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The objective of the study was to compare the results of the patients treated with

crystallized phenol treatment (CPT) or simple primary closure (SPC) for pilonidal sinus

disease (PSD). For PSD treatment, both SPC and CPT have the advantages of rapid

recovery, minimal pain, and short hospital stay. Even though these two techniques can be

used interchangeably in uncomplicated cases, there is not enough evidence about which

method is superior. A total of 102 patients who underwent CPT (n¼ 57) and SPC (n¼ 45)

for uncomplicated PSD were included in the study. In all of the cases, data were recorded

and compared between CPT and SPC groups, including age, gender, duration of the

symptoms, hospital stay, complications, healing time, and recurrence. The mean age was

25.6 years and the male-to-female ratio was 93:9. The SPC and CPT groups were similar in

terms of age, gender, duration of symptoms, complications, and healing time. The CPT

group did not require hospitalization or anesthetic procedure in addition to local

anesthesia, but the SPC group required a median of 1 day (range, 1–3 days) of

hospitalization, and 3 patients (6.7%) needed spinal anesthesia. During a median of 27.5

months’ follow-up, the recurrence rate in the CPT group (6 patients; 10.5%) was lower

than in the SPC group (13 patients; 28.9%). Both hospital stay and recurrence rates were

better in the CPT group. Healing time and complication rates were similar in both

methods. Based on these results, we suggest that CPT should be preferred to SPC in

uncomplicated cases.
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Pilonidal sinus disease (PSD) is a common
intergluteal region disease with no established

standard method of treatment.1 The ideal surgical
treatment of PSD should be simple and easily
applicable, with a short hospitalization requirement,
fewer wound problems, low pain, low recurrence
rate, and less time away from daily activities.2,3

Several treatments procedures have been used for
years, and their advantages and disadvantages have
been discussed.4

In deciding the best operation technique, it is
important to determine whether the case is uncom-
plicated or complicated. The frequently used
techniques, such as flap reconstruction procedures
and open wound management, in complicated
cases have been debated as overtreatment for
uncomplicated cases.5 As in all fields of surgery,
minimally invasive surgery methods have always
been attractive for surgeons. However, minimally
invasive methods often remain limited to uncom-
plicated cases. Crystallized phenol treatment (CPT)
is one of the minimally invasive methods for the
treatment of PSD. Although it has also been used
for recurrent and complicated diseases, it is quite
effective in uncomplicated cases.6 CPT is simple
and cost-effective, with a rapid return to work and a
lack of hospital stay, and it has an acceptable
recurrence rate.7,8

Simple primary closure (SPC) is another frequently
preferred method for uncomplicated cases.4 It has
advantages similar to CPT. However, it may limit the
postoperational activity of the patient because of
tissue tension, and it may delay a return to daily
routine. Moreover, PSD may reoccur because the
depth of intergluteal sulcus may not be filled, and
epulosis tissue may develop in the cleft.1,9,10

Although studies are focused on less invasive
methods, such as CPT and SPC, and there are a
sufficient number of studies comparing CPT and SPC
with extensive techniques, we did not see any study
designed to compare CPT with SPC. In this study, we
compared the results of the patients who were
treated with CPT or SPC for uncomplicated PSD.

Patients and Methods

Patients who received a diagnosis of PSD between
June 2011 and September 2013 and treated with
either SPC or CPT were examined retrospectively.
Complicated cases were excluded from the study.
Complicated pilonidal sinus was defined as chronic
unhealed wounds, cases combined with abscess,
recurrent cases, and multiple pits in the large area

that make simple excision impossible. The following
parameters were recorded for all cases: age, gender,
duration of symptoms, length of hospital stay,
postoperative complications (wound infection, sero-
ma, hematoma, and skin abrasion), healing time of
the wound, and recurrence.

Surgical procedure

Simple primary closure

The patients were placed in the jackknife position,
and the area to be excised was marked on the skin.
A rhomboid incision to the presacral fascia includ-
ing the sinus and its extensions was made longitu-
dinally from the superior to the inferior. A closed-
suction drain was then placed in some patients. The
skin edges were approximated without tension
using interrupted sutures of nonabsorbable 3/0
suture.

Crystal phenol treatment

Local anesthesia was applied in all cases. The pit
was widened via clamp, and the hair and debris
were cleared after PNS was confirmed as uncom-
plicated through direct observation. The epithelial
cyst was curated, and the crystal phenol was filled
into the sinus with the help of a clamp after the pit
edges were treated via nitrofurazone pomade (Fig.
1). The surgery was completed with the dressing of
the wound. Patients were invited for control
examination within 2 weeks. During control exam-
ination, all completely closed sinuses were consid-
ered healed and these patients were invited for
control within 1 month. Sinuses that had not closed
during control examination were treated again with
the same CPT.

Statistical analysis

Statistical evaluation of data was performed using
MedCalc software (licensed to MedCalc, Ostend,
Belgium). Data were presented as mean 6 SD,
median (range), or n (100%). Continuous variables
were evaluated by Student t-test or Mann-Whitney
U test after checking for normality using the
Kolmogorov-Smirnov test. Categorical data were
evaluated with the v2 and Fisher exact test, with P ,

0.05 being considered as significant.

Results

The mean patient age was 25.6 6 5.8 years. On
average, cases were monitored for 27.5 months
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(range, 12–42 months). The demographic character-

istics of the groups are given in Table 1. The groups

were similar in terms of age, gender, duration of the

symptoms, the healing time of the wound, and

overall complications. However, length of hospital

stay and recurrence rate were significantly lower in

the CPT group. Although all patients in the CPT

group received local anesthesia, 3 patients in the

SPC group received spinal anesthesia. Patients in

the CPT group did not require hospitalization,

whereas patients in the SPC group required a

median hospitalization length of 1 day (range, 1–3

days).

