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Introduction:
Pilonidal sinus disease (PSD) is a common dis-
order of the sacrococcygeal region and present 
in a variety of ways. Th e history of pilo nidal si-
nus disease dates back to the early 1880, and it 
continue to be a signifi cant health issue today.

Hodge coined  the name pilonidal in 1880, from 
the Latin pilus that means hair and nidus means 
nest.1 Herbert Mayo was the fi rst to describe 
a disease that involved a hair fi lled cyst at the 
base of the coccyx in 1883.2 Th e disease most 
commonly involve the sacrococcygeal region 
between the butt ock but it also occur in axilla, 
umbilicus and interdigital space. Interdigital pilo 

nidal sinus is an occupational disease of  hair 
dresser and the hair with in the interdigital cleft  
belong to the customer3. Initially thought to be 
congenital in origin, PSD is now thought to be 
an acquired condition related to the presence 
of hair in the natal cleft 4. Excision and primary 
closure is a preferable method as compared to 
simple excision and secondary healing. Primary 
closure results in lower wound dehiscence and 
infection, quickly healing time, fewer post op-
erative visits, reduce pain and shorter time off  
work5. In excision and leaving the wound open 
causes prolonged mean hospital stay and pro-
long healing time. For sinus removal through a 
midline approach, the wound can be primarily 
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closed, marsupalized or left  open and allowed 
to heal by secondary intention. Various studies 
have demonstrated rapid median healing rates6, 
and more rapid return to work with primary clo-
sure7. All the surgical procedures have their pros 
and cones. Th e most commonly performed sur-
gical operation are excision and primary closure 
or excision with laying open the wound for heal-
ing by secondary intention8.

Material and methods:
Th is prospective study was conducted in surgi-
cal unit of mardan medical complex from March 
2009 to September 2011.Seventy fi ve patients 
were selected for excision of pilonidal sinus and 
primary closure. Patients with acute pilonidal 
abscesses and those with recurrent pilonidal 
sinus disease were excluded from the study. All 
patients were admitt ed in surgical unit one day 
prior to surgery. A detailed history and clinical 
examination were performed. Th en these pa-
tients were prepared for surgery aft er routine 
laboratory investigation. All patients were oper-
ated under general anesthesia in a prone posi-
tion. Both butt ocks were strapped apart by us-
ing the adhesive tape. Operative area was clean 
and drapped.Methylene blue dye was injected to 
outline the sinus tract.Propylactic antibiotic, 1.5 
gm cefuroxime was given intravenously at the 
time of induction and continued for two days 
and then was switch over to oral form for fi ve 
days. An elliptical midline incision was made 
around the natal cleft  to enclose all the sinuses 
and tract. With continuous sharp dissection, the 
incision was carried down to the sacro-coccy-
geal fascia.

All the sinuses and their tracts were excised 
completely. Good haemostasis was secured. 
Full through and through tension suture were 
applied by using prolene 0(poly propylene-0).
Redivac drain was placed in the wound cavity 
through a separate stab incision. Sub cutaneous 
tissue was approximated with 2/0 vicryl (polyg-
lycolic acid).Skin was closed with prolene 2/0, 
matt ress interrupted suture.

Drain was removed when the drainage was min-
imal. On 5th post operative day tension suture 

were removed and then on next day the patients 
were discharged. All patients were advised to 
avoid pressure on the wound. Skin stitches were 
removed on 10th post operative day. Follow up 
of all patients was performed every month for 
three month in out patient department and then 
aft er every three month for one year.

Results:
Seventy fi ve patients fulfi lling the selection cri-
teria were operated from March 2009 to Sep-
tember 2011. Out of 75 patients 69 were males 
and 6 were females with the mean age of 34 
years. Post operative hospital stay was about 6 
days and mean time to return to work was three 
weeks. In almost all the patients the mean time 
for drain removal was three days. Tension su-
ture were removed on 5th post operative in all 
patients.

