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Abstract 

Objectives: This study examined the outcomes of the Bridge-and-Core procedure, a novel surgical approach for 

Pilonidal sinus disease (PSD). PSD is a chronic inflammatory condition that predominantly affects the 

sacrococcygeal region, with various reported surgical techniques. 

Methods: This retrospective study included all patients who underwent the procedure at our institution between 

November 2015 and October 2023. Data were collected on patient demographics, presenting complaints, duration of 

symptoms, surgical details, hospital stay duration, time to independent ambulation, post-operative complications, 

and recurrence. Follow-up was conducted through physical and/or telephone interviews to assess outcomes. 

Results: Fourteen patients (10 males, 4 females; mean age: 19.2, range 13-26 years) underwent the Bridge-and-Core 

procedure. Pain and discharge were the most frequent symptoms (n =9). All patients achieved independent 

ambulation on the first postoperative day, and the hospital stay ranged from 1 to 2 days. Follow-up was achieved 

with all 14 patients (mean follow-up: 57 months; range: 1-98 months). The mean time to return to work was 46 

days. Wound infection was reported in two patients (14.3%), and recurrence was observed in two patients (14.3%). 

Conclusion: The Bridge-and-Core procedure appears to be a feasible and well-tolerated option for the surgical 

management of PSD, with favorable early outcomes.. However, larger long-term studies are required to assess 

recurrence, and future studies should focus on optimizing the surgical technique and defining patient selection 

criteria to further improve outcomes compared with established approaches. 
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Introduction 

Pilonidal sinus disease is a chronic condition that is predominantly localized in the sacrococcygeal region, typically 

presenting as an abscess or sinus tract containing hair.
1,2

It is theorized that pilonidal disease is an acquired disease 

that occurs due to hair deposition in the sinus tract, provoking inflammation and granuloma formation.
3,4,5

Although 

PSD most commonly affects adolescents and young adults, particularly males, its epidemiology is well established, 

and it remains a significant clinical and socioeconomic burden.
5,6

 



PSD management can be broadly classified into non-operative and operative interventions. Historically, excision 

with secondary healing or flap reconstruction has been widely practiced, but recurrence and prolonged wound care 

remain significant challenges.
6
 Recent surgical trends have shifted toward minimally invasive, tissue-sparing 

approaches designed to reduce postoperative pain, hospital stays, and recurrence rates. 

Systematic reviews and meta-analyses have evaluated modern techniques such as endoscopic pilonidal sinus 

treatment (EPSiT/VAAPS) and laser ablation, reporting recurrence rates of 2%-8% and faster return to normal 

activities compared with traditional excision.
7-9

 These methods share the common goal of minimizing tissue 

disruption while achieving complete sinus removal. 

In this context, the Bridge-and-Core procedure was developed as a simple, minimally invasive technique that 

preserves healthy skin and subcutaneous tissue while only removing the diseased pilonidal sinus tract, facilitates 

rapid recovery, and aims to lower recurrence risk. This study presents its outcomes and compares them with existing 

evidence on minimally invasive approaches.
1
 

Methods 

This retrospective descriptive study evaluated the outcomes of the Bridge-and-Core procedure for pilonidal sinus 

disease (PSD). All patients diagnosed with PSD who underwent the procedure between November 2015 and 

October 2023 were included. Both primary and recurrent PSD cases were included. Patients presenting with acute 

pilonidal abscesses and those operated on with other techniques were excluded from this study. After obtaining 

ethical approval, electronic medical records were reviewed to collect data on patient demographics (age and sex), 

medical comorbidities, presenting symptoms, symptom duration, surgery details (date), hospital stay duration, time 

to independent ambulation (without assistive devices), and post-operative complications. 

To ensure a thorough assessment of patient recovery and outcomes, telephone interviews were conducted with 

patients who had not had a recent in-person visit. After obtaining informed consent for participation, the interview 

addressed the following: the return-to-work timeline; the presence of any post-operative complaints, such as 

prolonged post-operative pain or wound discharge; functional limitations experienced by the patients; and potential 

recurrence, specifically focusing on the reappearance of symptoms or signs suggestive of PSD. 

The primary outcome was the recurrence rate following the Bridge-and-Core procedure. Secondary outcomes 

included hospital stay duration, time to independent ambulation (without assistance), time to return to work, and 

incidence of post-operative complications. 

Recurrence was defined as the reappearance of clinical signs or symptoms suggestive of PSD, including sinus 

formation, discharge, or abscess, at or near the original surgical site. Recurrence was confirmed through physical 

examination and, when necessary, imaging or surgical intervention. 

Cases with incomplete or missing data (e.g., unrecorded symptom duration or unconfirmed return-to-work times) 

were documented as "not available" (N/A) and excluded from mean or percentage-based calculations. 

