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Introduction:
Pilonidal sinus is a chronic disorder which is 
characterized by a sinus containing hair. It was 
fi rst described by Herbert Mayo in 18331. Th e 
name Pilonidal was taken from the Latin which 
literally means “nest of hair”. It was common in 
jeep drivers in the Second World War and hence 
was known as “Jeep Disease”1.

Multiple factors are involved in its implica-
tion like occupations require prolonged sitt ing, 
travelling or driving, excessive body hair, poor 
local hygiene, adolescent or young males with 
positive family history and large butt ocks with 
deep natal cleft  2. A deep natal cleft  is a favorable 
environment for sweating, maceration, bacterial 
contamination and penetration of hair3. It may 
also occur in other parts of the body like the cleft  

between the fi ngers of barbers4. 

 Pilonidal sinus was thought to be a congenital 
remnant but now it is widely accepted that it is 
an acquired disorder because congenital tracts 
do not contain hairs and are lined by cuboidal 
epithelium4.   

Th e incidence is higher in male than female 
and more common in people aged 15-30 years 
mostly seen aft er puberty due to the eff ect of sex 
hormones on pilosebacous glands and change in 
healthy body hair growth 5. Th e incidence also 
increases with obesity and people with hairy 
skin5.

Sacrococcygeal Pilonidal sinus is still a trouble-
some disease with a high recurrence rate of 
1-34% 5and post operative morbidity. As Piloni-
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dal sinus is a surgical disease and needs excision 
but the main concern is how to handle with the 
wound aft er excision. An ideal procedure of-
fers high cure rate, less post operative morbid-
ity, minimal hospital stay with early return to 
work and low recurrence rate.  Diff erent surgical 
procedures have been tried to decrease the re-
currence rate and post operative morbidity. But 
no consensus has developed over a procedure 
because of high recurrence rate of these proce-
dures2. 

In our study we have used a rhomboid fl ap to 
achieve primary closure and obliterate the natal 
cleft  and also shift  the natal cleft  from the mid-
line with reduction of frictional forces which are 
responsible for the development of Pilonidal 
disease.

Materials and Methods:
We performed this study on 48 patients from 
May 2011 to September 2013 in Surgical “E” 
unit Khyber Teaching Hospital, Peshawar. Th ere 
were 40 males and 8 females in our study. All pa-
tients were admitt ed to the hospital on the day 
prior to surgery and no special pre-operative 
preparation was made.

All 48 patients with Pilonidal sinus were includ-

ed in this study. Informed consent was obtained 
from all patients included in this study and 
counseled about the procedure, their complica-
tions and outcome. All patients were subjected 
to thorough history, clinical examination and 
laboratory investigations. Patients with acute 
Pilonidal sinus abscess were excluded from the 
study. Th e patient data were recorded on a spe-
cial proforma. 

All patients were operated under general anes-
thesia and placed in prone position with but-
tocks strapped apart for wide exposure. Aft er 
adequate skin preparation the area to be excised 
was carefully marked and fl ap lines were mapped 
on the skin. A rhomboid was drawn around the 
sinus in such a way that the whole sinus was ly-
ing within the perimeter of rhomboid. Th e fl ap 
was marked out as shown in (fi gure 1). Th e si-
nus was excised down to the sacral periosteum 
and laterally to the gluteal fascia. Flap should 
be exactly of the same angles and length of the 
defect made by excision (fi gure 2). Th e fl ap 
is transposed into the rhomboid defect with-
out tension (Figure 3). Homeostasis secured 
with diathermy and temporary packing. Suc-
tion drain was placed in wound cavity through 
a separate stab incision. Subcutaneous tissues 
were approximated and skin closed with 2/0 
prolene interrupted stitches (Figure 4). Broad 
spectrum antibiotics (3rd generation cephalo-
sporin Ceft riaxone and cefi xime) were given for 
7 days initially intravenous for 2 days and then 
orally for 5 days. Suction drain was removed till 
the discharge dried (4-8 days). Sutures were re-
moved on the 10th post operative day (Figure 5). 
Patients were advised to maintain good hygiene. 
All patients were advised to shave the area well 

Figure 1: Figure 3:  Figure 2: 

Figure 4: Figure 5: 
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around the operative site at least once a month.

Th ey were advised to return to normal activi-
ties aft er removal of stitches and avoid excessive 
physical strains. Six patients lost to the follow up 
and rest of them were followed as outpatient on 
monthly basis for a period of  six months and six 
monthly for a period of twelve months. 

Subcutaneous tissues were approximated and 
skin closed with 2/0 prolene interrupted stitch-
es. 

