I DERLEME REVIEW I

Kamil GULPINAR, MD 2
Sileyman OZDEMIR, MD,?
S. Erpulat 0ZiS, MD,?

H. Yahya USLU, MD,?
Atilla KORKMAZ, MD?

2Department of General Surgery
Ufuk University Faculty of Medicine,
Ankara

Gelig Tarihi/Received: 29.04.2008
Kabul Tarihi/Accepted: 08.09.2008

Yazisma Adresi/Correspondence:
Kamil GULPINAR, MD

Ufuk University Faculty of Medicine,
Department of General Surgery,
Ankara,

TURKIYE/TURKEY
kgulpinar@yahoo.com

Copyright © 2009 by Tiirkiye Klinikleri

Turkiye Klinikleri ] Med Sci 2009;29(4)

Pilonidal Disease: Review

Pilonidal Siniis

ABSTRACT Sacrococcygeal pilonidal disease is a common and well-recognized entity. For many
years, the cause of sacrococcygeal pilonidal sinus has been a matter of dispute. There was a com-
mon lack of success of the surgical methods of excision regarding morbidity, healing, recur-
rence and cure. It is most likely that sacrococcygeal pilonidal infection originates within a natal
cleft hair follicle, which becomes distended with keratin. The distended follicle becomes inf-
lamed and the resulting folliculitis produces edema, which blocks the follicle opening. The ob-
structed follicle then expands and finally ruptures into the underlying subcutaneous fat to form
a pilonidal abscess. Additionally, hair is a secondary invader, being drawn into the abscess ca-
vity by the suction effect along the gluteal cleft that results from the movement of the but-
tocks. Pilonidal sinus disease consists of symptoms ranging from asymptomatic pits to a painful
draining lesion that are predominantly located in the sacrococcygeal region. Asymptomatic pits
do not require treatment. Options for treatment of acute abscess include aspiration, drainage
without curettage, and drainage with curettage. The choice of a particular surgical approach
depends on the surgeon’s familiarity with the procedure and perceived result in terms of
low recurrence of sinus and a quick healing of resulting cavity or surgical wound. Conservati-
ve nonsurgical management, closed methods, laying open of the track, wide excision and open
drainage, wide excision and primary closure, and limited excision are the methods currently
used.
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OZET Sakrokoksigeal pilonidal hastalik oldukga yaygin goriilen ve iyi bilinen bir rahatsizhiktir.
Hastaligin nedeni yillardir tartilagan bir konu olmustur. Lezyonun cerrahi metotlar ile ¢ikarilmasi,
morbidite, iyilesme siireci, niiks ve iyilesme oranlari agisindan bakildiginda, basarisizlikla sonug-
lanabilmektedir. Sakrokoksigeal pilonidal siniis enfeksiyonunun, natal yarik follikiiliiniin kera-
tinle distansiyonu sonucu olustugu diisiiniilmektedir. Gerilmis olan follikiiliin iltihaplanmasiyla
olusan follikiilit 6deme neden olmakta ve follikiil agzin1 kapatmaktadir. Sonug olarak, agz: tika-
nan follikiil genislemekte ve alttaki subkutanoz yag dokusuna dogru riiptiire olarak pilonidal ap-
seye neden olmaktadir. Ek olarak, kil ikincil etkili ajandir; gluteal yarik i¢inde kal¢a hareketi ile
olusan vakum etkisi, kili apse kavitesi i¢ine dogru ¢eker. Pilonidal siniis hastalig1, asemptomatik
kiiciik bir sivilceden, hayli agrili, drene olan lezyona kadar genis bir semptom profili igerir. Asemp-
tomatik hastalikta tedavi gerekmez. Akut apse igin tedavi secenekleri ise aspirasyon, drenaj ve
drenaj + kiiretaj seklinde siralanabilir. Segilecek cerrahi tedavi yaklagiminin basarisi, niiks oraninin
diisiik ve iyilesmenin hizl olmasi ile degerlendirilmektedir ve cerrahin uygulanacak islemle ilgi-
li tecriibesiyle dogrudan iligkilidir. Halen kullamlan yéntemler; konservatif tedavi yaklagimlari, ka-
pali yontemler, genis eksizyonla beraber agik drenaj, genis eksizyonla beraber primer kapama ve
sinirh eksizyon gibi islemlerdir.

