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Abstract: Sacrococcygeal pilonidal disease is a chronic inflammatory condition with an incidence of 

26:100,000 in the United States. However, its etiology and optimal treatment remain controversial. 

We included 129 and 74 patients with simple and complex sacrococcygeal pilonidal disease, respec-

tively. The primary outcome was pilonidal sinus recurrence after unroofing curettage. Secondary 

outcomes were pain scores, time to return to work/school, and time to complete recovery. At a me-

dian follow-up of 53 months, the recurrence rate was 4.9% in all patients, not significantly higher in 

subjects with the complex disease. Duration of surgery (15.4 vs. 12.2 min), time to return to 

school/work (9.8 vs. 7.7 days), and complete healing time (44 vs. 36 days) were longer in patients 

with the complex disease. Postoperative complication rates, pain scores, and quality of life scores 

between the two groups did not differ. Unroofing curettage may be a good first-choice treatment 

for both simple and complex sacrococcygeal pilonidal disease. 
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1. Introduction 

Sacrococcygeal pilonidal disease (SPD) is a well-recognized chronic inflammatory 

condition that affects young adults; its estimated incidence in the United States is 26 per 

100,000 population. The etiology and optimal treatment of this disease, which is com-

monly encountered in clinical practice, have been controversial since Mayo first described 

it in 1833 [1,2]. SPD is an umbrella term for different disease stages ranging from asymp-

tomatic simple midline pits or sinus orifices to complex chronically inflamed cavities with 

multiple fistula tracts to treatment failure [3]. Different stages of the disease may be ap-

propriate for different treatment modalities [4]. 

 Currently, there are numerous treatment options ranging from non-surgical meth-

ods to extensive flap procedures [2]. However, overly elaborate treatment strategies may 

turn this easily treatable disease into a long-term surgical ordeal, causing worse compli-

cations than the primary disease itself [4,5]. The most likely and expected outcome is an 

early discharge from the hospital after surgery, a prompt return to school or work, and a 

low probability of recurrence. 

The most important long-term cause for concern when treating SPD is recurrence, 

and previous evidence suggests that unroofing curettage (UC) is associated with a low 

recurrence rate in patients with SPD despite this procedure’s average recovery period of 

7 weeks [3,6]. However, while UC is considered safe and effective for treating simple SPD, 

its suitability for treating complex SPD remains undermined and controversial. This study 

aimed to investigate the outcomes of patients who underwent UC as the primary inter-

vention for simple or complex SPD. To the best of our knowledge, this study is the first to 
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determine and compare the efficacies and outcomes post-UC in patients categorized into 

simple versus complex SPD groups. 

2. Materials and Methods 

2.1. Trial design 

 We performed a prospective observational study conducted at the Department of 

Surgery of the Diskapi Training and Research Hospital in Ankara, Turkey. The local ethics 

committee of the institution approved the study protocol (number 27/02, dated March 22, 

2016), and written informed consent was obtained from all participants. The trial was reg-

istered with ClinicalTrials.gov (NCT05339828). The study protocol was devised according 

to the “Strengthening the Reporting of Observational Studies in Epidemiology” (STROBE) 

guidelines [7]. The study was performed in accordance with the ethical standards laid 

down in the Declaration of Helsinki. 

2.2. Participants and eligibility criteria 

Consecutive patients aged 18 years or older who applied for simple and complex 

SPD treatment between April 2016 and September 2018 and preferred the UC surgery 

from among the treatment options (e.g., phenol application, open healing modalities, mid-

line, and off-midline closure methods) offered by the physician blind to research, were 

considered eligible. There is no universally accepted classification system for the different 

stages of SPD [3]. This study used Tezel's classification system for patient selection and 

enrollment, which covers all stages of the disease (Table 1) [8]. Accordingly, simple SPD 

was defined as symptomatic sinus orifice(s) within the natal cleft boundaries. Complex 

SPD was defined as multiple pits and multiple fistula tracts on and outside the natal cleft. 

