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ABSTRACT

Pilonidal disease is a very common anorectal problem that most often arises in the hair follicles of the natal cleft of the
sacrococcygeal area. Successful management depends on adherence to well-described surgical principles based on
knowledge of pathogenesis and the patient’s presentation. Considerable morbidity from prolonged wound Care can be
avoided in these typically healthy patients when their disease is cured at initial presentation.
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INTRODUCTION

Predisposing factors Pilonidal sinus is also
associated with —
«  Obesity (37%}?
+  Sedentary occupation (4496)
«  Local irritation or trauma (34%)”
Jeep drivers in World War Il were subjected to
this type of local irritation so frequently that
Louis Buie, a Mayo Clinic proctologist,
recognized the association and described it in
1944 as “jeep disease*”
Personal hygiene does not seem

implicated ™

Pilonidal disease is a very common anorectal
problem that most often arises in the hair folsotd
the natal cleft of the sacrococcygeal atea.

During the Second World War, pilonidal disease
very commonly appeared in jeep drivers, leading to  *
the disease being known as, “jeep dis&ase

Pilonidal sinus disease, was first described by May

in 1833 and named by Hodges in 1880

The term pilonidal is derived from the Latin words

for hair (pilus) and nest (nidu$). . to be
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Incidence

An incidence of 26 cases per 100,000 people was
calculated by Sondenaa and others in a study of 322
patients with pilonidal disea&?.

It is, however, more common in young adult men, a
population with an incidence of 1.18%.

Sex—

« It affects males twice as much as fenfdles

* Men are thought to be at higher risk because of
their hirsute naturé!

Age group—
e Most common in young adults of working
age!

« Pilonidal disease affects mEfi between 16-25
years of age most often.

Usually it is associated with ob&3&? and hirsute
individuals who experience profuse sweating and
have a sedentary lifestyl&**

PATHOGENESIS

e Today pilonidal sinuses are widely accepted to
be acquired abnormaliti&s'®

» Pilonidal disease is caused by — hair invading
the skin at the natal cleft.[Figure-01]

« This hair causes a foreign body reaction
that commonly leads to a hair-filled abscess
cavity [Figure 1]

% Midline pits are the sine qua non of
pilonidal disease and represent hair follicles
that have become infected or inflaméd.
The resulting folliculitis produces edema
that obstructs each follicle’s openifiy.

% Over time, hair shafts are drawn into the
pits by motion from the buttocks, which
produces a vacuum effett.
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< Expulsion in the reverse direction is
prevented by barbs on the hair shfts.

+ Keratin accumulation distends the follicle,
which eventually forms an epithelialized
tube!®

< This tube may rupture into underlying
subcutaneous fat, forming an absc®ss.

% When an abscess forms, it drains back to
the skin through true sinus tradis.

e The etiology of pilonidal disease as a foreign
body reaction is supported by histological
examination’”

It demonstrates foreign body giant cells
associated with hair shafts that are embedded in
chronic granulation tissue lining the abscess
cavity and sinus tracts”*®!

e Hair within the abscess cavity is present in
approximately two thirds of cases in men and
one third of those in womalft}

Figure 1: Pathogenesis. Hair invading skin at the atal
cleft causes a pilonidal abscess and sinus traéls.

CLINICAL PRESENTATION

Affected patients are typically in their middlelste
20s and have had Symptoms for 4 to 5 years aliniti
presentation>?%

Location -

e Generally, the disease is seen in the natal cleft i
the sacrococcygeal regioh

e ltis usually located in the sacrococcygeal area,
but is also found at, other sites such as in the
umbilicus, the axilla, on the sole of the foot, the
penis, the clitoris and in the anal c&RAl

* Midline pits are the Distinguishing feature,
occurring in 100% of cases, and they can
[tsygi]cally be identified 4 to 8 cm from the Anus.