Anahtar Kelimeler: Pilonidal siniis; etiyoloji; klinik tedavi protokolleri
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acrococcygeal pilonidal disease is a common
Sand well-recognized entity that stands for a

debilitating, chronic disease of the natal cleft.
Pilonidal disease is most common in the third de-
cade of life; its incidence peaks between 16 and 20
years of age and remains high until the age of 25,
thereafter declining rapidly. Men are affected thre-
e to four times more commonly than women.! It is
generally assumed that most patients with pilonidal
sinus are hairy and overweight of dark complexion
with poor body hygiene.?

As patients who are young adults of working
age often miss a considerable number of days from
work before and after surgery, it attracts conside-
rable attention in terms of human resources and
economics.?

The condition was first described by Mayo in
1833 and it was suggested to result from the in-
fection of subcutaneous rests of tissue that were
present because of imperfect separation of the ec-
todermal and mesodermal layers during embryo-
logical development.® The term ‘pilonidal’ was
first used associated with this condition by Hod-
ges in 1880. It comes from the Latin pilus meaning
‘hair’ and nidus meaning ‘nest’. This term was
used to describe the situation of trapped hair in
this unusual form of chronic natal cleft skin in-
fection involving the skin and the subcutaneous
tissue.* It was initially believed that the disease
was congenital in origin and various theories we-
re developed, such as the preen gland theory, the
neural canal theory and the sacral skin in-drawn
theory. But in the last 50 years it has been sugges-
ted that the condition is acquired.’ Pilonidal dise-
ase was a major reason for hospitalization during
World War II and was felt to be related to the me-
chanical trauma of riding in jeep, truck, and tank,
which supports the idea that the condition is ac-
quired.® The infrequent incidence of pilonidal
cysts in locations other than the natal cleft that
are subject to local trauma from hair, such as the
hands of barbers, sheep shearers, and dog groo-
mers also supports the theory of acquired dis-
ease.”® There are also case reports of pilonidal
cysts at other hairy locations, such as the umbili-
cus and the scalp.”!°
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It is most likely that sacrococcygeal pilonidal
infection originates from a natal cleft hair follicle,
which becomes distended with keratin. The disten-
ded follicle becomes inflamed and the resulting fol-
liculitis produces edema, which blocks the follicle
opening. The obstructed follicle then expands and
finally ruptures into the underlying subcutaneous
fat to form a pilonidal abscess.!! Additionally, hair
is a secondary invader, being drawn into the abs-
cess cavity by the suction effect along the gluteal
cleft that results from the movement of the but-
tocks. Studies of surgical specimens have shown the
presence of hairs within the cysts, often surroun-
ded by foreign body giant cells.!? Davage et al pro-
posed that the hair follicles were never found
within the cysts, suggesting that the hairs were in-
troduced from outside the lesion.

Bascom suggested that, shafts of hairs appa-
rently are not the source of most pilonidal disease
cases; instead, follicles of hairs seemed to be the so-
urce.'”® He reported that pilonidal disease progres-
sed through five stages. Accordingly, an infection
initially forms about the base of the follicle where
keratin breaks through and hairs punch through.
Infection generates edema, which swells the mo-
uth of the follicle that eventually closes and this
blocks the escape of follicular contents. It also con-
ceals the mouth of the follicle from sight. Follicu-
lar contents either are pushed toward fat by the
pressure of secretion accumulating in the closed
follicle or are pulled toward the fat by vacuum ef-
fect. The bottom of the follicle breaks out, relea-
sing infected contents into fat. As a result, an acute
pilonidal abscess is formed.and subsequently is dra-
ined. As edema subsides, the mouth of the follicle
reopens. The follicular remnant that is open at both
ends, forms the outer part of the chronic abscess
cavity, a cavity which blows and sucks.'

