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INTRODUCTION 

Pilonidal sinus disease of the natal cleft is common and 

disabling, typically affects the young and active, and is 

best treated by surgical excision of diseased tissues down 

to the sacrococcygeal fascia.
1
 Primary closure of the 

resulting wound cavity has frequently been complicated 

by early or late breakdown, occurring in 15% to 49% of 

cases in reported series due to the formation of an 

infected haematoma.
1,2

 Numerous techniques have been 

described.
3-7

 Wounds left open take many weeks to heal 

and require daily nursing care, so surgeons have 

continued to attempt primary closure to avoid this. 

Traditionally, sutures of heavy-gauge material have been 

placed deeply and tied over a pack to exert pressure on 

the wound.
2
 This produces a bulky, uncomfortable 

dressing which does not always prevent haematoma. 

Infection may be encouraged by prolonged contact with 

ABSTRACT 

 

Background: Chronic pilonidal disease is a debilitating condition that typically affects young adults. Controversy 

still exists regarding the best surgical technique for the treatment of pilonidal disease in terms of minimizing disease 

recurrence and patient discomfort. Primary closure after excision of post anal pilonidal sinus disease frequently has 

been complicated by wound breakdowns. Healing by second intention takes many weeks and requires supervised 

wound care. A simple technique has been developed which has resulted in primary healing in 41 of 45 patients treated 

in a 5-year period. 

Methods: During the period November 2010 to December 2014, 45 patients underwent excision and primary closure 

of their pilonidal sinus by method as described. 

Results: In all, 4 (9.5%) developed a recurrence of their pilonidal sinus; one at a different site and one could have 

been predicted from the histology which showed incomplete excision. If these two patients are excluded, the 

recurrence rate falls to 4.7 %.). In our series, most patients were male (male: female ratio 3:1), the mean age was 27.7 

years, and these data compare with that in other series. The main aim of primary closure is rapid healing and this is 

achieved by the prevention of sepsis and hematoma formation; the causes of wound breakdown. The use of high 

vacuum suction drainage has been shown to be effective in preventing these complications but the patient is confined 

to bed for2 days and to hospital for at least 4 days. We have found that meticulous attention to haemostasis and the 

use of a 'fat stitch' to minimize the subcutaneous cavity allows for minimal in hospital stay with similar results (early 

complication rate of 8.8% in our series compared with 6.4% reported by Williams. 

Conclusions: We therefore advocate this method of treating pilonidal sinus which has a short hospital stay, minimal 

morbidity, rapid healing, short time off work, and low recurrence. 

 

Keywords: Pilonidal sinus, Haematoma, Sepsis, Primary closure 

Department of Surgery, SAIMS & PGI, Indore, MP, India 

 

Received: 05 September 2015 

Revised: 20 September 2015 

Accepted: 07 October 2015 

 

*Correspondence: 

Dr. Manoj Kela, 

E-mail: drmpkela@yahoo.com 

 

Copyright: © the author(s), publisher and licensee Medip Academy. This is an open-access article distributed under 

the terms of the Creative Commons Attribution Non-Commercial License, which permits unrestricted non-commercial 

use, distribution, and reproduction in any medium, provided the original work is properly cited. 

DOI: http://dx.doi.org/10.18203/2349-2902.isj20151095 



Kela M et al. Int Surg J. 2015 Nov;2(4):647-651 

                                                                             International Surgery Journal | October-December 2015 | Vol 2 | Issue 4    Page 648 

the packing (which traps wound exudate) and possibly by 

spread of bacteria down suture tracks. 

A method is now described which has produced 

successful first-intention healing after excision of 

pilonidal sinus disease, without late wound breakdown or 

recurrence of pilonidal disease. 

METHODS 

During the period November 2010 to December 2014, 45 

patients underwent excision and primary closure of their 

pilonidal sinus. All patients had clinically non-infected, 

symptomatic disease. Acutely infected cases were 

excluded. Patients were admitted on the day of surgery. 