Asymptomatic SPD patients were suggested conservative methods (e.g., hair removal, lo-

cal epilation) and excluded from the study. Recurrences, including various conditions 

ranging from a simple 1-cm tract to extensive complex disease, were excluded because 

they were in a different category. İn addition, patients with acute pilonidal abscess, un-

controlled diabetes mellitus, immunosuppressive or coagulation disorders, pregnancy 

and/or lactation, and/or other acute surgical diseases were excluded. 

Table 1. Sacrococcygeal pilonidal disease classification. 

Type Disease stage Definition and recommendation 

Type 1 Asymptomatic disease 

Asymptomatic pit(s) are almost always within the natal 

cleft without a history of an abscess. Conservative meth-

ods (e.g., hair removal, local epilation) are suggested. 

Type 2 
Acute pilonidal ab-

scess 
It should be drained with a lateral incision. 

Type 3 Simple disease 

Symptomatic pits with a history of discharge and/or ab-

scess drainage within the borders of the natal cleft; sur-

gical treatments are suggested. 

Type 4 Complex disease 

Extensive disease in which, in addition to type 3, one or 

more sinus openings are outside the natal cleft. There is 

usually a history of multiple abscess formation and 

drainage. Surgical treatments are suggested. 

Type 5 Recurrent disease 

Discharge and formation of new sinus openings after 

healing with any treatment. Treatment options should 

be offered according to the degree of the disease for re-

currences, which can include various conditions ranging 

from a simple 1 cm tract to extensive complex disease. 
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2.3. Sample size  

There was no sample size evaluation based on power analysis. Rather, we evaluated 

all patients diagnosed with SPD at an outpatient clinic for potential enrollment during the 

study period. Of the 308 consecutive patients assessed for eligibility, 241 met the inclusion 

criteria. After 38 of these patients were lost to follow-up, data from 203 individuals were 

analyzed; their details are shown in Figure 1. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Flow chart of patient selection. 

Patients assessed for eligibility (n=308) 

Excluded (n=67) 

       33 Asymptomatic 

sacrococcygeal pilonidal disease (SPD) 

       12 Recurrences          

       11 Acute pilonidal abscesses 

         9 Declared not to comply with 

Analyzed (n=74) 

 

 

Lost to follow-up (n=9) 

 Died from coronavirus disease 2019 

(n=1) 

 Refused further contact (n=8) 

Number of participants in the complex SPD 

group (n=83) 

Lost to follow-up (n=29) 

 Refused further contact (n=29) 

 

Number of participants in the simple SPD 

group (n=158) 

Analyzed (n=129) 

 

 

Participants (n=241) 
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2.4. Medical and demographic history 

Each participant underwent detailed clinical history documentation and was sub-

jected to a thorough physical examination. The following demographic and clinical data 

were recorded on the patient follow-up form: age, sex, body mass index (BMI), smoking 

status, comorbidities (diabetes mellitus, hypertension, coronary artery disease, chronic 

obstructive lung disease, renal failure, autoimmune diseases), previous abscess drainage, 

number of primary and secondary sinus orifices, widest diameter of the sinus, preopera-

tive visual analog scale (VAS) pain score, and duration of surgery. 

2.5. Outcome measures 

The primary outcome measure of the study was recurrence, while the secondary out-

come measures were the VAS scores for pain, time to return to work or school, and com-

plete healing time. 

2.6. Surgical procedure 

All procedures comprised outpatient surgeries, and antibiotic prophylaxis was not 

administered. Surgery was performed with the patient lying in the prone position under 

local anesthesia. The nursing team shaved the surgical site; thereafter, adhesive tapes were 

used to pull the buttocks apart laterally and expose the intergluteal sulcus. A povidone-

iodine solution was used for surgical site disinfection. Next, a local anesthetic agent com-

prising a solution of lidocaine (20 mg/mL) and adrenaline (0.0125 mg/mL) (Jetokain, 

Adeka İlaç Sanayii, İstanbul, Turkey) was diluted with distilled water in a 1:2 ratio and 

injected. The tract was identified by passing small artery forceps along its length and was 

then opened by cutting directly down onto the forceps. The sinus and all its tracts were 

completely unroofed, and the base was curetted to remove all necrotic content, hair, and 

granulation tissue using a dry gauze. The fibrotic back wall was left as intact as possible 

to avoid delayed healing. Hemostasis was achieved using diathermy with no drainage 

needed. The open wound was covered with a simple dressing comprising gauze soaked 

to saturation with 0.9% sodium chloride. 