The cause for the development of these distor-
ted hair follicles is unclear. Gravity and motion of
the gluteal folds have been suggested to create a va-
cuum force that pulls on the follicles. Local inf-
lammation by bacteria, debris and edema, which
occludes the mouth of the follicle, leads to further
expansion of the follicle which then ruptures re-
sulting in a foreign body reaction and microabs-
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cesses that develop into acute and chronic pilonidal
abscesses along with laterally displaced and epit-
helialized tracts. Once the microabscess becomes a
burrowing infection, the disease is defined as a pi-
lonidal sinus.'*

In dealing with the pathogenesis of pilonidal
sinus disease, Karydakis attributed the hair inserti-
on process to three main factors:'> The invader,
which is the loose hair, the force, which causes the
insertion, and the vulnerability of the skin to the
insertion of hair at the depth of the natal cleft.

He also identified secondary factors and ex-
pressed these in an equation.’'® Some of these fac-
tors had been postulated earlier, but Karydakis
showed their relevance in formulating a successful
surgical approach."” These two theories by Karyda-
kis and Bascom propose the best explanations of

pathogenesis of pilonidal sinus disease.'®!

I CLINICAL FEATURES AND DIAGNOSIS

Pilonidal disease may manifest in various forms
such as small asymptomatic pilonidal cysts or sinu-
ses, acute abscess, or complex chronic disease with
multiple sinus tracts.'® They usually occur at mid-
line toward the top of the natal cleft. Asymptoma-
tic disease is recognized by the patient with a
painless cystic lesion at the top of the natal cleft.
Acute abscess usually presents with acute severe
aching and swelling mass over the coccyx follo-
wing usually the trauma or inflammation of the
previous asymptomatic cyst. Pain is the major com-
plaint usually without fever if abscess is localized."
Chronic disease may be followed by one or more
acute attacks and is characterized by painless drai-
nage from sinus or sinuses connected to the piloni-
dal cyst. The rate is reported to be 50% for acute
abscess and 50% for chronic disease.”

The condition may easily be diagnosed with
the clinical appearance and complaint of the pati-
ent with an acute painful and swelling mass locali-
zed roughly at the top of the natal cleft. This
condition should be differentiated from some ot-
her inflammatory lesions, which may have some
similar histological features such as tracts (which
could be epithelialized or even contain hair), gran-
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ulation tissue, foreign-body giant cells and granu-
loma.'® These lesions are:

1. Anal fistula, which presents as a perianal ex-
tension from an internal opening within the anal
canal and is associated with the absence of a midli-
ne opening in the postanal region.

2. Hidradenitis suppurativa. These lesions may
contain hair shafts.

3. Pyoderma gangrenosum sometimes conta-
ins hair shafts.

4. Congenital abnormalities like (i) sacrococc-
ygeal sinus (vestigial remnant of the medullary ca-
nal), (ii) presacral sinus or dimple (traction
dermoid), (iii) inclusion dermoid, and (iv) treati-

es.1®

Neural tube defects like spina bifida should al-
so be considered in the differential diagnosis. Spi-
na bifida refers to a cleft in the spinal column.
Spina bifida may be closed (the skin covering the
defect is intact) or open (not covered by skin). Spi-
na bifida occulta is the simplest form in which the-
re is failure of the dorsal portions of the vertebrae
to fuse with one another. This abnormality, usually
localized to the sacrolumbar region, is covered by
skin and is not noticeable on the surface except for
the presence of a small tuft of hair or other dermal
lesion over the affected area; it may resemble pilo-
nidal sinus. If suspected the diagnosis can easily be
made by radiographs of the spinal vertebrae.