All Bridge-and-Core procedures were performed by a single experienced surgeon who developed this technique. 

While a formal assessment of the learning curve was not conducted, all steps were standardized and consistently 

applied across patients. Intraoperative complications, including bleeding, injury to surrounding tissue, or anesthesia-

related events, were monitored and recorded; none occurred in this series of cases. 

Technique for single or two adjacent pits/sinus openings 

The procedure was performed with the patient in the prone position under general anesthesia, with the buttocks 

taped apart to expose the natal cleft. Following skin disinfection, methylene blue was injected via a plastic cannula 

into the sinus opening. An elliptical incision was made around the sinus opening, and the incision was deepened into 



the subcutaneous tissue with diathermy while holding the sinus tract with Allis forceps. The sinus tract was carefully 

dissected circumferentially, avoiding unnecessary dissection of the normal subcutaneous tissue (Figure 1). 

 

Figure 1: dissection of a single opening sinus tract. 

Dissection continued through the subcutaneous tissue until the sacral fascia was reached. The pilonidal sinus 

tract was carefully excised from the sacral attachment to ensure complete removal. The technique preserves a bridge 

of healthy skin between pits and minimizes subcutaneous tissue dissection while ensuring complete removal of the 

sinus tract. Hemostasis was achieved to reduce post-operative bleeding. Following this, wound closure was 

performed by either primary closure or, as in all patients in this study, by secondary intention; the wound was 

thoroughly irrigated with sterile saline, packed with ribbon or plain gauze, and covered with a pressure dressing for 

24 h. 

Technique for multiple midline pits involving the whole natal cleft 

Methylene blue was injected to delineate the sinus tracts. Elliptical incisions were then made around the topmost and 

bottommost pits of the sinus, carefully preserving the bridge of healthy skin between the two. Using diathermy, the 

tract surrounding the topmost sinus was dissected while held with Allis forceps Figure 2). 



 

Figure 2: (A) after methylene blue is injected via a plastic cannula into the sinus opening. Then an elliptical incision 

is made around the topmost and lowest sinus openings. (B) The incision is deepened into the subcutaneous tissue 

with diathermy while holding the sinus tract with Allis forceps. 

Dissection continues along the tract, minimizing the unnecessary removal of healthy tissue. To create a tunnel 

beneath the bridge flap and reduce the wound size, the tract was separated from the overlying skin by blunt and 

sharp dissection (Figure 3A). Then, the dissection around the bottommost sinus opening was carried out to complete 

the coring of the sinus tract. After which, the tract was dissected from its sacral attachment and removed through the 

lower wound created around the lowest pit (Figure 3B). Once the tract is fully removed, hemostasis is achieved. 

While the lower wound can be closed primarily, the upper wound is typically left open to allow drainage of any fluid 

and promote healing by secondary intention. For optimal outcomes, both wounds may be left open and packed with 

ribbons or plain gauze for 24 h, followed by daily wound dressing with close monitoring and patient education on 

proper wound care practices. 

 

Figure 3:(A) dissection continues alongside the tract, while maintaining the skin bridge. (B) The tract is removed 

after detachment from the sacral fascia. 

Technique for two communicating sinus openings with a wide skin bridge 

For cases with two communicating sinus openings separated by a wide skin bridge, including instances in which one 

opening was lateral (not midline), the following technique was employed (Figures 4–7). An elliptical incision was 

first made around the upper sinus opening (Figure 4B), and the sinus tract was carefully held and stabilized with 



Allis forceps and dissected circumferentially using blunt, sharp, and diathermy techniques (Figure 5). A second 

elliptical incision was created around the lower sinus opening to complete the coring of the entire tract while 

minimizing dissection of surrounding normal subcutaneous tissue (Figure 6A). The entire sinus tract was then 

delivered through the lower incision, preserving the skin bridge between the two openings (Figure 6B). Finally, a 

suction drain was placed, and the wound cavity was closed using vertical mattress sutures (Figure 7). 

 

Figure 4: (A) Pilonidal sinus with two communicating openings and a wide intervening skin bridge. (B) An 

elliptical incision was made around the upper lateral sinus. 

 

Figure 5: (A) Sinus tract held with Allis forceps. (B) Tract dissected circumferentially using blunt, sharp, and 

diathermy techniques. 

 

Figure 6: (A) Elliptical incision around the lower midline sinus to complete coring with minimal dissection of 

normal subcutaneous tissue. (B) Complete sinus tract delivered through the lower incision, preserving the skin 

bridge between the two sinus openings. 



 

Figure 7: Suction drain placed and wound cavity closed with vertical mattress sutures. 