Unlike some other surgeries, our UC method did not include marsupialization and 

excision of the wound edges, as these would prolong surgery and increase postoperative 

pain. Moreover, marsupialization sutures can be spontaneously pulled post-surgery. We 

did not cut the wound edges to prevent early bridging (as some surgeons do) because 

frequent dressing of the wound is sufficient to prevent premature bridging [6]. 

2.7. Postoperative care and follow-up 

The surgeon who performed the UC procedure was excluded from data collection. 

Additionally, the researcher evaluating the postoperative follow-up and outcomes was 

blind to the patient enrollment. All patients were discharged on the same day as the pro-

cedure and were prescribed an analgesic containing diclofenac sodium (50 mg bid) within 

safe dosing limits if they experienced pain. The physician changed the dressings in the 

outpatient clinic for the first 3 days, during which the dressing technique was taught to 

the patients’ relatives, who would then perform daily dressings at home. After irrigation 

with 10 ml of 0.9% sodium chloride once a day, the end of dry gauze was packed inside 

the wound, and the dressing was changed. Thereafter, the physician checked the wound 

during weekly visits to the outpatient clinic, whereupon the early skin bridges were sep-

arated and dressed. The gluteal area was kept devoid of hair during the first year with 

home use of a depilatory cream by the patients. 

The extent of pain was evaluated by determining the VAS score at 24 and 48 hours 

post-surgery. The patients maintained a diary in which any pain experienced with each 

dressing was scored (VAS 0–100 mm). After completing recovery, the mean VAS score 

was recorded in each patient’s follow-up record. 

Healing time was calculated as the interval between surgery and complete epitheli-

alization and wound closure. Patients were summoned to the hospital in the second 

month to document time to pain-free walking, time to pain-free sitting, and the time to 
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return to work or school using a specially designed questionnaire. The Short Form-36 

Health Survey (SF-36) was also administered during this visit to assess the quality of life 

(QoL). 

Subsequent follow-ups were performed at 3, 6, 12, 24, 36, 48, and 60 months post-

surgery. Additionally, the patients were told to contact us in the event of any new symp-

toms related to their wounds. After healing was complete, any new sinus orifice or dis-

charge from the wound was defined as disease recurrence. 

2.8. Statistical analysis 

SPSS for Windows version 22.0 (IBM Corp, Armonk, NY, USA) was used for statisti-

cal analysis. The Mann-Whitney U-test was used to compare measured variables between 

groups. Chi-square and Fisher's exact tests were used to analyze the relationships between 

categorical variables or differences between groups. Qualitative variables are presented 

as frequencies (percentages), while quantitative variables are presented as means (stand-

ard deviations) or medians (minimum-to-maximum). The relationship between VAS pain 

scores and QoL was examined using the Spearman rank correlation test. Univariate lo-

gistic regression analysis was performed to identify risk factors for recurrence. Accord-

ingly, variables with a significance level of 0.25 or lower were subjected to multivariate 

logistic regression analysis, in which the associated odds, 95% confidence intervals, and 

p-values were calculated. A p-value <0.05 was considered statistically significant. 

3. Results 

The mean age of the patients was 26 SD9.2, and 82.3% of the patients were men. The 

mean BMI was 27 SD5.5 kg/m2, and 25.6% of the patients were obese (BMI of >30 kg/m2). 

Moreover, 50.2% of the patients were current smokers, and 5.9% had a concomitant dis-

ease, as shown in Table 2. The number of patients with simple and complex SPD was 129 

and 74, respectively (10:6 ratio). Other clinical features are presented in Table 2. 
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Table 2. Demographic and clinical characteristics of patients with sacrococcygeal pilonidal dis-

ease. 