e Pilonidal disease may arise in one of three
forms:®

% Quiescent phase

Acute absce§s

Sinus tractd

Complex disease characterized by chronic

or recurrent abscesses with extensive,

branching sinus tracts

*,

®,
0.0

X3

o

X3

%

During quiescent phase -

Pilonidal sinus is characterized by the existe
of a midline pit in the natal cleft typicall
identified 4 to 8 cm from the anlfs!
The skin enters the sinus giving the opening
smooth edgé®®
This primary tract leads into a subcutaneg
cavity, which contains granulation tissue a
usually a nest of hairs that are present in t
thirds of cases in men and in one third of thc
in women and may be seen projecting from
skin opening?®!

Many patients have secondary lateral openings
2 to 5 cm above the midline pft’

The skin opening and the superficial portion of
the tract are lined with squamous cell
epithelium, but the deep cavity and its
extensions are n&t!
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Acute abscess formation in pilonidal sinus tract(s)

The common form of pilonidal disease is an

allc]ute abscess along with sinus tract formation.
24

7

« This position distinguishes the disease from
other common anorectal problems, Such as
perirectal abscesses and anal fistulae, which
are typically found near the ants.

< Symptoms related to pilonidal abscess

include ! Fever, chills, and pain, and

intermittent discharge or Bleeding is
common from sinus tracts.

Sinus tracts

As the acute abscess resolves, whether

spontaneously or with treatment, chronic sinus
Tracts develop toward the skif.

Complex disease

Characterized by chronic or recurrent abscesses
with extensive, branching sinus tratts

Chronic or recurrent Abscesses with extensive,
branching sinus tracts develop in a small
minority of patients?

This complex variant of the disease may stem
from prolonged neglect of symptoms but also
occurs despite appropriate treatméht.

MANAGEMENT

Treatment of pilonidal disease depends on the
presentatiofy’

Intervention may range from simple incision

and Drainage to wide excision with extensive
reconstructive proceduréd.

The treatment of pilonidal disease is mostly
surgical®
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Clear criteria for selecting the treatment method
do not exidt®. There is no consensus regarding
the optimal surgical technigé®

Ideally, the selected treatment should involve a
simple procedure with minimal morbidity, a
short healing time, and low recurrence rdies.
Surgical principles important for successful
management of pilonidal sinus disease include
unroofing or excising all midline pits and sinus
tracts as well as placing any surgical incision off
midline.®!

Flattening/lateralization of the intergluteal
sulcus, prevention of seroma formation,
reduction of wound tension, and prevention of
wound breakdown and scar formation have
been suggested to accelerate wound healing and
reduce recurren&d

Tension-free wound closure was important in
the surgical treatment of pilonidal sinG.
Recurrence is affected by a deep intergluteal
sulcus, the effect of vacuum developing
between the buttocks, and a midline incision
scaP®.

Techniques such as shaving [6 art-10], phenol
administratioff®, and cryosurgeR? originally
used to treat the disease were found to be
inadequaté®”

Role of Antibiotics

Bacterial colonization of pilonidal sinuses has

historically Ranged from 50 to 70%, typical

isolates including Staphylococcus aureus and

anaerobes such as bacterditféd

Studies Suggest that there is no role for

empirical antibiotics in the management of

surgically excised pilonidal disease and that

antibiotics should be reserved for patients with

clinical evidence of infectiof?’

The most commonly used procedures today are:

% Simple incision and drainage

% Laying open the tract —

1. Buie technique

2. Lord and millar technique

3. Bascom technique

Injecting phenol as a sclerosing agent into

pilonidal Sinuses (maurice and greenwood)

Excision without primary closure

Excision and primary closure

Marsupialization (partial closure)

Fistulotomy

Plastic surgical procedures

1. Fasciocutaneous flaps like the V-Y
flap

2. Rhomboid excision and the Limberg

flap

Karydakis procedure

Z-plasty closure

Gluteus maximus myocutaneous flap

Modified Dufourmentel flap

S-type oblique excision

®
o

® ®
LX R X4

5

%

5

%

5

%

Nookw

Simple incision and drainage

8. Bascom technique

Indication - This is usually reserved for acu
infective swellin§\where relief of pain is
urgent®® After inflammation has subsided,
permanent treatment can be appffé.