Post-operative care 

Post-operative management focused on wound healing and the prevention of complications. Patients were advised to 

minimize pressure on the wound while sitting, traveling, and sleeping, using specialized cushions or adopting 

positions that reduce stress on the healing area. Driving was discouraged until complete healing. Daily sitz baths are 

recommended, along with regular wound dressing changes, until the area is completely healed, while maintaining 

strict local hygiene. After the wound has healed, permanent hair removal from the affected area is recommended, 

such as laser hair removal, to reduce the chance of future pilonidal sinus recurrence. Finally, weight management 

may be advised, as maintaining a healthy weight can further reduce pressure on the surgical site and contribute to 

optimal healing. 

Results 

The study population consisted of 14 patients, primarily young adults, with a mean age of 19.2 years (range 13-26 

years) and a male predominance (10 males, 4 females). Pain and discharge were the most frequent presenting 

complaints, reported by nine patients. The average duration of symptoms prior to surgery was 131.6 days (range, 3 

days -2 years). These findings are summarized in Table 1.



Table 1: case summary. 

Case Age Sex Comorbidities Presenting 

symptoms 

Symptom 

duration 

(days) 

Surgery 

year 

Hospital 

Stay (days) 

Ambulating 

with no 

assistive 

device 

(Days) 

Return to 

work/ 

school/ 

college 

(Days) 

Post op 

complications 

Recurrence 

(Yes/ No) 

Last 

follow 

up 

(Month

s) 

1 20 f nil Pain and 

discharge 

14 2022 2 1 21 nil no 18 

2 25 m nil Pain and 

discharge 

365 2015 2 1 30 nil no 98 

3 22 m nil Pain and 

discharge 

14 2017 1 1 45 recurrence yes 77 

4 26 m nil Pain and 

discharge 

30 2023 1 1 36 nil no 11 

5 19 m nil Pain and 

discharge 

90 2016 1 1 45 wound infection no 97 

6 21 f nil Pain and 

swelling 

120 2016 1 1 52 nil no 91 

7 25 m nil Pain and 

swelling 

180 2016 1 1 30 nil no 88 

8 13 f nil Pain and 

swelling 

150 2018 1 1 N/A nil no 66 

9 22 m nil Pain and 

swelling 

5 2018 1 1 28 nil no 63 

10 15 f hypothyroidis

m 

Pain and 

discharge 

120 2019 1 1 14 recurrence yes 56 

11 16 m hypertension Pain and 

discharge 

730 2019 1 1 18 nil no 54 

12 14 m nil Pain and 

discharge 

N/A 2019 1 1 14 nil no 1* 

13 14 m nil Pain and 

swelling 

3 2023 1 1 213 wound infection, 

pain 

no 9 

14 17 m G6PD Pain and 

discharge 

21 2023 1 1 52 nil no 5 

*latest physical followup was one month after surgery, patient was unreachable for telephone interview. N/A: data not available or not recalled by the patient at 

follow-up. Missing data were excluded from mean calculations. 



Furthermore, all patients achieved independent ambulation within the first post-operative day. The hospital stay 

was short, lasting 1 to 2 days. Follow-up was achieved for all patients, with a mean duration of 53 months (range, 1–

98 months). The mean time to return to work was 46 days (approximately six weeks). 

Post-operative complications were observed in a minority of patients. Two patients (14.3%) developed wound 

infections, and recurrence of pilonidal sinus disease was reported in 2 patients (14.3%) during the follow-up period. 

Discussion 

This study explored the outcomes of Bridge-and-Core procedures, a novel surgical technique for pilonidal sinus 

disease (PSD). The optimal surgical approach for PSD remains undefined, with no single technique universally 

accepted as the "gold standard." This likely stems from variations in the surgeon’s experience and the specific 

characteristics of each patient's condition.
10

 However, several key principles guide the search for the ideal PSD 

treatment: a minimally invasive, low-morbidity technique that facilitates rapid recovery. Additionally, an ideal 

approach should minimize the risk of post-operative complications and achieve low recurrence rates to ensure long-

term patient well-being. 

