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Purpose: This study aimed to evaluate the outcomes of the Bascom cleft lift (flap) and the pilonidal pits excision (Gips 
procedure).
Methods: The records of all the patients who underwent pilonidal sinus excision between November 2013 and August 
2017 were reviewed. Inclusion criteria included either pilonidal pits excision or the Bascom cleft lift procedure. All proce-
dures were performed by a single surgeon. Perioperative complications and recurrence rates were reviewed.  
Results: Fifty-three patients met the inclusion criteria. Male/female ratio was 36/17, with a mean age of 23.4 ± 7 years. In 
this study, 21 patients underwent the Bascom cleft lift (skin flap) procedure and 32 underwent the Gips-style operation. 
The mean follow-up was 3.5 months. Twenty-eight patients (52.8%) underwent prior drainage of pilonidal abscess. Eleven 
patients had a previous wide local excision with recurrent disease. A higher rate of recurrence was observed among pa-
tients who underwent pits picking following failure of a previous wide local excision (80% vs. 0%, P = 0.02). Minor wound 
dehiscence developed in 8 patients; all of which were in the Bascom flap group (40% vs. 0%, P < 0.005). All of these 
wounds healed completely between 3 and 6 weeks.  
Conclusion: The Gips procedure is the recommended treatment for simple pilonidal disease. For recurrent pilonidal dis-
ease, the Bascom cleft lift (flap) procedure is an excellent option since it demonstrates a short wound healing time and a 
good success rate. This calls into question the continued use of the wide excision technique used by most surgeons in this 
country and abroad.
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INTRODUCTION

The surgical management of pilonidal disease is in a state of flux 
with a shift away from the larger morbid operations which involve 

wide excision of the sinus containing tissue, down to the post 
sacral fascia combined with either primary or flap closure [1]. 
These larger procedures have favored the use of off-midline clo-
sures which shift the suture line away from the natal cleft, show-
ing a lower recurrence rate when compared with midline closure 
techniques [2, 3]. Off-midline flap procedures (Karydakis, Bas-
com cleft lift, Limberg, and V-Y plasty) have been reported with 
variable success rates [4-7] with published comparisons between 
these types of operations [8-10] and with simple closure [11-13].  

Formal excision and closure procedures result in a varying ne-
cessity for patient hospitalization along with the need for general 
or regional anesthesia and variable use of drains and antibiotics. 
The reported recurrence rates are based upon studies with hetero-
geneous periods of follow-up. 

However, in meta-analyses, recurrences have generally been less 
with open secondary healing methods [14, 15]. Simple pit-picking 
and debridement were described in 1965 by Lord and Millar [16] 
as well as by Bascom [17] with a modification of this procedure 
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revived by Gips et al. [18] who showed rapid healing and low re-
currence rates over a medium- to long-term follow-up. These ini-
tial results of a procedure performed as a day case (ambulatory 
surgery) under local anesthesia have been confirmed by other au-
thors using similar techniques of localized sinusectomy [19], or 
limited removal of pilonidal pits and the underlying soft tissue fis-
tulous tracks with skin trephines [20, 21]. 

Herein, we present a single-center experience of a range of tech-
niques (principally using the Bascom cleft lift procedure or the 
Gips-style operation) with medium-term outcomes for elective 
pilonidal sinus treatment. 

METHODS

Institutional Review Board of Kaplan Medical Center approved 
this study (0053-18-KMC) and waived the need for written con-
sent. The records of all patients who underwent pilonidal disease 
surgery between November 2013 and August 2017 were reviewed. 
All procedures were performed by a single surgeon at a university 
hospital. The medical records were scrutinized for elective piloni-
dal sinus excision using the International Classification of Dis-
eases (ICD) 10 Codes (L.05.9). Acute cases of abscess drainage 
(L05.0) [22] and simple wide local excision were excluded.

The treatment of simple pilonidal disease presenting with small 
pilonidal pits was achieved using the pits picking procedure 
(Gips). For a clinically complex pilonidal disease, the Bascom cleft 
lift procedure (flap) was preferred. 

Perioperative antibiotics prophylaxis (first-generation cephalo-
sporins) were administered 1 hour before incision only for flap 
procedures. Patients undergoing a Bascom flap procedure were 
discharged on amoxicillin/clavulanate 875 mg twice a day for 1 
week postoperatively. All flap procedures were performed under 
general anesthesia with local anesthesia infiltration (0.5% bupiva-
caine + 1:200,000 adrenaline) with patients positioned in the 

prone position. In all cases, the gluteal area was shaved, and an el-
lipse of skin was marked to include the pilonidal complex.