Procedure -

% Simple incision implies a midline incisio
through the mouths of the pits and
effective in those cases of so-called rap
cannulization where infection spreads from
pit to pit***4 After unroofing the tract it is
cleaned and drained. The final cure is done
after the end of inflammatidir->°!

% To improve the chance of cure and
decrease the risk of recurrence, many
authors recommend taking measures
beyond simple incision and draindge. A
lateral Incision should be made over the
cavity so that midline pits do not interfere
with the healing wound [Figure 8]. The
cavity should also be vigorously curetted,
de’briding the walls of embedded hairs and
the surrounding skin  should be
meticulously depilated at the time of
operation and over subsequent wegks.
However, many patients describe this
important phase of treatment as
inconvenient and difficuff.

To improve the results, some authours

recommend hair removal from natal cleft area.

Techniques which can be used are —

% Trimming, shaving, and Plucking are
typically recommended for hair remo¥al

% Laser depilation of the natal cleft —

1. Laser depilation of the natal cleft has been
suggested, and it has been shown to be
effective 5"

2. Laser depilation has also been described as
definitve  nonoperative treatment of
recurrent pilonidal disea$®.

3. although laser therapy does seem to be An
effective adjunct to surgery, it is not
regarded as Curative in and of itd&i.

Result - Recurrence is frequéfit The patients who
are more likely to experience failure or recurrence
are predicted by significantly more midline pitddan
lateral sinus tracts’

Laying open the tract —

®,

0.0
®,

0.0
®,
.0

*,

Buie technique
Lord and millar technique
Bascom technique

The simplest procedure to manage pilonidal sinuses
is laying open the traé¥.

Buie technique—

Unnals of Intewnational Medical and Dental Reseanch, Vel (3), Tssue (2) Page 20
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e This was originally described by Buie in
19381

*  With this technique the surgeon simply unroofs
the midline and lateral sinus tracts, which are
allowed to heal by secondary intentich.

Figure 2: Incision and drainage. The incision shod be
made Lateral to midline®

Lord and millar technique —

e Lord and millar Proposed a closed technique in
which the sinus tracts are not unroofed but
instead de’brided with a “bottle” Brusf!!

e They also recognized the importance of the tiny
midline pits in the pathogenesis of the disease
and excised them down to the cavity, effectively
unroofing them?”!

Bascom technique
e The importance of avoiding midline incisions
and placing any healing wounds off midline to

reduce recurrence was recognized by bascom.

[Figure 03f®

e In bascom’s procedure, a lateral incision is
made over the sinus cavity, which is curetted to
remove hair and granulation tisstle.

« He excised the midline pits and Sinus tracts
rather than simply brushing the sinus tracts as in
lord’s proceduré

e The incision is left open with a light dressing to
heal by secondary intentidtl.

« Recurrence requiring reoperation occurred in
10% of Patients with a mean follow-up of 12
months!

e To reduce the risk of recurrence in our practice,
we lay open all midline pits And sinus tracts
toward the lateral incision rather than Excising
them [Figure 03f*?

Complications of bascom’s Procedure include a 4%
risk of hemorrhage and an 8% Risk of abscess
formation at the lateral incisiofl.

Injecting phenol as a sclerosing agent into

pilonidal Sinuses (maurice and greenwood)%

e Injecting phenol as a sclerosing agent into
pilonidal Sinuses promotes healing by
de’briding the tract’

* It was first proposed by maurice and greenwa
in 1964 as an alternative to more extens
surgical procedure®)

e Its efficacy has since been demonstrated
several studies, although overall results
mixed [**!

e After one To two injections over 2 month
successful healing rates Of nearly 70% ha
been reported**°!