Out of  75 patients 9 (12%)had wound infec-
tion and out of these nine 3 has minor wound 
infection i.e. stitch abscesses and 6 had major 
wound infection and in these three patients the 
wound were laid open aft er removing the suture 
and then daily dressing were done in these pa-
tients for 2-3 weeks. Four patients (5.33%) had 
seroma formations which were aspirated and the 
patients responded well. Two patients (2.66%) 
had developed haematoma which were drained 
by removing a few skin stitches and subsequent-
ly the wound were dressed for 12- 15 days. Th ese 
patients were followed up for one year.

Only 5 patients had recurrence which represents 
an over all recurrence rate of 6.6 %.Th ese recur-
rence were identifi ed during the follow up, be-
tween 5-7 months. Th ese 5 patients had blood 
and pus discharge from the wound.

In 4 patients the recurrence was due to incom-
plete excision of the sinus tract. In one patient 
we were unable to identify the cause.

Discussion:
Pilonidal sinus is a blind tract, lined by granu-
lation tissue that leads to a cystic cavity, which 
usually contain hair. Th e disease most common-
ly involves the sacrococcygeal region between 
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the butt ocks. During world war II over 80,000 
soldiers in the united state army were hospital-
ized with the condition. It was termed “jeep rid-
er” disease because a large number of soldiers, 
who were being hospitalized for pilonidal sinus 
disease had history of jeep driving. Long jour-
ney on rough road, were felt to cause the con-
dition because of pressure on and irritation of 
the coccyx9. Initially thought to be a congenital 
in origin pilonidal disease is now thought to be 
an acquired condition related to the presence 
of hair in the natal clef4. Th e loose hair causes 
a foreign body reaction that lead to midline pit 
formation10,11. Th e condition is more common 
in Caucasian than Asian or African due to dif-
ferent hair characteristic and growth patt ern12. 
Males are  aff ected more frequently than females 
probably due to their more hirsute nature13. Th is 
is also refl ected in our study, in which males are 
69 and females are 6. 

In 1990 Alan Marsh14  reviewed diff erent surgi-
cal procedures available for symptomatic piloni-
dal sinus disease, and according to him the most 
unpleasant complication aft er pilonidal sinus 
surgery is persistently unhealed midline wound 
which is commonly seen aft er laying open the 
sinus or wide local excision without primary 
closure.

Recurrence rate for pilonidal sinus surgery vary 
widely and have been reported to be as high as 
50%, following primary intervention and as high 
as 10%to 20% aft er subsequent intervention15. 
13% recurrent rates was reported by Hader et 
al16. It has been observed that recurrence de-
veloped with in the fi rst year aft er primary clo-
sure and aft er the open wound treatment oft en 
appear later17. In our study the recurrence rate 
was  6.6%.Th ese rate indicate that many patients 
will continue to have treatment failure despite 
the type of management chosen. Th e cause of 

these failures is not completely known, although 
wound complication at primary intervention 
was shown to be predictive. In our study 5 pa-
tients has recurrence and out of these 5, in 4 pa-
tients the recurrence was due to incomplete ex-
cision of the sinus tract and in 1 patient we were 
unable to identify the cause.

Now the surgeons have reached a consensus 
that an ideal therapy for the treatment of piloni-
dal sinus disease should be simple, should infl ict 
minimal pain and needing only a short hospital 
stay18. It should allow early return to work, re-
quiring minimal wound care, have low recur-
rence rate and cost eff ective5. Th is is refl ected 
in our study. Several studies have demonstrated 
faster median healing rates19,20  and more  rapid 
return to work with primary closure7,21  but they 
have also shown higher recurrence rate with this 
intervention as compared with healing by sec-
ondary intention22,23.

Conclusion:
Excision and primary closure is the preferred 
procedure in the management of chronic piloni-
dal sinus disease. It has the advantage of rapid 
wound healing, early return to work, short hos-
pital stay and comparable recurrence rate with 
excision and leaving the wound open.
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