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Pilonidal Disease

Savannah Rausch and Marc S. Lessin

Background
Pilonidal disease is an inflammatory condition of the skin and subcutaneous tissues 
overlying the sacrum that affects primarily adolescents and young adults. The dis-
ease is more common in males. Pilonidal disease is the result of entrapped hairs in 
the midline natal cleft overlying the sacrum. The entrapped foreign body hair and 
debris leads to sinus tracts which may drain through the pit at the base of the hair 
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Key Points
	1)	 Pilonidal disease is a common problem in the adolescent population. It is 

usually associated with entrapped hairs.
	2)	 While there is lack of literature and research designated to the pediatric 

population, growing evidence supports minimally invasive measures. 
These include “pit picking” and placement of vessel loops/seton to be as 
effective as wide incisions.

	3)	 Midline incisions should not be used. Off midline incisions are more effec-
tive to promote wound healing.

	4)	 Occasional flap procedures are required for severe refractory disease.
	5)	 Ongoing care and hygiene are required for successful healing. Laser abla-

tion of hair in the sacral region has been effective in preventing recurrence.
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follicle. Entrapped hairs may lead to abscesses. The hairs become ingrown as a 
result of shed hair that becomes burrowed into the skin due to friction. Pilonidal 
disease may present acutely with a painful abscess, or as a subacute or chronic 
infection manifest by draining pilonidal sinus tracts.

	1.	 Epidemiology

The incidence of pilonidal disease in the adolescent population is increasing. It 
is most commonly encountered in adolescents and young adults. The disease occurs 
about 3–4 times more frequently in males than females. It affects approximately 2.5 
per 10,000. Peak incidence in the adolescent and young adult population is aged 
14–25 years.

	2.	 Pathophysiology:

	 a.	 Anatomy: Pilonidal disease occurs in the gluteal cleft. The gluteal cleft is the 
indented area between the gluteus maximus muscles overlying the sacrum. 
Pilonidal disease should be distinguished from perirectal abscess. Pilonidal 
disease is not near the anus and overlies the sacrum. There may be sinus tracts 
known as “pits” with protruding hairs. There may be a midline or off-midline 
fluctuant mass.

	 b.	 Physiology: Pilonidal disease is caused by inflammation and/or infection of 
the gluteal cleft and sacrococcygeal region. Typical presentation of pilonidal 
disease is sinus or abscess formation along the midline near the sacrum with 
small pits or openings. The openings contain entrapped or ingrown hair and 
debris. The disease can be relatively minor with small pits to large infected 
areas with multiple sinus tracts or fistulas away from the midline. Risk factors 
associated with pilonidal disease are obesity, deep gluteal cleft, hirsutism, 
and friction, which causes the hairs to become ingrown or embedded.

	 c.	 Classification Schemes: Pilonidal disease may present as an acute or subacute 
infection or chronic condition which has been present for months to years.

	3.	 Clinical features: Clinical feature of pilonidal disease is sinus or abscess forma-
tion near gluteal cleft with small pits or openings. The openings contain entrapped 
or ingrown hair and debris. Patients often report pain, bleeding, or drainage from 
the area. The disease may present acutely as an abscess or as a chronic condition 
that may be present for prolonged periods.

	4.	 Diagnosis: The diagnosis of pilonidal disease is based on history and physical 
examination findings. The patient may report an acute onset or waxing and wan-
ing symptoms including drainage over months to years.

	 a.	 Symptoms: Acute pilonidal disease presents with a painful fluctuant mass in 
the intergluteal area overlying the sacrum. Chronic disease presents as drain-
ing sinus tracts with a history of staining of undergarments.

	 b.	 Examination: Physical examination is typically done with the patient lying 
prone or on their side. A fluctuant mass may be present in acute disease. The 
mass is typically off midline but tracts to the gluteal cleft. There may be over-
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lying erythema and pain to palpation. Sinus tracts are often midline and may 
have protruding hairs or debris, which are loose. Midline pit openings repre-
sent classic pilonidal disease.

	 c.	 Radiologic studies and laboratory tests are not helpful for this condition, 
except in the rare circumstance in which osteomyelitis of the sacrum is sus-
pected. The patient may present with fever and leukocytosis if an abscess is 
present.