» ltis a simple Operation that can be done un
local anesthesia as an Outpatient procefilre.

* Reported recurrence rates, however, V:
widely from 6.5% to 40.59%>“°!

A1abins :uonoas

Figure 3: Bascom technique - Incision and drainage.
Midline pits and sinus tracts are laid open towardthe
lateral incision, and the cavity is curetted”

Excision without primary closure
* Indication -Excision is used for chronic and
recurrent pilonidal sinuses.

e Procedure -
< Excision of all involved skin and

subcutaneous tissue may be necessary for
definitive treatment. These wounds may
then be managed openly,with healing by
secondary intention, allowing the wound to
Pranulate, or is closed by primary suture
4748 Laying the sinus open permits
adequate drainage

e Result—
% Lower recurrence raté$)

e Disadvantage - The healing requires more
time*?. Patients, who are typically young,
otherwise healthy, and active, these wounds
cause considerable social and economic
disability

 Advantage - The open approach has the
advantage of brief hospitalization, but
substantial morbidity results from prolonged
healing and frequent, uncomfortable dressing
changed”

Negative pressure dressings (vac therapy)

Unnals of Intewnational Medical and Dental Reseanch, Vel (3), Issue (2)
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* Negative pressure dressings, which promote
granulation, have been suggested as an
alternative to open packing.

e Primary vac therapy (v.a.c. Therapy 1, kinetic
concepts, san antonio, tx) following excision of
pilonidal disease has been reported with
Favorable result§*2®

e Duxbury and others first described vac therapy
in one patient following excision of a chronic
pilonidal sinug?”! They applied the device For 6
weeks, and the wound was completely healed
by 8 weeks.

* In randomized controlled Trials compared with
wet-to-dry dressing changes, vac Therapy has
demonstrated significantly faster healing of
Chronic wound&”?®!

e It may be performed as an outpatient procedure
with low risk of primary failure or infection
while accelerating healing and reducing the
frequency of dressing changes.

* Negative pressure exerted on Wounds has been
shown to increase local blood flow, Upregulate
cell proliferation, decrease bacterial counts, And
facilitate wound granulatiof’*

* The benefits of Negative pressure wound
therapy should be applicable to Pilonidal
disease and early reports are encouraging;
however, follow-up for recurrence has not been
reported.

Excision and primary closure -

*  Procedure -In the primary suture the pilonidal
sinus is excised and the wound sutured by using
[czigep tension sutures tied over a gauze dressing.

 Advantage - The advantages are quicker
healing and an early return to wBfk*

* Result

< Recurrence, however, is also more frequent in
the primary closure group (10%) compared with
the open (5%

« The reported recurrence level with primary
midline closure after excision is 20%—429%"

« The reported recurrence level 0.9-5.6% in
primary closure after oblique excisfgr?

Marsupialization (partial closure)
Indication - absence of inflammation and that the
case is not a recurrefite

Procedure —Marsupialization involves milossis and
opening up of the cavii*®. After excision of the
sinus front and lateral tracts the cavity is scatbin
remove hair and granulation tissue. Then, the skin
flaps are sutured to the presacral fascia and the
wound healing is done by secondary intertfof.

It is vital to have a strong front tract in order t
succeed.

Advantage - Acceptably short healing periéd.
Reduces the size of pilonidal wounds and has b
shown to decrease healing tiffi&s
Disadvantages - This approach is preferred o©
standard open management but still requires mailt
Dressing changes each day over a prolonged p
of Time [Figure 04.°

A1sdIns :uondas

Result it had a low percentage of recurrefite

Fistulotomy
Procedure —Fistulotomy involves milossis of the
cavernous resource, opening up, removal of hair and
scrubbing of granulation tissue and healing by
secondary intentidtt®

|

Figure 4: Marsupialization. The skin edge is suturedo
the base of the wound. Figure used by permission of
mayo foundation for medical education and research.
All rights reserved