Parameter All cohort 

(n=203) 

Simple SPD 

(n=129) 

Complex SPD 

(n=74) 

p-value* 

Age (years) 26±9.2 25.3±8.9 27.3±9.6 0.14 

Sex (male/female)  167/36 107/22 60/14 0.74 

Body mass index (kg/m2) 

Obesity (BMI > 30 kg/m2) 

27±5.5 

52 (25.6%) 

25.9±5.4 

24 (18.6%) 

28.8±5 

28 (37.8%) 

<0.001 

0.03 

Smoking status 102 (50.2%) 64 (49.6%) 38 (51.4%) 0.81 

Concomitant disease  12 (5.9%) 8 (4.8%) 4 (10.8%) 0.32 

         Diabetes mellitus 6 (3%) 2 (1.6%) 4 (5.4%) 0.12 

         Hypertension 2 (1%) 1(0.8%) 1(1.4%) 0.69 

         Chronic obstructive pulmonary disease 2 (1%) 1(0.8%) 1(1.4%) 0.69 

Number of primary sinus orifices 3 (1–8) 2 (1–6) 4 (2–8) <0.001 

Number of secondary sinus orifices 1 (0–4) 0 (0–1) 2 (2–4) <0.001 

Widest distance between sinus orifices (mm) 32 (13-72) 21 (13-48) 47 (34-72) <0.001 

Previous abscess drainage (D incision) 77 (37.9%) 13 (10.1%) 64 (86.5%) <0.001 

Duration of surgery (min) 13.4±3.6 12.2±3.6 15.4±2.7 <0.001 

Time to pain-free sitting, days 2.2±1.4 2±1.3 2.5±1.5 0.01 

Time to pain-free walking, days 2.2±1.8 2±1.9 3.3±2.3 <0.001 

Time to return to daily activities, days 3.1±3 2.9±3.4 4±2.1 0.01 

Time to return to work or school, days 8.4±3.7 7.7±3.9 9.8±2.8 <0.001 

Time to complete healing, days 38 (18-57) 36 (18-51) 44 (33-57) <0.001 

Postoperative complication rate 9 (4.4%) 4 (3.1%) 5 (6.8%) 0.22 

          Early bridging 7 3 (2.3%) 4 (5.4%) 0.24 

          Hemorrhage 2 1 (0.8%) 1 (1.4%) 0.45 

VAS pain scores (0–100 mm)     

          Preoperative  19.7±9 18.3±9.5 20.4±8.3 0.12 

          24 h  33±16.6 32.2±17.8 34.2±14.2 0.41 

          48 h  29.8±11.3 29.3±12.3 34.2±14.2 0.44 

          With wound dressing 52.2±11 51.5±11 53.4±10.8 0.25 

Follow-up time (months) 53 (36–67) 54 (37–66) 52 (36–67) 0.18 

Recurrence 10 (4.9 %) 5 (3.9%) 5 (6.8%) 0.36 

Data are presented as mean ± standard deviation, median (minimum-to-maximum), or numbers (percentages).  

*The p-value for simple versus complex SPD. 

SPD, sacrococcygeal pilonidal disease; BMI, body mass index; VAS, visual analog scale  

The mean duration of surgery was 13.4 SD3.6 min, whereas the mean durations to 

pain-free sitting, pain-free walking, return to daily activities, and return to work or school 

were 2.2 SD1.4 days, 2.2 SD1.8 days, 3.1 SD3 days, and 8.4 SD3.7 days, respectively. The 

rate of postoperative complications (none of which required hospitalization) was 4.4%. Of 

the nine patients with complications, two had a hemorrhage in the first 24 hours postop-

eratively, were taken back to the operating room, and treated with hemostasis and dress-

ing, while seven experienced early bridging and were treated with wound debridement 

and dressing at the outpatient clinic. The time to complete healing was 38 days (Table 2). 

There was a significant negative correlation between the VAS pain scores with dressing 

and the QoL scores for pain at the end of 2 months per the Spearman rank correlation test; 

although the VAS pain score with dressing was also negatively correlated with other QoL 

indicators, none of these associations were significant (Table 3). The median follow-up 

time was 53 months (range, 36–67 months), during which time 10 patients (4.9%) experi-

enced recurrence (Table 2). Seven recurrences were detected between 18 and 36 months 
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and three between 40 and 57 months. Among them, five patients were treated with UC, 

three with Limberg flap, and two with crystallized phenol. During the follow-up period, 

none of the patients in the study group had a persistent (non-healing) pilonidal disease. 