The Bridge-and-Core procedure offers a distinct approach to PSD management by preserving a bridge of healthy 

skin between sinus openings, minimizing tissue excision while ensuring complete removal of the sinus tract. This 

contrasts with flap-based procedures such as the Bascom cleft lift and Karydakis flap, which involve dissection and 

excision of the wide part of normal skin and subcutaneous tissue, along with lateral tissue mobilization to close the 

surgical defect, resulting in a large-sized wound, andendoscopic methods (e.g., EPSiT), which involve cleaning, 

curettage, or obliteration of the sinus tract without removing it. Furthermore, EPSiT requires specialized training and 

equipment.
11-13

 

We compared the Bridge-and-Core technique to other techniques used at our institute, such as wide excision and 

open secondary healing. The Bridge-and-Core procedure presents potential benefits, including limited dissection, 

preservation of healthy tissue, smaller wound size, and shorter healing time. These factors likely contributed to the 

mean return-to-work period of approximately 6 weeks, compared to the 8-10 weeks typically reported for 

conventional wide excision and open secondary healing techniques.
14

 A shorter healing time correlates with lower 

direct and indirect costs associated with inpatient care, follow-up wound care, and days lost to work.
14

 

Furthermore, all patients in our study achieved independent ambulation on the first postoperative day. This rapid 

return to mobility is crucial for post-operative recovery and for returning to daily activities, thereby reducing 

immobility-related post-operative complications.
15

 

Similar findings have been reported by Mohamed et al., who compared wide excision with minimal excision and 

secondary healing.
16

 Their Study demonstrated reduced blood loss, earlier discharge (day one post-operatively), less 

post-operative pain, and a low recurrence rate (less than 5%) with an average follow-up of 4.7 years. These results 

align with our findings, suggesting the potential advantages of minimally invasive approaches for PSD. 

The Bridge-and-Core procedure shares several conceptual principles with contemporary minimally invasive 

techniques. While technically distinct —being an open, limited excision rather than an endoscopic or laser-based 

technique —it similarly emphasizes preservation of healthy tissue, limited dissection, and faster postoperative 

recovery. In our cohort, recurrence occurred in 14.3% of patients, higher than the 2–8% typically reported for 

endoscopic or laser-based approaches in primary disease.
9,17-20

 However, the procedure demonstrated practical 

benefits, including small wound size, rapid return to ambulation, and minimal hospitalization. Notably, both patients 

with recurrence had comorbidities (atopic dermatitis and hypothyroidism), which may have adversely affected 

wound healing and predisposed them to recurrence. This suggests potential utility as a less invasive alternative to 

wide excision, especially for primary disease. 



(21)Two of the 14 patients (14.3%) developed wound infections after surgery that resolved with conservative 

treatment.
22

This infection rate is within the variable ranges reported for pilonidal surgery; prior systematic reviews 

and merged-data analyses show that surgical-site infection rates differ by technique and follow-up duration and are 

reported across a broad range (1.8–22%).
21,22

 Several studies have emphasized the importance of
23,24

meticulous 

postoperative hygiene, weight management, and smoking cessation for wound healing
23,24

 

In summary, the Bridge-and-Core procedure represents a practical, low-cost, and easily reproducible alternative 

among minimally invasive PSD techniques. It offers promising outcomes in terms of reduced wound size and 

increased patient satisfaction. Future studies could directly compare the Bridge-and-Core technique with other 

approaches used at our center, such as wide excision and open secondary healing, to better evaluate relative efficacy, 

recovery time, and complication rates. Larger prospective studies with longer follow-up and comparative analyses 

are warranted to confirm long-term efficacy, identify predictors of recurrence, and refine patient selection criteria. 

This study has several significant limitations. First, the sample size was small (n=14), limiting the statistical 

power and the generalizability of the findings, and definitive conclusions regarding long-term recurrence and 

complication rates cannot be made. Second, the study is a single-center, retrospective design, which introduces 

potential selection and information biases and limits external validity. Third, the follow-up period, although 

informative, was heterogeneous, ranging from 1 to 98 months, which may affect the assessment of recurrence and 

long-term outcomes. Fourth, there was no control group or direct comparison with established surgical techniques, 

preventing evaluation of superiority. Fifth, outcomes were primarily assessed through clinical evaluation and 

patient-reported measures, without standardized validated outcome tools (e.g., pain scores or quality-of-life indices). 

Sixth, all procedures were performed by a single surgeon, which may affect reproducibility and does not account for 

a learning curve in other practitioners. Finally, some variables were unavailable for a small subset of patients due to 

incomplete documentation or recall bias during follow-up. Although minimal, this limitation may have slightly 

influenced the precision of descriptive statistics. These factors prevent definitive conclusions regarding the efficacy 

and durability of the Bridge-and-Core procedure. 

Conclusion 

The Bridge-and-Core procedure appears to be a safe and well-tolerated surgical option for pilonidal sinus disease, 

offering benefits such as a smaller wound size, a shorter hospital stay, and a rapid return to ambulation. While initial 

outcomes are promising, the small sample size, retrospective style, and lack of a control group limit the conclusions. 

Future prospective studies involving larger patient cohorts and surgeons trained in this technique are needed to 

validate its outcomes, refine technical aspects, and better define its role among current surgical options for pilonidal 

sinus disease. 
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