Plastic surgical procedures —

* Infrequently, patients develop complex pilonidal
disease, which is characterized by chronic or
recurrent abscesses and extensive, branching
sinus tracts? This manifestation of the disease
demands a more aggressive surgical approach,
and definitive treatment requires wide excision
of all involved tissud” Primary closure of these
wounds is not a viable option given a
dehiscence rate of up to 37%, and open
management with healing by secondary
intention is not suitable because of the length of
time that would be required for healing”
Reconstructive procedures are typically required
in these cased!

e Plastic surgery techniques that include these
procedures do not only cover the wound but
also, in theory, fatten the natal cleft, reduce hai
accumulation, mechanical irritation and risk of
recurrence:’]

e Several authors have maintained that the ideal
treatment in pilonidal sinus surgery can be
achieved with flattening and lateralization of the
natal clefg” 4

» Historically, surgical treatment of pilonidal
sinus began with excision and marsupialization
or excision and primary closure. Today, these

Unnals of Intewnational Medical and Dental Research, Vel (3), Jssue (2)
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methods have been replaced by excision and
closure with advancement flap techniques,
which have lower recurrence and complication
rates and shorter return to work tinf&.

e Each offers Relatively short healing time but
requires an extensive Operation under general
anesthesia and lengthy hospitalizafion

e Complications, including flap necrosis, wound
Dehiscence, and infection, are a considerable
risk®

« Various kinds of flaps have been used:

Fasciocutaneous flaps like the V-Y flap

Rhomboid excision and the Limberg flap

Karydakis procedure

Z-plasty closure

Gluteus maximus myocutaneous flap

Modified Dufourmentel flap

S-type oblique excision

Bascom technique

X3

%

X3

%

X3

%

®,
0.0

R/
0.0

R/
0.0

R/
0.0

R/
0.0

Fasciocutaneous flaps like the V-Y flap

* Fasciocutaneous flaps like the V-Y flap (for
recurrent and complicated sinus dise§3e)

e V-to-y advancement flaps likewise have been
shown in several series to be reliable and
effective in covering large pilonidal wounts.

e Schoeller and others demonstrated a mean
hospitalization of 7.3 days and Mean healing
time of 15.3 days using this procedfifé.in
their series of 24 patients, there were no
recurrences with A mean follow-up of 4.5
years?!

« To prevent recurrences in this series, the authors
attempted to flatten the natal cleft by deep
ithelializing the medial end of the flap and
folding it under itself to fill in the wound
defect”

Rhomboid excision and the Limberg flap

1. The Limberg flap technique, first described for
the surgical treatment of SPS by Azab ef%|.
is currently one of the most widely used
techniques. [Figure 0B}

2. Although the Limberg flap is a globally
accepted technique in the treatment of pilonidal
sinus, it was modified by Mentes et al. with
translocation of the lower edge neighboring on
the anus to 1-1.5 cm lateral to the midfitte

3. Recurrence rates began to decline significantly
as advancement flap techniques with these
fundamental properties, such as the Limberg
flap, began to be used in pilonidal sinus
surgery?!

4. The largest series reviewed 238 patients at a
single center who underwent limberg flap
reconstruction. It demonstrated a mean
hospitalization of 2.1 days and mean Healing
time of 8.0 day§’ Recurrence occurred in
1.26% of patients with mean follow-up of 29
months®! These recurrences occurred early in

the series, and no recurrences were found &
the authors modified the procedure, placing
rhomboid excision lateral to the natal Cle
avoiding the midliné” They reported a 0.89
infection rate and no occurrences of fl;
necrosis, attributing these results to the tensi
free suture line, which is easily achieved
mobilizing the relatively soft, loose tissue at t
donor sitd? The donor tissue is also we
vascularized by musculocutaneous perforat
from the superior and inferior gluteal arterie
offering a reliable fasciocutaneous ffdp.