Anaesthesia was either general or spinal. All patients 

received a single intravenous dose of cefuroxime 1.5 g at 

induction. The patients were positioned prone and the 

buttocks were not strapped apart. The patient was shaved 

from the gluteal skin crease to the mid-lumbar region 

extending laterally to the mid axillary line and the skin 

prepared with povidone-iodine. The incision was 

elliptical with its lateral margins equidistant from the 

midline at a level that would allow apposition of the 

wound edges (Figure 1). Lateral tracts were excised by 

lateral extension of the incision without compromising 

the closure. The caudal end of the wound was 2-3 cm 

from the anus and the cranial end placed at least 2 cm 

above the origin of the natal cleft. The incision was 

carried vertically down to the fascia overlying the sacrum 

(Figure 2). All specimens were sent for histological 

examination. Careful haemostasis with diathermy was 

carried out. The wound was infiltrated with 0.5% 

bupivacaine for immediate postoperative analgesia. Full-

thickness, deep tension sutures (nylon1-0) were placed 

1.5 cm from the wound margins at 2 cm intervals and left 

untied. Romo vac suction drain of no 12 or 14 kept at 

deepest and the fat was closed with interrupted Vicryl 

sutures in two or three layers. The skin edges were closed 

with interrupted nylon, taking care to achieve accurate 

apposition of the skin edges. The skin was cleaned with 

saline and dried. A roll of dressing gauze was placed over 

the length of the wound and the deep tension sutures tied 

over it (Figure 3, 4, 5). A wool and gauze dressing was 

taped over this. Postoperatively, the patients were usually 

allowed home the following morning. They all received a 

10 day oral course of cefuroxime 500 mg twice daily. 

Sutures were removed on the ward at 10-12 days and the 

patients were reviewed in OPD at 4-6 weeks. Long-term 

follow-up was by questionnaire supplemented with 

telephone calls to non-responders. 

RESULTS 

The results are summarised in Table I. One of the patients 

undergoing a spinal anaesthesia had a dural leak resulting 

in headache and prolonged admission for 4 days. The 

average inpatient stay was 1 day with three patients being 

treated as day cases. When assessing the early 

complications, 2/45 (4.4%) complained of bleeding and 

wound infection within 10 days (both of these went on to 

develop recurrences), 2/45 (4.4%) had minor wound 

breakdown at 6 and 8 weeks postoperatively (both healed 

by 3 months with simple dressings) and 9 (20%) 

complained of early severe pain. Severe pain was a 

feature seen before the introduction of local anaesthetic 

infiltration. Only 42 patients were available for follow-

up. Of these, 25 (59.5%) were employed and returned to 

work by 3-4 weeks, 4 (9.5%) were self-employed and 

returned to work by 3 weeks, and 13 (30.95%) were 

unemployed. In all, 4 (9.5%) developed a recurrence of 

their pilonidal sinus; one at a different site and one could 

have been predicted from the histology which showed 

incomplete excision. If these two patients are excluded, 

the recurrence rate falls to 4.7%. Of the four patients, 2 

(4.7%) developed recurrence within 12 months of 

operation. Two patients have had their recurrence treated; 

one by excision and flap closure without problems at 14 

and 22 months of follow up and the third required a 

number of procedures to achieve a satisfactory result (this 

patient is educationally subnormal and personal hygiene 

has been a major problem. 

Table 1: Summary of results of excision of pilonidal 

sinus with primary closure. 

Total number 45 

Male : female 3:1 

Mean age [range] 27.7(15-55 yrs.) 

Past h/o surgery  

abscess 7 (15.5% ) 

Laying open of sinus 4(  8.8% ) 

General anesthesia : spinal 1:1 

Avg hospital stay 1 day 

Early complications 4(8.8%) 

Number of follow up 42 

Avg follow up period (range) 23.5(5-49) months 

Recurrence rate 4 (9.52%) 

DISCUSSION 

Pilonidal sinus is a common infective process that occurs 

in the natal cleft and sacrococcygeal region, almost 

always in adolescents and young adults. Pilonidal sinus is 

not a new disease entity, but the management still needs a 

lot of attention to prevent recurrence, which is a 

disturbing complication requiring frequent hospital 

admissions and loss of work days.
3
 Many surgical 

techniques have been described highlighting the 

controversy regarding the best form of treatment. We 

have reported our series of 45 patients undergoing 

excision and primary closure. 

