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Abstract

Introduction and purpose

A pilonidal cyst also known as a pilondial sinus, is an inflammatory condition that occurs in
the intergluteal region, which can lead to serious infections. It most commonly affects young
men, with risk factors including the presence of hair in this area, excessive sweating, obesity,
and poor hygiene. Symptoms include a lump, pain, and purulent discharge from openings in
the skin. Diagnosis involves taking a medical history, a physical examination, and often an
ultrasound. The aim of this paper is to present and compare the available methods for treating
pilonidal cysts.

Materials and methods

Literature available in PubMed databases were reviewed using the following keywords:
“’Pilonidal cyst’’, “’Hair cyst’’, “’Abscess’’, ‘’Treatment of pilonidal cyst’’,”” Bascom II
method’’,”” Limberg flap’’,”” Suchorski technique’’, “’V-Y or Z skin flap reconstruction’’,”’
the Karadakis™’

Results

The available treatment methods can be divided into conservative and invasive approaches.
Conservative methods include hair removal and improved hygiene. Among the surgical
methods, there are traditional excision techniques and modern methods such as excision using
the Bascom II method, Limberg flap, Suchorski technique, or V-Y or Z skin flap
reconstruction. The Karadakis method, which involves shifting a skin flap, is particularly
effective for obese patients.

Conclusion

Treatment of pilonidal cysts depends on the stage and symptoms. Abscesses require urgent

surgical intervention, while asymptomatic cysts can be treated conservatively or surgically.
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Introduction

In the literature, synonymous terms for hair cyst include hair fistula, hair sinus, pilonidal cyst,
pilonidal fistula, pilonidal sinus, subcutaneous cyst, and coccygeal cyst (1,2). Noteworthy is
the original term "jeep disease," which stems from the increased incidence of hair cysts
among soldiers riding in jeeps during World War II. Some data suggest that as many as

79,000 American soldiers with hair cysts required hospitalization (5).

Ethiopatogenesis

The initial symptom of a hair sinus may be an acute abscess or a chronic sinus with periodic
discharge. An untreated abscess can lead to cellulitis and severe septic complications.
Symptoms are localized in the intergluteal cleft area and primarily occur in young individuals
aged 15-30 years, predominantly in men. The main risk factor is the presence of hair in the
intergluteal cleft. Pilonidal cyst is an acquired condition resulting from infection of hair
follicles in the sacrococcygeal area (3). Factors that promote cyst development include
excessive sweating, obesity, poor hygiene, and excessive hair growth. While not life-
threatening, it significantly impairs quality of life and accounts for about 10% of suppurative

anorectal diseases (4).

Clinical Symptoms

Diagnosis is based on patient history, physical examination, and histopathological
examination if the cyst is surgically removed. The symptom of a pilonidal cyst is a lump in
the upper part of the intergluteal cleft, causing pain, and sometimes it presents as
inflammation of the subcutaneous tissue. Around the gluteal cleft, about 5 cm above the anus,
one or more openings may be visible, discharging purulent secretion, occasionally with
protruding tufts of hair. Removal of these hairs with tweezers may alleviate inflammation.
Sometimes, openings are visible without inflammation. The cyst's channel may connect to an
abscess cavity or additional channels. Secondary openings appear as raised granulation tissue
from which serous-purulent content drains. Most channels run cephalad, but some extend

towards the anus and are difficult to distinguish from anal fistulas (5,6). Ultrasound is often



used to verify the change, providing a clear image of the pilonidal cyst as a hypoechoic lesion
containing thin hyperechoic strands corresponding to hair (7). Differential diagnosis typically

includes anal fistula, carbuncle, Crohn’s disease, and apocrine gland inflammation (8).

Treatment

The choice of treatment depends on several factors, including the disease phase, patient
symptoms, the doctor's experience, and the availability of appropriate equipment. Pilonidal
cysts presenting as abscesses always require prompt surgical intervention, while
asymptomatic hair cysts do not necessarily require treatment but may be managed

conservatively or surgically for cosmetic reasons.

e Conservative management

For asymptomatic or mildly symptomatic hair cysts, or if the patient refuses surgery,
conservative management is employed. This involves hair removal from sinus openings,
maintaining hygiene, and hair removal in the intergluteal area, preferably with a permanent

method like laser hair removal. Local treatments such as ozone therapy can also be used (9).

o Non-surgical Treatment

> Debridement

The first type of therapy is debridement, which involves widening the sinus opening and
thoroughly removing it. This technique is recommended for uncomplicated pilonidal cysts

before abscess formation, especially in women (7,10).

» Phenol Injection

This method is becoming less common due to the toxicity of the substance used. The cyst is
cleansed through the sinus channel, with hair and dead tissue removed, then a 40% or 80%
phenol solution is injected into the cyst. Care must be taken to protect the surrounding skin
from phenol. Most patients stay in the hospital for one day due to local inflammation, with
complete wound healing occurring within 30-60 days and a cure rate of about 70% (11).

Less commonly used therapies include cryotherapy and ozone therapy, which inhibit the
growth of anaerobic bacteria typically thriving in the intergluteal cleft. Ultimately, surgical

removal of the cyst may be necessary.



e Surgical Treatment

In surgical procedures, we distinguish emergency situations during which an incision and
drainage of abscesses are performed.

Among the planned surgical methods, the following can be distinguished:

o Classic methods (excision with healing by secondary intention or stitching the wound
along the midline)
o Advanced methods (excision with defect reconstruction using a rotated skin flap or

skin grafting outside the midline) (12).