	5.	 Treatment: Optimal treatment for pilonidal disease has not been defined. 
Treatment can range from relatively minor disease with non-operative manage-
ment to advanced disease with wide excisions and flaps.

	 a.	 Initial Measures: Non-operative management may be considered if the pits 
are relatively small and asymptomatic without abscess. Non-operative man-
agement should include removal of hair or debris from the openings, hygiene, 
and surrounding hair removal. Removal of hair and debris from the pits 
requires frequent attention by the patient and the assistance of a caregiver at 
home. Bathing with soaking the area in warm water twice per day is recom-
mended. Non-infected sinus tracts can be resected in an elliptical fashion 
with primary closure. Postoperative wound complications such as dehiscence 
are common. Primary closure has been shown to be superior to open wounds, 
particularly midline wounds.

	 b.	 Acute Disease with Abscess: Initial treatment for pilonidal disease begins 
with infection control with oral antibiotics for infection including abscess if 
there is a delay to operation or drainage. Acute disease with an abscess 
requires incision and drainage, as with any abscess. Off midline incisions 
should be used. Midline incisions are avoided due to delayed healing. The 
abscess cavity should be debrided of hair, granulation tissue, and debris. 
Midline sinus tracts should be opened with a punch biopsy instrument. 
Typically a 2 or 3 mm punch biopsy instrument is used. Vessel loops in the 
form of seton may be placed from the sinus tracts through the incision. 
Packing of the wound may be indicated for hemostasis with the removal of 
the packing in 2–3 days. The patient is instructed to shower or bathe and keep 
the area clean once packing is removed. Abscess are typically polymicrobial. 
Typical organisms are Bacteroides, Staphylococcus, Streptococcus, 
Escherichia Coli, Proteus, and Pseudomonas. Postoperative antibiotics are 
controversial. Once the abscess is drained, antibiotics are no longer needed.

	 c.	 Chronic Pilonidal Disease without abscess: There is rising evidence to sup-
port minimally invasive techniques as the first line operative treatment. For 
chronic disease with draining sinus, a minimalistic approach described by Dr. 
Gips has been used. A punch biopsy instrument is used to open the sinus 
tract. The tract is debrided of hair and debris using a curette instrument. Often 
multiple interventions are required with this technique. Seton may also be 
placed to keep the tract open for drainage. Excision of the midline sinus tracts 
with primary closure may be appropriate when there are multiple midline 
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sinus tracts. Primary closure has the advantage of faster healing when suc-
cessful but is associated with higher recurrence rates than wounds healing by 
secondary intention.

	 d.	 Severe or Chronic Recurrence: For chronic, severe, or recurring disease, flap 
procedures may be necessary to obliterate the gluteal cleft. Several techniques 
have been described over the past 60 plus years, including the Bascom cleft lift, 
Limberg / rhomboid flap, Karydakis flap, V-Y flaps, and Z-plasty. These tech-
niques allow for wide debridement, tension-free closure off midline and flat-
tening of the gluteal cleft. No single technique has been shown to be superior 
(Fig. 1).

	 e.	 Preoperative Preparation: If abscess is present, prompt drainage should be the 
primary treatment. If there is a lag until drainage, the patient should be treated 
with oral antibiotics. Patient should begin good hygiene of the area leading 
up to surgery. This includes daily showers, avoiding prolonged periods of 
sitting, and hair removal from the area.

	 f.	 Postoperative Treatment: Entrapped hairs are a major contributing factor to 
pilonidal disease. Therefore, hair removal would make sense as part of the 
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Acute Disease with Abscess Chronic Disease

Mild and Asymptomatic Severe or Chronic
Recurrence

Chronic Disease
(draining sinus tract)

without Abscess

-Begin with non-operative
management of “pit picking”
hygiene, and hair removal

Good hygiene and hair removel should be a part of
disease management and post op care with each

intervention.

-Antibiotics prior to drainage
if delay in treatment/operation

-Incision and drainage with
off midline incisions and use 
of punch biopsy to open
midline sinus tracts

-Use of post-op antibiotics is
controversial, adequate
drainage should obviate the
need for antibiotics

-Minimally invasive
procedure such as
the Gips procedure

-May repeat
minimally invasive
procedures with
recurrence

-If minimally invasive
techniques have failed,
flap procedures may be
necessary.