Demographic data of the patients were collated along with the 
incidence of complications and assessment of healing at the 1st, 
3rd, and 6th postoperative weeks. Wound infection was defined 
as erythema and swelling with or without purulent wound dis-
charge. Recurrence was recorded for 2 indications; if the surgical 
wound had initially completely healed and there was a need for 
further operative intervention for repeat excision. Or, if there was 
formation of a new sinus and the presence of hair in a new skin 
opening, in accordance with descriptions by Doll et al. [23].

Surgical techniques
Two types of operations were performed. The choice of procedure 
was at the surgeon’s discretion. The Bascom cleft lift operation [6, 
17, 24] creates a shift of the natal cleft by an eccentric elliptical ex-
cision, using a part of a skin ellipse which was marked preopera-
tively. This accomplishes mobilization of a full-thickness flap, re-
moval of deep abscess granulations, and creation of a shallow cleft 
floor (Fig. 1). This procedure was favored over the Karydakis op-
eration [5, 25] which only shifts skin alone and does not specifi-
cally reduce the depth of the natal cleft. When the Karydakis flap 
was used, the excision was continued down to the postsacral fas-
cia with a straight edge on the side of the flap mobilization along 
with medial mobilization of the flap across the midline. Closed 
suction drains (Jackson Pratt #7) were routinely placed for pa-
tients undergoing a Bascom flap, and were removed after the 
drainage decreased below 25 mL/day. All incisions were closed 
with absorbable subcutaneous Vicryl (Ethicon Corp., Cornelia, 
GA, USA) and subcuticular Monocryl sutures (Ethicon Corp.). A 
pressure dressing was routinely placed over wounds (Fig. 1). 
Dressings were removed on the first postoperative day.

The pits picking (Gips) procedures [18, 20] were all carried out 
in the prone position under a general and local anesthesia combi-

Fig. 1. Bascom cleft-lift procedure. (A) Eccentric skin ellipse excision. (B) Superficial flaps are established to reduce the depth of the gluteal 
cleft and to shift the suture line off the midline. (C) The wound after 6 weeks.

A B C



Annals of

Coloproctology

www.coloproctol.org

Volume 37, Number 2, 2021

Ann Coloproctol 2021;37(2):109-114

111

nation as described before. Initial probing delineated of the depth 
and direction of the tracks, followed by coring out these areas us-
ing a Seamless Premier Uni-Punch Disposable Biopsy trephine 
(Premier Medical, Plymouth, PA, USA) of 3 sizes (4-, 6-, and 
8-mm diameter) depending upon the pit size. Adjacent pits were 
excised simultaneously with the larger trephine. Attempts were 
made to remove all epithelialized openings and scarred fistulae 
(Fig. 2). The goal was to thoroughly clean all of the cavities and 
associated tracks of hair, debris, and granulation tissue. A gauze 
pad on a mosquito clamp was passed through all wounds for vig-
orous debridement. Patients were observed in the post-anesthesia 
care unit for bleeding prior to discharge. Follow-up visits were 
performed in the outpatient surgery clinic. When complete heal-
ing was observed after 6 weeks (on average), the patients were 
subsequently referred for local laser hair removal treatment.

Statistical analysis
The Student t-test, as well as the nonparametric Mann-Whitney 
test, was used in order to compare quantitative variables between 
2 independent groups. For more than 2 groups, the ANOVA pro-
cedure was used. In order to assess the association between cate-
gorical variables, the chi-square and the Fisher exact tests were 
used. All tests applied were 2-tailed, and a P-value of 5% or less 
was considered statistically significant.

RESULTS

One hundred 35 patients underwent pilonidal sinus surgery dur-
ing the study period, of which, 53 met the inclusion criteria (Table 
1). The male/female ratio was 36/17, with a mean age of 23.4± 7 

years. Of these, 21 patients underwent a flap procedure (20 Bas-
com flap and 1 Karydakis flap; male/female, 14/7; mean age, 
23.7± 3.4 years). Whereas, 32 patients underwent the Gips-style 
procedures (male/female, 22/10; mean age, 23.5± 7.2 years).  