Bascom and Edwards reported their experience with 

removal of the follicles and hairs.
8,9

 In the study by 

Bascom 50 patients were treated by excision of the 

enlarged follicles from the midline skin.
8
 One to 10 

follicles were removed, individually if possible. The 

specimens weighed under 1 g in all patients. Incisions 
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were kept smaller than 7 mm. Follow-up averaged 24 

months. The mean disability was 1 day, and the mean 

wound healing time was 3 weeks. Recurrences appeared 

in 4 patients (8%); all were healed 3 weeks following 

reoperation. There was no incident of a second 

recurrence. A later report by Bascom involving 161 

patients treated in the same way revealed comparable 

results.
10

 In the study by Edwards, 102 patients were 

treated using this same technique.
9
 The median number of 

days off work was 10, and the median wound healing 

time 39 days. The 91 (89%) patients who attended the 

follow-up clinic were free of recurrent disease. Since a 

number of patients failed to attend, it is difficult to 

interpret the results of this study. It appears, however, 

that the author was not as successful as Bascom. 

Figure 1: Incision mainly lateral. 

Figure 2: Wound defect after excision of sinus tract. 

Figure 3: Final successful closure of wound with 

removal drain placed. 

Zimmerman reported outpatient excision and primary 

closure in 32 patients.
11

 The mean follow-up was 24 

months. In all patients, primary healing was achieved, a 

result that is similar to our own experience. Kronborg and 

colleagues
12

 reported the results of a randomized trial of 

treatment by 1 of 3 methods: excision, excision with 

suture and excision with suture and antibiotic coverage 

with clindamycin. Recurrences rates were 13%, 25% and 

19%, respectively. As expected, healing was much 

quicker after primary suture than after excisional therapy 

alone (median 14 d v. 64 d). In our series, most patients 

were male (male: female ratio 3:1), the mean age was 

27.7 years, and these data compare with that in other 

series. The principles behind the operative technique have 

been described previously.
1,2

 The main aim of primary 

closure is rapid healing and this is achieved by the 

prevention of sepsis and hematoma formation; the causes 

of wound breakdown.
13

 The use of high vacuum suction 

drainage has been shown to be effective in preventing 

these complications but the patient is confined to bed for 

2 days and to hospital for at least 4 days.
13

 We have 

found that meticulous attention to hemostasis and the use 

of a 'fat stitch' to minimize the subcutaneous cavity 

allows for minimal in hospital stay with similar results 

(early complication rate of 8.8% in our series compared 

with 6.4% reported by Williams.
13

 This rate of failure of 

primary healing is similar to previously published 

figures.
3 

Figure 4: Pilonidal sinus with primary and secondary 

opening. 

Figure 5: Specimen of pilonidal sinus tract with tuft of 

hairs in tract. 
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With the ever increasing importance of cost, short stay in 

hospital with no change in results is desirable. Hospital 

stay has decreased considerably. These operations are 

now carried out increasingly in our unit as day case 

procedures under local anesthesia. Bacteriological 

examination of pilonidal sinuses has shown the presence 

of staphylococcus and bacteroides species in at least 50% 

of cases.
14,15

 The use of antibiotics has been shown to 

shorten the time to healing after primary closure.
12

 Our 

regimen of antibiotics has resulted in a low rate of early 

complications (8.8%) compared with 16-30% in 

previously published series in which antibiotics were not 

used.
2,16,17

 As mentioned above, the ideal treatment 

should involve minimal inconvenience and time off work. 

Initial time to healing in our series is 10 days-similar to 

previous reports.
3,13,14,16

 This is considerably less than the 

time to healing for excision alone (averaging 3 

months).
3,14,17

 The majority of patients returned to work 

in 3-4 weeks; again similar to previous reports. This 

compares with 42 days reported for excision alone.
16

 Late 

recurrence rate at a mean follow-up of 23.5 months was 

9.52% (4/42). However, if the patient with a ‘recurrence' 

at another site and the one with incomplete excision at the 

first operation are excluded the rate falls to 4.7%. This is 

comparable to, and in some cases better than, previously 

published series of primary closure.
2,3,6,14,17

 This 

compares with recurrence rates of 0-43% for laying open 

of pilonidal sinus and 1-36% for excision of pilonidal 

sinus down to sacral fascia.
3
 The follow-up period is 

relatively short and early recurrence is believed by some 

to be due to persistence of tracks lined with granulation 

tissue in an incompletely healed wound.
18

 However, 

histology showed complete excision in all cases except 

one. Notaras states that hair is found only in late 

recurrences; hair was seen in two of the three patients 

who have had the recurrence dealt with.
2
 We can 

therefore assume the recurrences to be true recurrences 

rather than failure of initial wound healing. The 

distinction between delayed healing and true recurrence 

needs to be considered. The latter represents incomplete 

excision of the pilonidal sinus at initial surgery or the 

formation of a new pilonidal pit and sinus. Delayed 

healing may also result in a track of granulation tissue 

with hair. As mentioned above, the presence or absence 

of hair has been used to indicate true recurrence; 

however, some prefer to define true recurrence as 

occurring more than 12 months after surgery (2, 3). If this 

criterion is used the result is 8.8% (4/45) early 

complication rate, 4.4% (2/45) delayed healing (two of 

the four 'recurrences' occurred within 1 year), and 4.4% 

(2/45) late recurrence rate.  