Results
We conducted this study in surgical “E” unit 
Khyber teaching hospital Peshawar from May 
2011 to September 2013. Th is study consisted 
of 48 patients in which 40 (83%) were male and 
8 (17%) female with a ratio of 5:1. Th e mean age 
was 25years and a range of 17-45 years. 

Majority of the patients presented with pain-
ful swelling and discharge 36(75%), 5 patients 
(11%) with intermitt ent discharge, 4 patients 
(8%) with infection which did not require 
drainage and 3 (6%) with recurrent Pilonidal si-
nus which required defi nitive treatment. 

Th e operative time in rhomboid fl ap procedure 
ranged from 40-70 minutes with an average of 
55 minutes.  Th e post operative closed suction 
drain was left  for a period of 4-8 days.  Healing 
time was 8-14 days. Minor wound complications 
like superfi cial wound infection was reported in 
6 (13%) patients. 5 (10%) patients had numb-
ness at the operation site. Hospital stay ranged 
from 3-7 days. Most of the patients returned to 
work within 3 weeks.  Th ere was only 1 (2%) re-
currence. It was reported in six (6) months time 
with a sinus formation in the area which was 
excised and then allowed to heal by secondary 
intention.  

Discussion:
Pilonidal sinus is a common surgical problem 
mainly aff ecting young adults6, 7. Diff erent surgi-
cal procedures have been devised but till now no 
one procedure is agreed upon to be gold stan-
dard. Recurrence and aesthetic results are the 
main problems of diff erent presently available 

surgical procedures7. 

Allen Mersh well reviewed diff erent presently 
available surgical procedures for the symptom-
atic Pilonidal sinus disease8. Th e goals of the 
procedure should be good wound healing, low 
recurrence rate and short hospital stay.

In 1937 Bule for the fi rst time described exci-
sion of Pilonidal sinus followed by marsupiliza-
tion. Th is technique is still used by some of the 
surgeons but associated with prolonged hospital 
stay and high recurrence rate9. 

Wide local excision followed by primary closure 
is another procedure which has got the shorter 
healing time but high recurrence rate because of 
midline scar formation10.

Karydakis and many others like Mann and 
Springall have described asymmetrical excision 
and primary closure with excellent results11, 12. 
In west Bascon is the most popular technique 
which involves excision of the midline pits and 
drainage of the abscess 2-3cm lateral to the mid-
line and curett ed13.

For recurrent and more complicated Pilonidal 
sinus disease more aggressive procedures like 
split thickness skin graft  and diff erent plastic re-
constructive procedures like Z-plasty, W-plasty 
and V-Y plasty have been used. In the friction 
area split thickness skin graft  do not hold good 
and plastic reconstructive procedures results are 
not good enough. So far the treatment options 
available for the Pilonidal sinus are not perfect. 
Th e recurrence rate mentioned in the literature 
varies widely from 0% to 43%6.

Diff erent skin fl ap techniques have been used to 
cover the defect aft er wide local excision14. Flap 
repair prevents tension on the wound margins 
and avoid midline scar formation7. Flap repair 
is associated with low complication, recurrence 
rates and early mobilization15, 16. Cihan et.al be-
lieve that intergluteal pulling forces, secondary 
healing scars and maceration are the predispos-
ing factors for morbidity aft er surgical treat-
ment of Pilonidal sinus disease17. Mahdy18 and 
Berkem19 et al. also believe that management of 
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a defect in the sacral region aft er treatment of Pi-
lonidal sinus is an important issue. 

In rhomboid fl ap technique primary closure is 
achieved by a rhomboid advancement fl ap. Th is 
technique was adopted aft er unsatisfactory re-
sults from all available surgical procedures. Like 
many other people it is now recommended as 
a fi rst line treatment option for all the chronic 
sacrococcygeal Pilonidal sinuses17, 18 where Pri-
mary healing is achieved in >90% of cases19.

Conclusion:
Th e results of our study have shown that rhom-
boid fl ap transposition reconstruction has got 
relatively low recurrence and complication rates. 
So it is a very eff ective operative procedure for 
recurrent and primary sacrococcygeal Pilonidal 
sinus disease. Results can be further improved 
by meticulous skin closure without any tension 
at suture line. Th e fl ap should be wide enough 
to obliterate the midline natal cleft  completely. 
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Table 1: Patient Characteristics
Characteristics
Age  

Mean      (Years)
Range     (Years)

Sex  
Male
Female

25
17-45

40 (83%)
8   (17%)

 
Table 2: 

Symptoms No. of Patients Percentage
Pain and discharge
Intermitt ent discharge
Infection
Recurrent Pilonidal sinus

36
5
4
3

75
11
8
6

Table3:
Complications No. of Patients Percentage
Recurrence
Superfi cial infection
Numbness of sacrococcygeal area

1
6
5

2
13
10