Although the overall complication rate was lower

in the CPT group, it was not statistically significant

(P ¼ 0.12). Wound infection was the most common

complication in both groups: 4 patients (8.9%) and 2

patients (3.5%) in the SPC and CPT groups,

respectively. Other observed morbidities were sero-

ma, hematoma, and skin abrasion. Seroma and

hematoma were observed in 3 cases (6.7%) and 1

case (2.2%), respectively, in the SPC group, although

neither was observed in the CPT group. Frequency

of the skin abrasion was 3.5% (2 cases) in the CPT

group. Specimens from the simple primary closure

group were sent for histopathologic examination,
which confirmed all samples to be benign.

Among the CPT patients, 38 (66.7%) recovered
after single CPT, and the remaining recovered
following repeated treatment. Recurrence rates were
28.9% (13 cases) and 10.5% (6 cases) in the SPC and
CPT groups, respectively. We found the recurrence

Fig. 1 (a) Appearance of an uncomplicated pilonidal sinus. (b) The pit is widened by a clamp after local anesthesia, and the hair is

taken out. (c) The crystal phenol is filled into the sinus with the help of a clamp after the epithelial cyst was curated.

Table 1 The demographic characteristics and findings according to the

treatment groups

Simple primary
closure group

Crystallized
phenol group P

Age, y, mean 6 SD 26.6 6 5.7 24.9 6 5.9 0.13
Gender, n (%) 0.74

Male 42 (93.3) 51 (89.5)
Female 3 (6.7) 6 (10.5)

Duration of symptoms,
mo, mean 6 SD 11.2 6 5.9 12.8 6 5.1 0.15

Length of hospital stay,
d, median (range) 1 (1–3) 0 ,0.0001

Complications, n (%) 8 (17.8) 4 (7.0) 0.17
Wound infection 4 (8.9) 2 (3.5)
Seroma 3 (6.7) 0
Hematoma 1 (2.2) 0
Skin abrasion 0 2 (3.5)

Healing time, d,
median (range) 20 (11–41) 21 (14–47) 0.17

Recurrence, n (%) 13 (28.9) 6 (10.5) 0.03
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rate significantly lower (P¼ 0.006) in the CPT group
compared with the SPC group by statistical analysis
(Table 1).

Discussion

PSD has multiple methods of treatment, including
the minimally invasive methods and complicated
flap reconstruction procedures.10–12 Although open
wound healing and flap reconstruction procedures
have been the preferred method for complicated
cases,12,13 CPT and SPC are alternative techniques to
extended procedures for the treatment of uncom-
plicated cases.7,8,10,14 However, the comparative
advantages of these two methods have not been
reported in the literature. The SPC and CPT
methods are both practical, have faster wound
healing, and have a shorter surgery time.15–18 In
our study, healing times were about 3 weeks in both
the CPT and the SPC groups. Some clinicians do not
prefer SPC because of unacceptable recurrence rate.
However, it does not pose a challenge for flap
reconstruction or open wound method if there is a
requirement for reoperation.16,19

Some healthy tissue is also excised while remov-
ing the sinus and curating debris as well as the
granulated tissue during SPC, as in our cases.
Therefore, tissue defect is lower in CPT than in
SPC. Furthermore, CPT is more cost-effective be-
caise it does not require hospitalization,8,16,20 unlike
SPC.1,16 In our case series, patients in the SPC group
were hospitalized for 1 to 3 days, but no hospital-
ization was required for patients who received CPT.

Spinal anesthesia may be required for a few
patients during SPC. Onder et al1 reported the use of
spinal anesthesia in 8.0% of patients. A total of 3
patients (6.7%) required spinal anesthesia in our
case series. All patients in the CPT group were
anesthetized locally as described in the literature.21

Spinal anesthesia is more invasive and expensive
than local anesthesia and may cause complications
like headache and urinary retention.22

Complication rates of both SPC and CPT were
shown to be lower than flap reconstruction proce-
dures; however, there is no direct comparison
between SPC and CPT in the literature. Complica-
tion rates of 15.8% to 31.0% (for SPC) and 10.0% (for
CPT) have been documented by different re-
ports.1,14–16,23,24 The complication rates in our case
series were higher in the SPC group (17.8%) than in
the CPT group (7.0%), but the difference did not
reach statistical significance. Seroma and hematoma
were observed only in the SPC group, skin abrasion

was observed only in the CPT group, and wound
infection was observed in both groups.

Doğru et al15 reported a 95.1% success rate in 41
patients with repeated crystal phenol applications at
the end of 24 months. Kayaalp et al21 reported a 70.0%
success rate with liquid phenol. Aygen et al24 treated
36 patients who had recurrent PSD following primary
closure or flap reconstruction with crystallized phenol
and reported a 13.9% recurrence rate at the end of 54-
month follow-up. The recurrence rate was reported to
be between 5% and 40.5% in different reports.7,15,24 In
this study, we found a recurrence rate of 10.5% in the
CPT group, whereas the SPC group had 28.9%
recurrence in a median of 27.5 months of follow-up,
which was statistically significant.

Limitations of the study

The limitations of this study can be explained as
being its retrospective nature and relatively short
monitoring length (27.5 months), as well as the
limited number of patients. It may be considered as
another limitation that there are similar papers
already published in the literature; however, there
is no report directly comparing the results of SPC
with CPT.

Conclusion

CPT is advantageous for a shorter return to daily
activity time and its nonrequirement of hospitaliza-
tion. It has a lower recurrence rate compared with
SPC. Although not statistically significant, it also has
a lower complication rate compared with SPC.
Therefore, CPT should be preferred over SPC for
noncomplicated PSD cases.
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