Although anal abscesses and fistulas can be ru-
led out by physical examination without difficulty,
in extensive disease with deep sinuses magnetic re-
sonance imaging may be required. Mangetic reso-
nance imaging (MRI) features of perianal and
deep-seated sepsis, characteristic of fistula in ano,
are also found in patients with pilonidal sinus, but
the absence of intersphincteric sepsis or enteric
opening allows reliable MRI distinction between
the two.”!

Computed tomography (CT) permits structu-
res outside the bowel lumen to be visualized, and is
valuable for evaluating suspected perianal abscesses
and inflammation.?*? In one study, for example,
CT (with intravenous and when possible, rectal
contrast) was useful in differentiating perirectal ab-

961



Giilpinar ve ark.

Genel Cerrahi

scesses from severe perirectal cellulitis and cor-
rectly identified 13 surgically proven abscesses in
10 patients.? This imaging technique may be help-
ful in the differential diagnosis of pilonidal disease
and perianal abcess and fistulas.

Nuclear medicine also has an important role
in the evaluation of infection and inflammation.
FDG (Fluorine 18 fluorodeoxyglucose) PET imaging
is a novel promising modality in the diagnosis of in-
fection and inflammation.”> However, PET scan is
rarely used for the identification of pilonidal disea-
se. Recently Ilknur Ak reported a case which illus-
trated a pitfall associated with F-18 FDG imaging.
She presented the images of a 57-year-old woman
with non-Hodgkin’s lymphoma that showed inten-
se accumulation of F-18 FDG in a sacrococcygeal
pilonidal sinus that could indicate a lymphomato-
us involvement from a primary disease.?

Ultrasonography (USG) in the assessment of pi-
lonidal disease is uncommon, but in suspected pati-
ents, a sinus tract can be visualized by USG.
Moreover, it has also been reported that sacrococc-
ygeal fat thickness measured by USG, as a local factor,
is closely associated with pilonidal disease.?”” Endoso-
nography, both blind transrectal (TRUS) and endos-
copic ultrasound (EUS) have also been used to
evaluate perianal fistulas in the differential diagno-
sis.®

Malignant degeneration of pilonidal disease is
a rare condition and occurs in approximately 0.1%
of patients who have chronic pilonidal disease.?” In
the literature to date, 68 cases of carcinoma origi-
nating from chronic pilonidal disease was reported,
three of which occurred in immunosuppressed pa-
tients.®

It is suggested that this progression is secon-
dary to impaired DNA repair mechanisms seen in
chronic inflammation as well as the release of free
oxygen radicals from activated inflammatory

cells.??31

The malignant lesions tend to be deeply inva-
sive and bone involvement is detected in 8% of pa-
tients on diagnosis.”

If malignancy is diagnosed, preoperative wor-
kout should carefully be initiated to recognize the
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extent of invasion and presence of metastases.
Physical examination of the lesion and inguinal
area should be done. Extension of the rectum sho-
uld be assessed by endoscopy. In addition, CT or
MRI can be used to determine the local extent of
the disease, occurrence of intraabdominal metasta-
ses, and involvement of iliac or para-aortic nodes.
PET scan is also a practical modality to identify me-
tastases.>*3!

Histopathological tissue diagnosis is also help-
ful in classification and differential diagnosis of pi-
lonidal disease. By histopathological reports, acute
and chronic inflammation can be distinguished by
the amount and the type of inflammatory cells and
tissue reaction. Pure chronic inflammation is cha-
racterized by the presence of lymphocytes, plasma
cells and histiocytes including foreign body mac-
rophages, with lack of granulocytes. Purely acute
inflammation is characterized by the presence of a
predominantly neutrophilic exudate, without the
obvious presence of chronic inflammatory cells.