The comparisons of the outcomes of patients with simple versus complex SPD are 

presented in Table 2. Obesity (i.e., BMI > 30 kg/m2), number of primary and secondary 

sinus orifices, the widest distance between sinus orifices, and previous abscess drainage 

rate were significantly higher among patients with complex SPD than among those with 

simple SPD. Moreover, the duration of surgery, the durations to pain-free sitting, pain-

free walking, return to daily activities, and return to work or school and complete healing 

time were significantly longer among patients with complex SPD. There were no signifi-

cant differences in postoperative complication rates and VAS pain scores between patients 

with simple versus complex SPD; the rate of recurrence was higher in the latter group, 

albeit not significantly (6.8% vs. 3.9%, p=0.36) (Table 2). Comparative QoL scores of pa-

tients with simple versus complex SPD at 2 months post-surgery were similar (Table 3). 

Table 3. Mean quality of life scores and Spearman’s rank correlation analysis of the association be-

tween Short Form 36 domain scores and visual analog scale pain scores with wound dressing at 2 

months after surgery in patients with sacrococcygeal pilonidal disease. 

Data are presented as mean ± standard deviation.  

*Rank correlation coefficients were statistically significant (p<0.05). 

SPD, sacrococcygeal pilonidal disease; SF-36, Short Form 36  

 

On univariate logistic regression analysis of UC in patients with simple versus com-

plex SPD, obesity (i.e., a BMI >30 kg/m2), diabetes mellitus, and early bridging were found 

to be risk factors for recurrence. However, only early bridging was significant in multi-

variate analysis (Table 4). 

  

SF-36 quality of life measures All cohort 

(n=203) 

Spearman’s rho p-value  Simple SPD 

(n=129) 

Com-

plex 

SPD 

(n=74) 

p-value 

General health                 62.6±6.7 -0.044 0.54  62.4±6.5 63.8±7.5 0.23 

Energy/fatigue                67.8±8.9 -0.043 0.54  67.8±8.8 67.5±9.3 0.85 

Pain                                 53.3±10 -0.624 <0.001*  53.3±9.7 53.6±11.6 0.83 

Emotional well-being       76.8±7.8 -0.052 0.46  76.6±7.9 77.6±7.4 0.47 

Physical functioning 75.6±17.6 -0.028 0.695  75.8±17.2 75±19.7 0.81 

Social functioning                                                                                   76.7±12.9 -0.070 0.32  76.5±13.3 77.6±11 0.64 

Physical role   74.2±10.6 -0.017 0.81  74.3±10.7 73.4±10.1 0.62 

Emotional role                             82.9±10.5 -0.021 0.77  82.6±10.5 84.3±10.7 0.36 
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Table 4. Logistic regression analysis of potential risk factors for recurrence in patients with sacro-

coccygeal pilonidal disease. 

Risk factors 

Univariate analy-

sis 
  

Multivariate 

analysis 
 

OR [95% CI] p-value  OR [95% CI] p-value 

Male sex 
5.226 [1.427–

19.132] 
0.013*  

5.596 [0.714–

43.846] 
0.101 

Currently 

smoking  
0.103 [0.13–0.831] 0.033*  

0.643 [0.086–

1.437] 
0.26 

Obesity (BMI > 

30 kg/m2)  
0.209 [0.056–0.771] 0.019*  

0.485 [0.049–

4.752] 
0.534 

Diabetes melli-

tus  
0.085 [0.013–0.532] 0.008*  

0.102 [0.04–

2.577] 
0.166 

Previous ab-

scess drainage 
0.595 [0.167–2.126] 0.424  - - 

Complex dis-

ease 
0.556 [0.156–1.990] 0.367  - - 

Early bridging  2.143 [1.313–3.516] 0.003*  
2.862 [1.226–

4.317] 
0.001 

OR, odds ratio; CI, confidence interval; BMI, body mass index  

*Included in the multivariate logistic regression model. 