-Flaps procedures
include the Bascom cleft
lift, Limberg, Rhomboid,
and the Karydakis flap.

Fig. 1  Algorithm for pilonidal disease (Source: Savannah Rausch, FNP)
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treatment plan. However, there is no consensus on the most effective method 
of hair removal. Hair shaving with razors has been shown to increase risk of 
recurrence and infection and should be avoided. Laser hair ablation has 
shown decreased recurrence rates. This technique requires multiple treat-
ments and insurance coverage is problematic due paucity of strong evidence 
supporting the efficacy of the method in preventing recurrence.

	 g.	 Potential Complications: While not a complication, it is important to note 
pilonidal disease as a whole has a high rate of recurrence. Recurrence rates 
occur in about 20% after complete healing. It is important that patients and 
families are taught proper hygiene and wound care, both pre- and post-
operatively. Complete healing takes commitment and diligence by both pro-
viders and patients.

�Additional Notes

Pilonidal disease was first described by the famous surgeon Herbert Mayo in the 
nineteenth century. It was originally thought to be a congenital condition but is 
now known to be an acquired condition. As the term implies from its Latin roots of 
pilus meaning hair and nidal meaning nest; the condition arises from ingrown hairs 
in the skin overlying the sacrum. It has been referred to as pilonidal cyst but this is 
a misnomer since it lacks an epithelial lining. It was often described after World 
War II as “jeep driver’s disease” because of the propensity of soldiers to acquire 
this condition. It is a major source of disability for military personnel in the past 
and present. The disease is commonly seen in those with deep gluteal cleft, hirsut-
ism, obesity, and friction which causes the hairs to become impaled in the gluteal 
region. Traditional techniques of wide local excision with primary or delayed clo-
sure done in the past are no longer standard of care. Midline incisions need to be 
avoided whenever possible as they are associated with increased recurrence and 
complication.

Lord and Millar first suggested a less invasive approach with limited excision of 
the involved area and debridement. Bascom described the technique of lateral drain-
age and pit picking. There is a current resurgence toward these less invasive tech-
niques which have been shown to have similar recurrence rates with less morbidity 
associated with open wounds.

Flap procedures are done in some cases as primary procedures but more com-
monly for chronic and recurrent diseases. Flap procedures were first introduced 
by Limberg in 1946 to close midline wounds using a full-thickness rhomboid-
shaped rotational flap which flattens the gluteal cleft. Karydakis described an 
advancement flap in using an off-midline incision on the more affected side with 
excision of the diseased skin. The flap is secured in layers with a deep layer to 
the sacrococcygeal fascia. Karydakis reported recurrence rates of less than 2% 
in over 6500 patients using the flap procedure that bears his name. Bascom and 
Bascom described the cleft-lift technique which involves excision of an ellipse 
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of the diseased skin with advancement across the midline decreasing the depth 
of the gluteal cleft. A 7-mm flap is raised opposite the elliptical incised tissue 
and advanced across the midline with primary closure. Abscess walls are left 
removing granulation tissue from the surfaces of cavities and tunnels. The dif-
ference in this technique from Karydakis’s technique is that the flaps are not full 
thickness and the underlying tissue including the fat and cavity wall are not 
excised.

Dr. Gips described a variation to the original Bascom pit-picking procedure in 
which skin trephines (cylindrical excision typically using an instrument similar to a 
punch biopsy but able to penetrate deeper into the tissue by lacking the shelf at 8 
mm) are used to core out all tracts. Curettes and cotton swabs with hydrogen perox-
ide were placed through the opening to remove hair, debris, and granulation tissue 
leaving the wounds open and unpacked to heal by secondary intention. The proce-
dure can be repeated if necessary. The authors report recurrence rates associated 
with this technique of 6.5% at 1 year, 13.2% at 5 years, and 16.2% at 10 years. We 
have modified this technique by placing vessels loops as setons.

At present, the most optimal management needs to be determined on a case-by-
case basis. Minimal invasive techniques should be the initial management with 
avoidance of large open incisions. When incisions are necessary, off-midline inci-
sions with circular skin incisions of midline sinuses should be the first modality. 
Large midline incisions should be avoided. For recurrent disease, flap procedures 
should be considered.