I MANAGEMENT

The management of chronic pilonidal disease is va-
riable, debatable, and problematic. Eradication of
the sinus tract, complete healing of the overlying
skin and prevention of recurrence are the princip-
les of treatment. During the last 25 years, many tre-
atments have been suggested for pilonidal sinus but
no consensus has emerged and few studies have
compared relative treatment costs, discomfort and
time off work. The treatment goal of pilonidal sinus
is to provide a high chance of cure with a low re-
currence rate while avoiding hospital admission
and general anesthesia, causing minimal inconve-
nience, complication rate and time off work for the
patient.’>33

The treatment of sacrococcygeal pilonidal cyst,
despite being considered a well-defined clinical en-
tity has some controversial aspects. There was a fre-
quent lack of success of the surgical methods of
excision regarding morbidity, healing, recurrence
and cure. All these factors rendered the acquired
thesis of pilonidal sinus disease to be more accep-
ted.

Turkiye Klinikleri ] Med Sci 2009;29(4)
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Surgery is the principal method of treatment,
and several techniques have been proposed, all
with the aim of reducing morbidity, offering con-
ditions of fast cicatrisation, reducing recurrence ra-
te and offering cure.

Asymptomatic pits do not require treatment
and it is also possible that minimally symptomatic
cases may sometimes resolve with meticulous re-
moval of hair from the area by shaving or the use
of depilatories.

In most cases, however, either a simple incisi-
on and drainage or a more definitive surgical pro-
cedure will be required.

ANTIBIOTICS

Routine use of antibiotics are not indicated for the
treatment of pilonidal disease. A systemic review
of antibiotic use for chronic wounds could not ex-
clude a small benefit in terms of more rapid posto-
perative healing when perioperative antibiotics
were given, but the magnitude of any benefit was
modest.>*

If a significant component of cellulitis is pres-
ent, antibiotics may be appropriate. If possible, cul-
ture from an abscess should be obtained to direct
antimicrobial therapy.

The infection of pilonidal disease is generally
polymicrobial due to enteric facultative aerobic and
anaerobic bacteria (aerobic/anaerobic= 1:5 ). The
predominant anaerobic organisms were gram-ne-
gative bacilli (including Bacteriodes fragilis group
and pigmented Prevotella and Porphyromonas
spp.), gram-positive anaerobic cocci, Fusobacteri-
um spp., and Clostridium spp. The main aerobic
organisms are Escherichia coli, Enterococcus spp.,
Proteus spp., and Pseudomonas spp.2® The anti-
microbials effective against anaerobes include:
clindamyecin, cefoxitin, chloramphenicol, or met-
ronidazole. An aminoglycoside, a quinolone or
third-generation cephalosporins provide coverage
for Gram-negative enteric rods. Single-agent the-
rapy with cefoxitin, a carbapenem or the combina-
tion of a penicillin (such as ampicillin or ticarcillin)
and a beta-lactamase inhibitor (such as sulbactam
or clavulanic acid) may be adequate.®
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INCISION AND DRAINAGE

For patients who present with an acute pilonidal
abscess, simple incision and drainage, which can
be done by a primary care physician in the office
with local anesthesia, is rationale for initial man-
agement. The drainage of abscess with curettage
of the cavity has the advantage of quick relief of
symptoms and early return to work in all cases.”’
Complete healing occurs in 60% of patients. Re-
currence occurs in 25% of those with initial hea-
ling and the overall cure rate at 18 months is
75%.38

In a study of 73 consecutive patients with a
first episode of acute pilonidal abscess who were
treated by simple incision and drainage, 42 (58 per-
cent) healed primarily, with a median time to hea-
ling of five weeks; 9 of the 42 developed recurrence
of pilonidal disease during follow-up (median fol-
low-up 60 months) with an overall cure rate of
45%.%

Surgical referral, rather than initial incision
and drainage, may be appropriate if the patient is
unlikely to change dressings as frequently as requ-
ired after incision and drainage. In this case, initi-
al surgical excision with primary closure may be
preferable. Patients with complex disease with
multiple sinus tracts should also be initially refer-
red for surgery.

Other patients who should be referred for sur-
gery are those who have recurrent disease or failu-
re of healing after treatment with simple incision
and drainage.