4. Discussion 

Young and otherwise healthy patients who are made to undergo surgical procedures 

that may result in significant morbidity for SPD can experience a heavy socioeconomic 

burden as a result [9]. The ideal surgical method should be simple, short, cause minimal 

pain, require short or no hospitalization, involve effortless post-surgical care, allow the 

prompt return to work and daily activities, not significantly affect QoL, have a low recur-

rence rate, and be cost-effective [9]. UC meets most of the aforementioned criteria. Various 

cohort and comparative studies that support this opinion and demonstrate the effective-

ness of UC are listed in Table 5. 
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Table 5. Results of various cohort and comparative studies of unroofing curettage for treatment of 

sacrococcygeal pilonidal disease. 

Trial 

Procedure 

(No. of pa-

tients) 

Type of 

anesthesia 

Duration 

of surgery 

(min) 

mean±SD 

Hospitali-

zation 

time 

(days) 

mean±SD 

Follow-up 

time 

(months) 

mean±SD 

or  

median 

(min;max) 

Rate of 

postopera-

tive wound 

complica-

tions 

Time to re-

turn to 

daily activ-

ities (days) 

mean±SD 

Time to re-

turn to 

work 

(days) 

Mean ± SD 

or  

median 

(min;max) 

Time to 

complete 

healing 

(days) 

mean±SD or 

median 

(min;max) 

No. and rate 

(%) of re-

currence  

Kepenekci 

et al. 

2010.6  

Unroofing cu-

rettage (297) 

LA (251)  

SA (30)  

GA (16) 

 

15±4 NR 54±28 NR 1 3±1 35±7 6 (2.7%) 

Karakayali 

et al. 

2009.12 

Unroofing (70) 

Limberg (70) 

SA (All 

patients) 

53.1±20 

89.3±31 

1.3±0.5 

1.6±0.8 

15.  

Min >12  

2 (2.9%) 

9 (12.9%) 

7.8±4.3 

15.8±8 

11.2±5.8 

17.9±9.3 

43.8±20.9 

23.7±11.2 

0 

1 (1.4%) 

Gen-

cosmanogl

u et al. 

2005.13 

Unroofing and 

marsupializa-

tion (73) 

Primary clo-

sure (69) 

GA (All 

patients) 

36±12 

34±7 
NR 47 (24-69) 

2 (2.7%) 

9 (13%) 
NR 

3 (2-8) 

21 (14-63) 

49 (21-102) 

14 (14-72) 

1 (1.4%) 

12 (17.4%) 

Garg et al. 

2015.15 

Unroofing cu-

rettage (33) 

LA (All 

patients) 
22.3±5.6 0 24 (6-46) 1 (3.1%) NR 4.3±3.2 42.9±8.1 2 (6.2%) 

Sahin et al. 

2021.16 

Unroofing 

(135) 

M. Limberg 

(143) 

LA (98) 

SA (37) 

SA (143) 

11.4±3.6 

52.5±7.9 

0.27±0.45 

1.07±0.26 

64.5±14.9 

62.2±13 

3 (2.2%) 

14 (9.8%) 

3.2±3.7 

12.3±7.3 

8.6±7.8 

25±6.3 

35.3±9.2 

23.2±5.4 

2 (1.5%) 

6 (4.2%) 

Presented 

study 

Unroofing cu-

rettage Simple 

disease (129) 

Complex dis-

ease (74) 

LA (All 

patients) 

12.2±3.6 

15.4±2.7 
0 

54 (37–66) 

52 (36–67) 

4 (3.1%) 

5 (6.8%) 

2.9±3.4 

4±2.1 

7.7±3.9 

9.8±2.8 

36 (18-51) 44 

(33-57) 

5 (3.9%) 

5 (6.8%) 

d, days; GA, general anesthesia; LA, local anesthesia; Max, maximum; Min, minimum; NR, not reported; No., number; SA, spinal 

anesthesia; SD, standard deviation; M, modified 

Our prospective observational study analyzed data from a cohort of 203 patients who 

underwent UC for the surgical treatment of simple and complex SPD. Although flap 

methods are associated with lower recurrence rates than primary closure, open healing 

techniques are routinely used in our practice. Additionally, a systematic review by 

McCallum et al. found that the recurrence rate with open healing was 58% lower than that 

following primary closure [10,11]. 