�Study Questions

	1.	 Sixteen-year-old male presents with chronic drainage on the underwear. Physical 
examinations show several sinus tracts in the midline with protruding hairs. 
What is the most appropriate treatment?

	 a.	 Wide elliptical incision with primary closure.
	 b.	 Wide elliptical incision with open wound and packing
	 c.	 Punch biopsy of the opening with debridement of hair follicles
	 d.	 Off midline incision with debridement from lateral to medial

Answer to Question 1: Option C. Several of the options may be acceptable but a 
minimally invasive approach for the primary procedure is the most appropriate 
choice. An off- midline incision with primary closure has been shown to effectuate 
better healing than midline incisions. The Gips procedure described by Dr. Gips as 
opposed to an elliptical midline incision with or without open wounds has been 
shown to have similar recurrence rates, faster healing with earlier return to activity, 
and less morbidity.

	2.	 17-year-old female presents with one-week history of acute onset of pain over 
the pilonidal region. The patient has a fever of 101° and complains of an inability 
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to sit. On exam, there is erythema overlying the sacrum with a fluctuant mass 
extending to the left of midline. There are 2 midline sinus tracts with hairs pro-
truding. The patient is morbidly obese with a BMI=36 kg/m2. The patient has 
significant hair growth in the gluteal area and a deep gluteal cleft. The most 
appropriate initial treatment is?

	 a.	 Bedside incision and drainage midline with oral antibiotics.
	 b.	 Operative drainage off-midline with opening of the pilonidal sinus tracts with 

debridement and vessel loops (as Seton) from the incision to one or both of 
the pilonidal sinus tracts.

	 c.	 Operative drainage off midline with packing of the wound.
	 d.	 Midline elliptical incision of the sinus tracts with debridement of the abscess 

cavity with open wound and packing.

Answer to Question 2: B. Patient presenting with a pilonidal abscess requires 
drainage and debridement as would be required for any abscess. Midline incisions 
should be avoided. It is important to open the midline pilonidal sinus tracts and 
debride both from the lateral incision and through the sinus tracts. Packing may be 
placed in the off midline wound but should be removed in 2–3 days. Seton suture 
can be used for long-term drainage.

	3.	 You have just performed a minimally invasive Gips procedure on a 15-year-old 
male for chronic pilonidal disease. His family is asking for post-op instructions. 
Which of the following is the most appropriate answer?

	 a.	 Shower daily. Remove hair by shaving the gluteal cleft once per week. 
Resume normal physical activity as tolerated.

	 b.	 Bathe and remove any entrapped hair daily. Shave the gluteal cleft once per 
week or undergo laser hair ablation. Activity restrictions should be in place 
for 2–4 weeks with limited daily physical activity.

	 c.	 Shower or bathe one to two times per day. Hair and debris from the pilonidal 
pits should be removed multiple times per week if someone at home is able 
to assist. Shave the gluteal cleft once per week but do not use a razor. May 
resume normal physical activity as tolerated and avoid sitting for prolonged 
periods of time.

	 d.	 Shower or bathe one to two times per day. For infection, treat with antibiotics 
for 7 days. May resume normal physical activity as tolerated and avoid sitting 
for prolonged periods of time.

Answer to Question 3: C. Patients should be encouraged to shower/bathe at mini-
mum once per day. Hair removal is important to prevent recurrence and allow for 
healing. However, razor shaving should be avoided as it is associated with increased 
recurrence. If the patient is awaiting either an appointment for or insurance authori-
zation for laser hair ablation, hair removal products can be used in the meantime. 
Hair and debris prevents the pilonidal sinus tracts and pits from healing. It is impor-
tant to remove hair/debris frequently. It should be done multiple times per week and 
waiting for follow-up appointments will not be adequate. Family can be taught to 
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remove debris with fine tweezers. There is no need for physical activity restrictions 
within reason and as patient tolerates. Prolonged sitting or immobilization should 
be avoided. Antibiotics typically do not play a role in chronic disease. If there is no 
active infection and the site has been adequately debrided, no post-op antibiotics are 
indicated.
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