For chronic and recurrent sinuses, various
techniques have been reported. Allen-Mersh did
an extensive review in 1990 of over 90 papers dea-
ling with the treatment of pilonidal sinus.!' He
concluded, “virtually without exception these stu-
dies are flawed because of one or more defects in
the study design like lack of randomization, com-
parison of healing time, recurrence rate, follow up
time, etc.” However, he suggested that the choice
of a particular surgical approach was dependent on
the surgeon’s experience and perceived results in
terms of low recurrence of sinus and of quick hea-
ling of resulting cavity or surgical wound.
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SURGICAL EXCISION

The definitive treatment of pilonidal disease often
requires surgery and the condition is often treated
by removing the diseased skin and subcutaneous
tissue completely. The surgical wound either is clo-
sed with sutures (for healing by primary intention)
or is packed open (to heal by second intention).
Both treatments can lead to recurrences and unhe-
aled wounds.'® So many clinical trials have compa-
red whether it is better to pack the wound open or
to close it.*

The cyst and any associated sinus tracts are ex-
cised en bloc. The wound may be left open to heal
by secondary intention or may be closed primarily.
A retrospective study of 272 patients referred for
surgical management of nonrecurrent pilonidal dis-
ease over ten years in Saudi Arabia compared the
open and closed approaches and found that time to
healing was significantly longer with the open ap-
proach (48 versus 10 days), but hospital stays were
shorter (5 versus 10 days).*! In the primary closure
group, there was a 10 percent failure rate because
of infection, whereas none of the open wounds fa-
iled to heal. There was no significant difference in
recurrence (7.3 versus 9.1 percent). The authors
concluded that the slightly lower infection rate and
shorter hospital stays did not outweigh the benefit
of the earlier return to full function generally pro-
vided by the primary closure approach. However,
the failure rate for primary closure in this study was
lower than in some other studies. As an example, in
a large case series of 1129 patients treated with pri-
mary closure, the failure rate was 16%.* Techniqu-
es to improve primary closure such as the use of a
gentamycin collagen fleece implant have not yet
demonstrated clear benefits.*®

Marsupialization, where the edges of the wo-
und are sutured to the underlying fascia, has been
suggested as a compromise between open and clo-
sed techniques, as it generally results in a smaller
wound than when the incision is left completely
open. Reported time to healing with the marsupi-
alization technique is 20 to 35 days.** A small ran-
domized trial found that sinus excision led to
shorter hospital stays and time off work and better
patient satisfaction than marsupialization.® In con-
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trast, a larger randomized trial found shorter time
to return to work with marsupialization, as well as
decreased recurrence rates, but longer time to he-
aling.

In a meta-analysis by McCallum I. et al., rela-
tive effects of open healing compared with primary
closure were determined. The meta-analysis in-
cluded 18 randomized controlled trials that asses-
sed the effects of open healing versus closed
surgical treatment and the optimal method of clo-
sure (midline versus off-midline) for pilonidal si-
nus. The outcomes were time to healing, surgical
site infection, and recurrencerate.'” The review fo-
und no significant difference between open and
closed healing in the rates of surgical site infecti-
on, and recurrence was significantly less likely af-
ter open healing (relative risk 0.42, 95% confidence
interval 0.26 to 0.66). Data were inconclusive for
time to wound healing. Compared with off-midli-
ne surgical closure, midline closure significantly in-
creased healing time, recurrence, and infection of
the surgical site. The authors concluded that based
on current evidence, off-midline closure should be-
come standard management of pilonidal sinus.

A variety of more complex operations has be-
en used for patients with unusually extensive dise-
ase or those who have failed simpler operations.
Generally, these procedures involve the use of
flaps, which allow for the removal of greater amo-
unts of tissue as well as a decrease in tension in the
healing wound. The most commonly used flap
techniques are as follows.

