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Dufourmentel Rhomboid Flap for Sacrococcygeal
Pilonidal Sinus. Technical Details

Técnica Quirargica del Colgajo de Dufourmentel para el
Tratamiento de la Enfermedad Pilonidal Sacro-Coccigea.
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SUMMARY: Sacrococcygeal pilonidal disease (SPD) is a chronic an uncommon entity with a variety of alternatives for treatment.
One of those is the excision of the sinus tract followed by a reconstruction with the rhomboid flap described by Dufolinmeitel.
of this paper is to describe the main phases of the technique. A detailed explanation of the key steps for the implerDerftatioreatel
flap for the treatment of SPD is exposed. Excision of sacrococcygeal pilonidal sinus followed by Dufourmentel rhombaid flap is
alternative to consider in the treatment of pilonidal disease.
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INTRODUCTION

Pilonidal disease is a clinical entity characterized by In this article one of the alternatives to remove and
the presence of sinus that generally develops in the hpiimary repair of sacrococcygeal pilonidal sinus called
follicles of the natal cleft of the sacrococcygeal region. Affe@ufourmentel’s technique (described by Claude
principally male young adults of working age. Frequentpufourmentel in 1962) (Manterokt al; Yabanoglwet al,
appears as an abscess or a chronically discharging, pai#0L4), a modification of the Limberg rhomboid flap
sinus tract, which is associated with morbidity, often with gdescribed by Alexander Limberg and published in 1963)
prolonged loss of normal activity (Mantera@aal, 1991; (Aydin et al, 2011; Horwoodkt al, 2012), will be exposed
Sondenaat al, 1995). and discussed (Fig. 1).
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The best treatment would be a rapid cure that allowed
patients to return quickly to their habitual activities, with
minimum morbidity and a small risk of complications
(Sondenaat al).

Excision area

Flaparea Flap area

Surgical treatment of chronic pilonidal disease is based
on excise of sinus tract, entire healing of the covering skin,
and avoidance of relapse. Wound management may be left to
restore by open healing or secondary intention diminishing
wound tension, which helps difficulties of free healing without
relapse if all sinus are completely removed. On the other hand,
wound could be closed by primary intention, applying a PURFEN P

different technical options (McCalluet al., 2008; Al-Khamis @) (b)
et al, 2010; Enriquez-Navascuesal, 2014). Fig. 1. Mapping schemes for the Limberg (a) and the Dufourmentel
flaps.
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OPERATIVE TECHNIQUE without tension and would result in a scar parallel to skin
tension lines is preferred (Fig. 4).

Excision of sinus tract: Once separated the buttocks, ¢
rhombus is drawn up in the gluteal region, covering all tt
visible lesions, descending as far as the presacral fascia (|
2), until completely remove the rhombus (Fig. 3).

Flap design:A diagonal line bisecting the 12@ngle was
elongated outside the defect on neighboring tissue with t
same length as the diagonal. Next, on the basis of skin lax
around the defect, a donor area that could be closed primal

Fig. 4. Flap rotation.

Cover of the defectAfter preparation, the flap was moved
over the defect. Following careful hemostasis, the flap was
epared including the fascia of the gluteus maximus and

. : X . _— r
Fig. 2. Sacrococcygeal region. Several sinuses in the midline rap%e
can be seen.

moved onto the defect in the presacral fascia. Subcutaneous
tissue of the flap was sutured to the gluteus maximus fascia
with separate stitches of polyglactin-0. Subcutaneous cellular
was sutured with polyglactin-00 and skin was closed with
staples (Figs. 5 and 6). Finally, the resected specimen can
be observed (Fig. 7).

Risks of postoperative morbidity:

1. Bleeding. To reduce it, any bleeding blood vessels would
be cauterized throughout surgery to reduce the risk of a he-
matoma developing after the operation.

2. Wound infection. To diminish the risk of it, prophylaxis
with intravenous antibiotics were given at the time of surgery.
3. Dehiscence. To decrease the probability of it, the suture
lines must be free of tension, prevent seromas and
hematomas, and the development of wound infection.

4. Pain. Is an uncommon problem, and could be avoided
observing the measures described above to prevent seroma
and hematoma formation, and wound infection.

5. Recurrence. This one is very complex because all known
techniques had reported it (up to 10 % according to different
techniques). A refined and difficult surgical technique is
essential to reduce the risks. Subsequently an exhaustive and
long-term follow-up is very important to know the real
Fig. 3. Rhomboidal excision of the affected area until the presacral fasarumbers of recurrence.
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Fig. 5. Deep and superficial planes of the rhomboid flap suture
Suction drain tube into deep space of the surgical area exteriori:
by counter opening.

Fig. 7. Surgical specimen.

In relation to its surgical treatment, various
alternatives have been described including open techniques
(open resection), extensive resections (incision and
curettage), marsupialization, excision and primary closure,
resection and rotation flaps (z-plasty, Limberg technique,
Dufourmentel triple L plasty, V-Y plasty, W-plasty, and
modifications of some of these) (Petersgmal, 2002;
Bannura, 2003; Al-Khamist al.; Aydin et al; Horwoodet
al.; Enriquez-Navascuest al; Yabanogluet al), and the
asymmetric resection (Karydakis technique) (Akieical.,
2000; Bessa, 2007).

All of them have advantages and disadvantages
regarding the development of complications, recovery time,
recurrence rate, etc., the reason there is still no consensus on
the ideal surgical alternative (Allen-Mersh, 1990; Akieti
al.; Petersert al; Hull & Wu, 2002; Bannura; Al-Khamist
al.; Aydin et al; Horwoodet al; Enriquez-Navascuex al.).

Fig. 6. Flap sutured and finalized surgery.

Nevertheless, it seems to us that the rhomboid flap is

DISCUSSION a good alternative for recurrent sacrococcygeal pilonidal
sinus, especially for complex sinuses, and found it
appropriate for cases where simpler techniques have failed.

Pilonidal means "nest of hair" and derives from th@ permits early return to complete activity, does not require

Latin pilus (hair) and nidus (nest) (Manteretzal; Steele prolonged postoperative attention, and has very low
etal, 2013; Sternberg, 2014), term used from 1830 onwargiscurrence rate and postoperative morbidity which may

by Mayo (Koyfman, 2016). To this, was added "pilonidatompensate the inconveniences related to an unfavorable
cyst" proposed by Hodges in 1880 (Miller & Harding, 2009)c0smetic log.
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MANTEROLA, CARLOS; OTZEN, T. & THE MINCIR GROUP. Técnica quirdrgica del colgajo de Dufourmentel para el tratamiento de la
enfermedad pilonidal sacro-coccigéat. J. Morphol., 34(4)1207-1210, 2016.

RESUMEN: La enfermedad pilonidal sacrococcigea (EPS) es una entidad clinica crénica e infrecuente. Para su tratamiento se han
descrito numerosas alternativas. Una de ellas es la exéresis de la zona afectada seguida de un cierre primario simexfisidle, ypgocolgajo
romboidal descrito por Dufourmentel. El objetivo de este articulo es describir las fases mas relevantes de la técnmzauta desdillada
explicacion de los pasos clave para ejecutar la exéresis romboidal de la zona afectada, con la ulterior rotacion déeiDefugajeentel para
el tratamiento de la EPS. La exéresis romboidal de EPS seguida de la rotacién de un colgajo de Dufourmentel constitunadivena alte
considerar en el tratamiento de la EPS.

PALABRAS CLAVE: Seno pilonidal; Quiste pilonidal; Cirugia del seno pilonidal; Cirugia del quiste pilonidal; Colgajo de Dufourmentel.
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