The effectiveness of classic excision, measured by the number of recurrences, is considered
fairly high. However, the healing time for a wound left to heal by secondary intention can
take up to 3 months. Due to the long recovery period, surgeons are increasingly using

advanced surgical techniques that accelerate the healing process.

» Incision of a Pilonidal Cyst

In some patients, an incision of the lesion is performed, along with widening of the pilonidal
sinus opening and curettage of the cyst channel. Proper execution of this procedure by an
experienced surgeon can cure up to 80% of patients (13).

Fibrous tissue of the channels is not excised but rather sutured to the wound edges, which
makes the wound smaller and shallower than after extensive excision. This procedure can be
performed in an outpatient setting. Healing typically takes 6 weeks, and recurrences are rare

(14).

» Conservative Excision with Open Healing

This treatment method involves the complete removal of the abscess and associated fistulas. It
aims to minimize the risk of disease recurrence. Conservative excision can be performed
through a lateral incision relative to the midline. After the removal of the cyst and fistulas, the
external openings of the fistulas are excised and left to heal naturally. The lateral incision is
sutured with primary stitches (15,16). The effectiveness of this method is 85%, and its

advantages include a small wound, the possibility of performing the procedure in an



outpatient setting, and no need for frequent dressing changes. This method is preferred in

treating chronic, uncomplicated cysts and certain recurrent pilonidal cysts (17,18).

» Bascom II Method

The “’Cleft Lift’” method, also known as the “’Bascom II method’’ after its creator, is a type
of conservative surgery used for small cysts. During the procedure, a parallel incision is made
along one side of the cyst, and an arc-shaped incision is made around the cyst on the other
side. The key is to shape the incision so that both ends of the wound are located off the
midline, on the same side of the gluteal cleft. After healing, the wound shifts away from the
midline, leading to a flattening of the area. This reduces the risk of hair penetrating open skin
pores in the region, preventing recurrence. The altered tissue is then excised, full-thickness
skin flaps are mobilized, and the wound is sutured layer by layer. Fascia, subcutaneous, and
skin sutures are applied, gradually reducing tension across layers. The healing process takes

around 3 weeks, with a recurrence rate of less than 8% (19,20).

> Suchorski Excision Method

The Suchorski method, also known as ‘’oblique excision’’, involves making an incision in the
shape of an elongated "S". It is particularly recommended for patients with a pilonidal cyst
that is not very extensive but where the external opening of a cutaneous fistula is located a
considerable distance from the original cyst location. This opening is usually situated in the
sagittal plane, either toward the head or toward the anus. If the defect is directed toward the
anus, rectoscopy and transrectal ultrasound should be performed to rule out the possibility of
an anal fistula. The S-shaped incision allows for the removal of both the cyst and the distant
opening. The middle part of the incision should be made asymmetrically in relation to the
midline, which after closing the wound, shifts it away from the midline. According to the
latest data, the recurrence rate after oblique excision is about 1.5%, and the complication rate

does not exceed 9% (21).

» Limberg Flap Procedure

This is a type of procedure known as “’rhomboid flap excision of the cyst’’, an effective
method for treating recurrent or extensive cysts in the transverse plane with associated

cutaneous fistulas. The rhomboid excision removes the cyst along with its lateral openings,



even if it extends to both buttocks. The resulting defect is covered with a skin graft of a
similar shape and size, shifted from a nearby area. The healing time for this surgical method is
up to 4 weeks (22,23). Compared to excision with simple wound closure, it is associated with
a lower risk of cyst recurrence, fewer postoperative complications, less pain on the first day
after surgery, a shorter recovery time, and a shorter hospital stay, although the surgery itself
takes longer (24,25).

» V-Y or Z Skin Flap Reconstruction

This surgical method belongs to the radical treatment options with a low risk of recurrence.

It is particularly recommended for patients with recurrent cysts, especially after several
unsuccessful surgeries. During the procedure, a large incision is made, followed by the
shifting of a skin flap and tension-free wound closure. However, up to 90% of patients are

dissatisfied with the cosmetic result due to the extent of the incision (26,27).

» Karadakis Method

This procedure is relatively uncommon due to its complex surgical technique. In the
“’Karadakis method’’, a skin flap is moved after being released by a parallel, asymmetrical
incision along one side of the gluteal cleft. The shape and direction of the incision depend on
the area of skin and subcutaneous tissue affected by the disease. The greater thickness of the
subcutaneous tissue in the region of the shifted flap helps fill the defect left after excision,
leading to a flattening of the gluteal cleft (28,29). Effective shifting and fixation of the flap
using the Karadakis method is easier in patients with abundant subcutaneous tissue in this
area, making it particularly recommended for obese individuals. Treatment outcomes show a

low recurrence rate, ranging from 4% to 8% (30).

Conclusions

The choice of treatment for a hair cyst depends on the disease phase, patient symptoms,
surgeon's experience, and equipment availability. Abscesses require immediate surgical
intervention, while asymptomatic cysts can be treated conservatively or surgically, mainly for

cosmetic reasons. Non-surgical methods include debridement and phenol injection, though



they are less popular. Surgical treatment is divided into classical and advanced methods, with
modern techniques offering shorter healing times and lower recurrence rates. Techniques such
as Bascom II excision, Suchorski’s, Limberg’s, and V-Y or Z skin plasty are used depending
on the extent of the cyst and individual patient needs, with the Karadakis method

recommended for those with abundant subcutaneous tissue.
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