All procedures were performed in an ambulatory surgery center. 
The mean follow-up was 3.5 months (range, 1 to 12 months). 
Twenty-eight patients (52.8%) underwent prior drainage of pilo-
nidal abscess. Eleven patients (20.7%) had a history of a previous 
wide local excision operation with recurrent disease. From this 
cohort, the pits excision was performed in 5 patients and the Bas-
com flap was performed in 6 patients. All cases of recurrent dis-
ease occurred in the pits-excision (Gips) group (4 patients). Mi-
nor wound dehiscence developed in 8 patients from the Bascom 
flap cohort (38% vs. 0%, P < 0.005). All wounds subsequently 
healed completely between 3 and 6 weeks. Surgical failure with 

Table 1. Demographic and clinical characteristic of patients 

Variable All cases Bascom flap Pits excision P-valuea

Patient 53 (100) 21 (39.6) 32 (60.4)

Age (yr) 23.4 ± 7.0 23.7 ± 3.4 23.5 ± 7.2 0.875

Sex 0.875

   Male 36 (67.9) 14 (66.7) 22 (68.8)

   Female 17 (32.1) 7 (33.3) 10 (31.3)

Previous drainage 0.085

   Yes 28 (52.8) 8 (38.1) 20 (62.5)

   No 25 (47.2) 13 (61.9) 12 (37.5)

Previous WLE 11 (20.8) 6 (28.6) 5 (15.6) 0.351

Follow-up (mo) 3.5 ± 2.89 (1–12) 3.4 ± 2.7 (1–12) 3.6 ± 3.1 (1–12) 0.978

Values are presented as number (%) or mean ± standard deviation (range).
WLE, wide local excision.
aMann-Whitney test.

Table 2. Surgical outcome, postoperative complication and recurrence 
rate

Variable
Bascom flap 

(n = 21)
Pits excision 

(n = 32)
P-valuea

Healing time (wk) 5.7 ± 3.4 5.4 ± 3.0 0.812

Operation time (min) 25. 4 ± 16.0 26.4 ± 16.3 0.287

Wound infection 2 (9.5) 3 (9.4) 0.986

Dehiscence 8 (38.1) 0 (0) < 0.005

Failure 0 (0) 8 (25.0) 0.014

Reoperation 0 (0) 3 (9.4) 0.152

Recurrence overall 6 (28.6) 5 (15.6) 0.260

Recurrence of cases that have previous 
WLE (n = 11) 

0/6 (0) 4/5 (80.0) 0.020

Values are presented as number (%) or mean ± standard deviation (range).
WLE, wide local excision.
aMann-Whitney test.

Fig. 2. Gips-style trephine procedure. (A, B) Minimalist excision of 
the scarred track. (C) Appearance of the pits after excision. (D) Stan-
dard gauze roll pressure dressing used for all operations.
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recurrent disease, only occurred in the pits-excision group (8 pa-
tients, 25% vs. 0%; P= 0.014). Of these failed cases, 6 patients had 
previously undergone incision and drainage of a pilonidal abscess. 
In addition, 4 of these patients had previously undergone wide lo-
cal excision, as mentioned earlier (Table 2).

Three of the patients who developed recurrent disease under-
went redo surgery. One patient underwent a pits excision (Gips). 
The second patient underwent a wide local excision at another 
hospital; whereas, the third patient required incision and drainage 
of a pilonidal abscess. 

DISCUSSION

This small single surgeon experience of pilonidal disease surgery 
demonstrates an excellent medium-term outcome for both the 
selective use of the Bascom cleft lift procedure (flap) as well as for 
the minimal Gips-style pit-excision operation. The aims of sur-
gery in these predominantly young patients are to minimize the 
community cost imposed by work absences, to reduce the need 
for dressing changes and postoperative visits, and to reduce the 
overall complications of management including the incidence of 
recurrence. The ideal operation for pilonidal disease should be 
relatively simple with the shortest hospital stay possible, affording 
rapid healing, minimal postoperative pain, a low recurrence rate, 
and an acceptable cosmetic appearance.

The typical procedures used for pilonidal sinus management 
(open wounds, suture closed wounds, and flaps) are not strictly 
comparable as the management philosophy will directly affect the 
length of hospital stay, the need for postoperative visits, the re-
quirement for painful dressing changes, and the overall recorded 
healing time. For some of these procedures, the advantage of 
same-day surgery may be obviated by a longer convalescence and 
the requirement for secondary surgery. Our results of the Bascom 
cleft lift flap with an off-midline closure compare favorably with 
large reported studies [2, 3, 14]. With the Bascom operation, it is 
recommended that extension of the lower end of the excision 
should be conducted laterally away from the postanal area so as to 
avoid the need to close deeper postanal wounds which are typi-
cally accompanied by delayed healing and more wound-related 
morbidity. This type of approach is more in keeping with Bas-
com’s assertion that there is merit in reshaping the gluteal cleft. 