The Limberg flap is a series of communicating
equilateral triangles. All angles are 60°, which me-
ans that every side of both the defect and the flap
is equal in length. This orientation creates a flap
that is the same size as the defect to be excised. Any
flap angle other than 60° theoretically involves ei-
ther widening or compression of the flap. An ellip-
tical defect at the donor site remains after the flap
is rotated to fill the rhomboid defect. This defect
can be closed primarily with appropriate undermi-
ning of the surrounding tissue.

Recent studies have reported that lateralizati-
on of the natal cleft is important for the preventi-
on of midline recurrences. The Karydakis flap
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technique was performed to lateralize the natal
cleft. An asymmetric ellipsoid excision was made
lateral to the natal cleft. After excising the piloni-
dal sinus down to the level of the sacral fascia, the
flap was mobilized on the level of the gluteal fasci-
a. After mobilizing the flap, a Redon-drainage was
inserted and a double layer Vicryl 3-0 suture of the
subcutaneous tissue closed the defect. Skin closure
was made by single knots of 4-0 polypropylene.
The drainage was removed routinely on the second
postoperative day.

Two randomized trials (n = 100 and n = 50)
compared a flap procedure (Limberg flap) with pri-
mary closure.** Both trials found that the Lim-
berg flap procedure was superior in terms of pain,
healing, complications, and return to work.

In a study that compared marsupialization,
primary midline closure and skin flap interventi-
ons in the treatment of pilonidal disease reported
that hospital stay for the skin flaps method was
longer than marsupialization and primary closure
methods. The average time to return to work af-
ter marsupialization was significantly longer than
the primary closure or the skin flaps methods.
There was no difference in wound infection rate
or recurrence rates. And the study concluded that
there were no differences in terms of wound in-
fection or recurrence rates between the three gro-
ups and the period to return to work was
relatively shorter; thus the excision and repair
techniques were useful in the surgical treatment
of pilonidal disease.*

Regardless of the surgical technique concer-
ned, standard principles of wound care are essenti-
al with repeated depilation of the natal cleft,
removal of hair and any debris from the wound bed
and keeping the wound edges separated using an
appropriate dressing.

Novel treatment modalities are still being stu-
died for the prevention of recurrent disease. In a
recent study laser epilation as an adjunctive ther-
apy to surgical excision of the pilonidal sinus was
evaluated and was reported to be effective for the
treatment of pilonidal disease. Although not cura-
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tive in and of itself, the removal of hair allows bet-

ter healing and decreases the chance of recurrence

by removal of a significant etiology of pilonidal dis-
50

ease.

The review of studies reveals that various met-
hods are still investigated and no method is univer-
sally acceptable. Recurrence rates vary with the
technique, operator and length of follow-up. The
ideal operation should be performed as a day case
or on outpatients, should be simple to perform and
have a low recurrence rate with rapid and complete
healing with minimal requirement for after care
such as shaving or dressings.

FUTURE PROSPECTS

The ideal therapy for pilonidal disease should be
quick, allowing patients to return rapidly to nor-
mal activity, with minimal morbidity and a low
risk of complications. For this purpose, new mini-
mal invasive techniques have been studied for the
treatment of pilonidal disease. Some examples are
mentioned below.

Using negative pressure wound therapy follo-
wing surgery for complex pilonidal disease is re-
ported to be a successful technique for recurrent
pilonidal disease.’!

One of the conservative treatments for pilo-
nidal disease is the injection of sclerosing agents.
The treatment includes injection of 80% phenol
into the sinus tract after depilation and excava-
tion under local anesthesia.>? Crystallized phenol
treatment is also a simple and inexpensive met-
hod that can be readily applied on an outpatient
basis, decreasing both the recurrence rate and lost
work time. This method was suggested as the
first-line treatment of any type of pilonidal
sinus.>

Radiofrequency sinus excision by a radiofre-
quency device is another new method reported to
be performed as a day care surgery in a pilot study.
With reduced postoperative pain and early re-
sumption to work, patient satisfaction is better in
comparison to excision and marsupialization tech-
niques.>*
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