The median complete healing time in our cohort was 38 days; this period ranged 

from 35– 49 days in previous prospective trials, and Garg et al. revealed complete healing 

times of 21–72 days in their meta-analysis [6,12–14]. In our study, the mean duration of 

surgery (13.4 min) was shorter than the 15–53 min duration range in previous trials 

[6,12,13]. Since we did not add procedures such as marsupialization and excision of the 

wound edges to UC, we attribute that to shorter surgical time. Previous trials also revealed 

postoperative complication rates between 0% and 2.9%, but this rate was 4.4% in the pre-

sent study. Garg et al.'s meta-analysis found these rates to be between 0% and 5.6% [6,12–

14]. 

Our study also showed improved outcomes after UC, including no hospitalization, 

shorter operation time, and earlier return to daily activities. The VAS pain scores were 

low at 24 and 48 hours postoperatively, although they were high for dressing changes 

(illustrating one of the disadvantages of UC). Per the SF-36 QoL questionnaire conducted 
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2 months post-surgery, patients who underwent UC reported more pain due to dressing 

changes, but their social and physical functions were not affected. 

Comparing patient outcomes was important for demonstrating the usefulness of UC 

for treating simple and complex SPD. Our data showed that the mean operative time (15.4 

min vs. 12.2 min), time taken to pain-free sitting (2.5 days vs. 2 days), time taken to pain-

free walking (3.3 days vs. 2 days), time taken to return to work (9.8 days vs. 7.7 days), and 

complete healing time (44 days vs. 36 days) were significantly longer in patients with com-

plex SPD than in those with simple SPD. However, compared with the current evidence, 

these durations were acceptable for both groups (Table 5). Additionally, the VAS pain and 

QoL scores in the two groups were similar. While the recurrence rate was 4.9% among all 

cohort patients, it tended to be higher among those with complex SPD than among coun-

terparts with simple SPD, although the difference was not significant (6.8% vs. 3.9%, 

p=0.36). Previous studies revealed recurrence rates between 0% and 2.4% following UC, 

while Garg et al.'s meta-analysis found these rates to be between 0% and 10% [6,12–14]. 

Our results are consistent with their data; however, our findings that the healing time was 

longer for patients with complex SPD and that the recurrence rate was higher, comprise 

novel information in the field of UC. Our multivariate analysis revealed that the risk factor 

for recurrence was early bridging (Table 4). The leading cause of recurrence, early skin 

bridging, can be prevented with regular dressings at weekly physician visits [6]. 

According to our data, the UC procedure had a success rate of 95.1% in all patients, 

including 96.1% in those with simple SPD and 93.2% in those with complex SPD. Thanks 

to the UC method, none of the SPD patients, mostly young and active, had to take a 1-

week antibiotic treatment and rest for 2–3 weeks, away from work and school [17]. Wide 

local excision and flap procedures have high morbidity and long operation time, hospital 

stay, and time to return to work, school, and daily activities (Table 5). UC is a simple and 

straightforward procedure, and based on our findings, may be a good first-choice surgical 

option for simple SPD. Conversely, the flap-based methods may be preferred for patients 

with complex chronic pilonidal diseases and those who experience multiple recurrences 

after other techniques have failed. Our data support a “strong recommendation” based 

on moderate-quality evidence 1B in terms of the grade of recommendation.2 Patients with 

complex SPD can also undergo UC as their initial surgical treatment if both the patient 

and physician concur. Based on the aforementioned recommendation level, flap-based 

methods may be preferable if the SPD recurs post-UC in patients with complex SPD [2].  

Published studies on the outcomes of patients with complex SPD as a separate group 

were unidentified prior to investigation. To the best of our knowledge, our study is the 

first to determine the efficacy and outcomes of UC in patients with simple and complex 

SPD separately. 

Our study had some limitations, including the fact that our patients were not ran-

domized. Moreover, patients with simple SPD outnumbered those with complex SPD (129 

vs. 74). Future prospective randomized studies comparing UC with other open healing 

modalities in treating simple and complex SPD may contribute to further research on op-

timal surgical techniques. 

5. Conclusions 

In conclusion, the promising outcomes of patients in our study who underwent UC 

indicate that this procedure could potentially be a first-choice treatment option for both 

simple and complex SPD. 
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