Whereas, with the simpler sinusectomy (Gips pits excision) op-
eration, the deeper tissues are left in place without a need to fash-
ion thick flaps [24]. The Gips technique is comparatively easier to 
perform and to teach compared to the more complex flap opera-
tions and is associated with a relatively brief healing time and a 
low recurrence rate [9, 10, 25, 26]. When the Bascom cleft lift op-
eration is performed, an attempt is made to reduce the amount of 
excision of surrounding healthy fatty tissue and to confine the ex-
cision to sinus tissue only. Such an approach which minimalizes 
the soft-tissue excision during flap construction is associated with 
less wound dehiscence and infection in nonrandomized studies 

[26, 27] and with less morbidity than a typical Karydakis proce-
dure [28]. We routinely used wound drainage for the Bascom flap, 
with Jackson Pratt #7 drains, although it has been recently shown 
that drain usage may be obviated by a compressive short-term tie-
over dressing [29]. Future management should assess the poten-
tial benefit of selective drain use which will likely affect the risk of 
delayed infection and overall costs. 

In accordance with the theory of pilonidal sinus disease as an 
epidermal rather than a deep tissue problem, our initial results 
with the Gips-style pit excision have been favorable and this oper-
ative success is in keeping with other reports [18, 20, 21]. Recur-
rence may effectively be treated with a repeat Gips procedure al-
though this has been variably used in between one-third of cases 
in a large series by Di Castro et al. [20] (2,347 cases with 137 re-
currences) and in 76.9% of the recurrent cases as reported by Gips 
et al. [18] (1,358 cases with 54 reoperated patients). In both series, 
as in our cases, surgical flap alternatives are reserved for more ex-
tensive or bilateral recurrences. The punch trephines operate as 
facile debridement instruments which provide functional drain-
age ports and which leave adjacent healthy tissue in place permit-
ting a supportive peri-fistula structure and allowing more sym-
metric and cosmetic healing without lateral traction. 

Our study has several important limitations. There are only a 
small number of patients who have been retrospectively assessed 
with only a medium-term follow-up. In this respect, the majority 
of recurrences in pilonidal sinus will occur within the first 2 years 
after surgery [23]; however, late recurrence is well recorded. As 
the surgeon (AP) is one of several surgeons performing flap sur-
gery for pilonidal sinus in Israel, it is expected that patients with 
recurrence will return to our clinic. Initially, our surgical unit per-
formed the minimal Bascom procedure; however, we switched to 
the Gips operation which appeared simpler and more efficient 
with reduced operative time. The problem of inferior wound sep-
aration of the perianal part of the Bascom flap was eliminated by 
the placement of interrupted skin sutures in this area. Despite the 
limitations of clinical comparison, our cases were not randomized 
to different surgical procedures. It is accepted that a comparative 
prospective randomized controlled trial is required in order to see 
the beneficial effects of the more minimalist style surgery and the 
potential ancillary cost benefits. In this regard, there are currently 
very few randomized studies assessing the different surgical treat-
ments for chronic pilonidal disease [3] and future designs will 
need to also incorporate a video-assisted arm of treatment. In 
summary, the minimalist Gips-style operation is effective for elec-
tive pilonidal sinus with a Bascom cleft lift procedure associated 
with excellent results when reserved for more extensive disease. 
Our experience presented here represents the only Israeli surgical 
unit performing selective flap surgery for recurrent or compli-
cated pilonidal disease. In general, wide local excision of relatively 
healthy tissue is unnecessary and it is salutary to heed the words 
of Patey [30] who wrote back in 1970 that it was “not essential for 
cure”. His further adage “Don’t take a hammer to swat a fly” re-
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mains, however, in the face of newer more minimalist and endo-
scopic approaches, as true today as when it was first articulated.  

Both Bascom cleft lift and pits picking are safe and effective 
treatment for pilonidal disease. Even though the Bascom flap car-
ries a slightly higher morbidity rate, it should be considered 
among patients who previously failed wide local excision of pilo-
nidal disease. 
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