/*

-{ Excision area

A1abins :uonoss

Flap area

Limberg flap

Figure 5: Limberg Flap.?!

Karydakis procedure

Principle of surgery -

Karydakis was the first to advocate asymmetric
Closure of pilonidal wounds to decrease
recurrencé’]

This technique avoids placing a wound in the
midline at the Depth of the natal clé.

It also flattens the cleft, reducing hair accumrialat
and mechanical irritatiof!

Procedure-

In his advancing flap operation, an asymmetric
elliptical incision Is made around all involvedstie
down to the Postsacral fascia and the wound is
undermined, creating a thick flap that is closefl of
midline [Figure 6]

Recurrence rate- Karydakis reviewed his 35-year
experience with this Operation, which he performed
on 6545 patients, and found a 1% recurrence'fate.
Kitchen attributed Most recurrences to part of the
wound encroaching on the midIiH&.

Z-plasty closure

e Z-plasty closure following excision of pilonidal
Sinuses was first described in the 1980s.
Disadvantages -

Tip necrosis. (20% incidendd)

Hypesthesid

Discomfort’

Pruritus”

Poor cosmesi§?!

Healing can be achieved in 7 to 10 days. 42

« Recurrences - Very IdW

X3

%

X3

%

X3

o

X3

o

X3

o

Gluteus maximus myocutaneous flaf)
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» For patients in whom repeated interventions  Over 35 years, 37 when a midline incision is us
fail, Gluteus maximus myocutaneous flap and fails to heal, it can subsequently be placéd
reconstruction seems to be effective with midline using Cleft closure as described by basc
acceptable morbidity/*"®! [Figure 08]1""

e The procedure has been criticized for being too
extensive because it sacrifices a deep
functional muscle, but rosen and davidson
performed the procedure in five young Men
(mean age, 34 years) whose pilonidal disease
significantly Affected their liveS! They found
no loss of Strength or range of motion in any
of the patients and Felt that in well-motivated
patients plagued with Chronic, recurrent, or
recalcitrant disease this extensive
Reconstructive procedure offers a good chance \
of cure And acceptable morbidit§! |

Flap area I

\
|

\

Dufourmentel flap Modified Dufourmentel flap

Figure 7: Modified Dufourmentel flap."

Principle-Restoration ~ of  favorable  healing

conditions, removing the incision from the Warm,
moist, bacteria-laden environment found at The
depth of the natal clef®

Technique -
This technique is performed by making an
asymmetric elliptical Incision around the wound

= defect™
. Unlike the Karydakis procedure, in this proceduse n
Figure 6: Karydakis procedure. (A) An asymmetric subcutaneous Tissue is excisdd. , _
elliptical incision is carried down to the postsaal permls is undermined anq gfull thickness skin flap
fascia. (B) The wound is undermined and (C) closedfo IS raysed and closed off mld.“r{%]' .
midline.© Leaving the subcutaneus tissue in place reduces the

Depth of the natal clétt

Modified Dufourmentel flap

A modified Dufourmentel flap is shown in figure

in which S-type oblique excision is u

Itis useful in wide lesion&’

It flattens the intergluteal sulcus and diverts the
incision scar from the midline. [Figure &7

S-type oblique excision

Recently, the S-type oblique excision for pilonidal
sinus was described, and bilateral advancement of
the gluteus maximus fascia in addition to primary
repair with this excision has been described dapa f
reconstruction techniqi&’®. The S-type excision
can be used only in lesions smaller than 3 cm aith
full-thickness flap as described by Krand ef4l.S-
type oblique excision used together with the
modified Dufourmentel flap procedure can be
applied to wider lesion&"

Bascom technique

Unnals of Intewnational Medical and Dental Reseanch, Vel (3), Issue (2) Jage 24
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E | 1 |

Figure 8: (A) The line of contact between the buttdes

is marked. (B) The buttocks are taped apart and an
asymmetric elliptical incision is drawn around the
unhealed midline wound. (C) The incision is carried
into the subcutaneous fat to wedge out the unhealed
wound. (D) A dermal flap is raised, undermining the
skin to the marked line of contact. (E) The skin #p is
closed over suction drain?

