct approach if there is any doubt about the diagnosis.

The treatment depends on sensitivities of the organism and usually takes form of a combination of anti -TB drugs like Streptomycin, isoniazid, rifampicin and ethambutol. 
Basal Cell Carcinoma

Basal cell carcinoma (BCC) is the most common skin cancer in humans. Basal cell cancer tumors typically appear on sun-exposed skin, are slow growing, and rarely metastasize. Neglected tumors can lead to significant local destruction and even disfigurement. 
Tumors usually arise from the epidermis or the outer root sheath of a hair follicle. 
Historically, men are affected twice as often as women. The higher incidence in men is probably due to increased recreational and occupational exposure to the sun, although these differences are becoming less significant with changes in lifestyle. 
The likelihood of developing basal cell carcinoma increases with age. With the exception of basal cell nevus syndrome, basal cell carcinoma is rarely found in patients younger than 40 years. 
Nodular basal cell carcinoma is the most common type of basal cell carcinoma and usually presents as a round, pearly, flesh-colored papule with telangiectases. As it enlarges, it frequently ulcerates centrally, leaving a raised, pearly border with telangiectases, which aids in making the diagnosis.

The goal of therapy for patients with basal cell carcinoma is removal of the tumor with the best possible cosmetic result. 
By far, surgical modalities are the most studied, most effective, and most used treatments for basal cell carcinoma. The effectiveness of surgical modalities depends heavily on the surgeon's skills; considerable differences in cure rates have been observed among surgeons. Modalities used include electrodesiccation and curettage, excisional surgery, Mohs micrographically controlled surgery, and cryosurgery. 
Ionizing radiation, although a non surgical modality, should be considered in select patients
