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Indications

The triangular excision and advancement flap is a practical 
option for PDS with one-sided superolateral secondary pits, 
particularly when minimally invasive treatments are likely 
to fail, and accumulated experience supports its safe and 
effective use while noting design considerations.1,2 

Method

Starting with marking may be preferable. The right-angled 
inverted triangular design incorporates unilateral superior 
secondary pits, the adjacent sinus cavity, and inferior midline 
primary pits, with a horizontal superior base edge enabling en 
bloc removal of the upper affected area. The triangle’s apex, 
opposite the base, is located inferolateral to the most inferior 
pit. The vertical edge lies on the healthy side, approximately 
2 cm from the midline (Figure 1). Only a short segment of 
the hypotenuse crosses the midline, minimizing the healing 
challenge posed by the dynamic area.2 Although the vertical 
edge may appear midline during recovery, it lies on the 
“hillside” rather than the “valley bottom,” reducing exposure 
to intergluteal mobility, sweat, and moisture (Figure 2).
It is important to ensure that the flap is applied with minimum 
tension. A horizontal incision, equal to or slightly longer than 
the triangular excision’s base, creates a triangular peninsular 
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Figure 1. Upper images: natal cleft exposed with adhesive tapes and 
prepared with povidone-iodine. Lower images: two cases with a right-
sided unilateral sinus cavity and a secondary pit included within a right-
angled triangular marking, along with the midline primary pits
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fasciocutaneous flap. Meticulous dissection separates fatty 
tissue from the gluteus maximus muscle, and the broad 
base of the flap maintains vascular supply despite some 
perforator loss. After releasing the navicular area exposer 
hip tapes, flap edges are aligned and overlapped with the 
excision margins. The defect is closed with thick polyglactin 
sutures through the presacral fascia encountered after total 
sinus excision. In wide defects, pre-suturing placement of a 
closed-suction drain prevents suture interference (Figure 3). 
This technique is applicable to pilonidal sinus disease (PDS) 
of varying vertical extent, including unilateral secondary 
pits beyond or inside the navicular area, which represent 
a frequently observed clinical presentation.3 Dog ears at 
the superior corner of the triangular flap base often result 
from extra gluteal mobilization, overlapping the apex with 
the opposite corner, but this can be corrected. Placement 
of a few sutures can draw the corner inward, allowing apex 
alignment with less mobilization and reduced tension, thus 
promoting faster healing (Figure 4).

Comparison With Other Methods
In cases of superior unilateral pits extending far laterally, 
the Bascom cleft lift, similar to the rhomboid excision with 
a modified Limberg flap, requires a relatively wide excision 
of healthy tissue, which may prolong wound healing and 
increase the risk of postoperative complications.1,3,5 By 
contrast, triangular excision with an advancement flap 
minimizes unnecessary tissue removal. When adequate 
mobilization allows for a tension-free closure, healing 
tends to be rapid (Figure 2). Furthermore, the resulting 
minimal subcutaneous dead space and the total excision 
of omissible midline primary pits with this technique may 
further contribute to a lower risk of recurrence.1,4 This 
technique allows efficient closure and minimal sacrifice of 
healthy tissue, which may be advantageous in managing 
PDS with unilaterally extending secondary pits. In this 

Figure 2. Although the incision appears to lie along the longitudinal axis in the natal cleft, its design incorporates a slight obliquity, facilitating faster 
healing. Images are from postoperative day 15

Figure 3. Defect margins aligned with markings before suturing 
following meticulous dissection of the fasciocutaneous flap from the 
gluteus maximus for tension-free closure after en bloc cyst excision
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series of 26 patients, including 4 recurrent cases amenable 
to this technique, all of whom provided written informed 
consent for publication and underwent surgery between 
May 2016 and September 2025, no recurrences or major 
early postoperative complications occurred during follow-
up. These findings support previous reports suggesting 
that limited excision of perianal tissue may reduce the 
risk of perianal complications.1 This technical note seeks 
to encourage broader acceptance of this non-mainstream 
procedure.
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Figure 4. Dog-ear deformities are prevented by a few sutures at the healthy corner, reducing tension and flap apex advancement distance; horizontal 
incision may be extended 45° cranio-laterally if correction is needed