We therefore advocate this method of treating pilonidal 

sinus which has a short hospital stay, minimal morbidity, 

rapid healing, short time off work, and low recurrence. 

CONCLUSION 

The management of colorectal cancer has progressed over 

the past few decades because of many advances, 

including those in genetics, pathology, imaging, medical 

oncology, radiation oncology, and surgery.
16

 

Undoubtedly, the management of patients afflicted with 

colorectal cancer will evolve as advances continue to be 

made in the multiple disciplines that contribute to the 

diagnosis and treatment of colorectal cancer. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

institutional ethics committee 

REFERENCES 

1. Goligher JC. Pilonidal sinus. Surgery of the Anus, 

Rectum and Colon, 4th Edition. Ch 8. London: 

Bailliere-Tindall. 

2. Notaras MJ. A review of three popular methods of 

treatment of postanal (pilonidal) sinus disease. Br J 

Surg. 1970;57:886-90. 

3. Allen-Mersh TG. Pilonidal sinus: finding the right 

track for treatment. Br J Surg. 1990;77:123-32.  

4. Dwight RW, Maloy JK. Pilonidal sinus. Experience 

with 449 cases. N Engl J Med. 1953;249:926-30.  

5. Stansby G, Greatorex R. Phenol treatment of 

pilonidal sinuses of the natal cleft. Br J Surg. 

1989;76:729-30. 

6. Solla JA, Rothenberger DA. Chronic pilonidal 

disease. An assessment of 150 cases. Dis Colon 

Rectum. 1990;33:758-61. 

7. Manterola C, Barroso M, Araya JC, Fonseca L. 

Pilonidal disease: 25 cases treated by the 

Dufourmentel technique. Dis Colon Rectum. 

1991;34:649-52. 

8. Bascom J. Pilonidal disease: origin from follicles of 

hairs and results of follicle removal as treatment. 

Surgery. 1980;87:567-72. 

9. Edwards MH. Pilonidal sinus: a 5-year appraisal of 

the Millar-Lord treatment. Br J Surg. 1977; 64:867-

8. 

10. Bascom J. Pilonidal disease: long-term results of 

follicle removal. Dis Colon Rectum. 1983; 26:800-7 

11. Zimmerman CE. Outpatient excision and primary 

closure of pilonidal cysts and sinuses. Am J Surg. 

1978;136:640-2 

12. Kronborg O, Christensen K, Zimmermann-Nielsen 

C. Chronic pilonidal disease: a randomized trial 

with a complete 3-year follow-up. Br J Surg. 

1985;72:303-4 

13. Williams RS. A simple technique for successful 

primary closure after excision of pilonidal sinus 

disease. Ann R Coll Surg Engl. 1990;72:313-5. 

14. Al-Hassan HK, Francis IM, Neglen P. Primary 

closure or secondary granulation after excision of 

pilonidal sinus? Acta Chir Scand. 1990;156:695-9.  

15. Marks J, Harding KG, Hughes LE, Ribeiro CD. 

Pilonidal sinus excision-healing by open 

granulation. Br J Surg. 1985;72:637-40. 



Kela M et al. Int Surg J. 2015 Nov;2(4):647-651 

                                                                             International Surgery Journal | October-December 2015 | Vol 2 | Issue 4    Page 651 

16. Khawaja HT, Bryan S, Weaver PC. Treatment of 

natal cleft sinus: a prospective clinical and 

economic evaluation. Br Med J. 1992:304:1282-3. 

17. Sondenna K, Anderson E, Soreide JA. Morbidity 

and short term results in a randomized trial of open 

compared with closed treatment of chronic pilonidal 

sinus. Eur J Surg. 1992;158:351-5. 

18. Jones DJ. Pilonidal sinus. Br Med J. 1992;305:410-

2. 

 

 

 

 

 

 

Cite this article as: Kela M, Sharma R, Jain S. Our 

experience of simple technique for successful primary 

closure after excision of pilonidal sinus disease. Int 

Surg J 2015;2:647-51. 