Complications of pilonidal sinus—

e Infection

e Chronically draining sinus/fistula
« Malignancy

Infection®%2 - The disease may exist as an abscess
or it may include cellulitd®!
Chronically draining sinusffistulal™

Malignancy —

* The first case was reported by Wollf in 1900
and an additionally 68 such cases have been
reported in the world literatuf&®.

e Extremely uncommon. Art-03. Malignant
degeneration occurs in approximately 0.1% of
patients with chronic untreated or recurrent
pilonidal disead®”

e The histological type of tumour that arises from
a pilonidal sinus is often SCC (903§

* Additionally, basal cell carcinomas, adeno-
carcinomas and verrucous carcinomas (an
un%%]mmon type of SCC) have also been report-
ed.

e The most important factor in the incidence of
malignancy in pilonidal sinuses appears to be
the Length of time that the sinus has been
presenf?. Frequently pilonidal disease is
present two or more decades before
development of carcinont&’

e The average age of presentation is 49 with an
average duration of pilonidal disease of 23 years
(philipshen et al., 19813 The process of
malignant degeneration is similar in pilonidal
sguamous-cell carcinomas and other chronically
inflamed wounds, such as burns, osteomyelitis,
scars, skin ulcers and fistuf8s®*# Similar to
other chronic ulcerative and scarifying
cutaneous disorders, it is believed that the
development of tumours due to pilonidal sinus L
is caused by the release of free oxygen radicals
by activated inflammatory cells, inducing o
genetic damage and neoplastic transformation.
0 Additionally, the normal repair DNA

mechanism is impaired in chronic inflammatic
and predisposes patients to malignafi€y.

e The most common presentations are
ulcerating lesion (philipshen et al., 1981) or
can be an incidental Finding at routine histolo
(baraldi, 19425™A pilonidal carcinoma often
has a distinctive appearance, and diagnosis
frequently be made on inspecti6fi.

« A central ulceration is often present, with
friable, indurate, erythematous and fungati
margins. Continuity with a cyst is usually eas
demonstrated”!

e The tumour grows locally before metastasizing
to inguinal lymph node’$”

*  Successful treatment with wide excision alone
(philipshen et al., 1981) or in combination with
Adjuvant chemotherapy (lerner and deitrick,
1979) has been report&d.

e The surgical treatment options range from
observation, incision and drainage, limited exci-
sion, unroofing, adypo-lypo facial flap, z plasty,
v-y plasty and aggressive excision. After exci-
sion, the wound is closed primarily or left open
to heal by secondary intentiéf!

*  Where possible, pilonidal sinuses should be
excised early in their history and all excised
tissue submitted to histological examinatith.

e« If healing is delayed after excision the
possibility of malignancy must be considered
and biopsy performell?

AJ9bBINS :uonodas

SUMMARY

Pilonidal disease is a common anorectal problem and
a surgical challeng®@Treatment failure and disease
recurrence are prevaléfiSuccessful management
depends on adherence to well-described surgical
principles based on knowledge of pathogenesis and
the patient’s presentatiGhAbscess cavities must be
vigorously de’brided to remove all embedded hairs,
and depilation of surrounding skin should continue
for several week€! Midline pits in all cases must be
meticulously sought out and laid Open or excised.
Sinus tracts, when present, should be treated
similarly®! Surgical incisions-whether for simple
Incision and drainage or more extensive
reconstructive procedures-should be asymmetric and
closed off midliné” Considerable morbidity from
prolonged wound Care can be avoided in these
typically healthy patients when their disease i®du

at initial presentatioft!
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