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Pessaries and rectovaginal fistulae: consequences of delayed clinical
follow-up in the Covid-19 pandemic
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Abstract
Introduction and hypothesis While 2017 guidelines from The American College of Obstetricians & Gynecologists called for
pessary replacement every 3 to 4 months, a recent study in Obstetrics and Gynecology suggested that uninterrupted pessary use
up to 6 months is not an independent risk factor for development of pessary-related complications.
Methods Our recent experience throughout the Covid-19 pandemic highlights the potential ramifications of delayed clinical
follow-up.
Results During the Covid-19 pandemic, 3 of our patients developed rectovaginal fistulae secondary to Gellhorn pessary erosion
in the context of delayed clinical follow-up. Our patients had previously attended routine appointments every 3 months without
complications until missed appointments secondary to the pandemic led to fistulae formation.
Conclusion We believe that delayed clinical follow-up of pessary management beyond 3 months due to the Covid-19 pandemic
may lead to fistula complications in elderly women with Gellhorn pessaries.
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Introduction

Vaginal pessaries are considered to be an appropriate conser-
vative and minimally invasive option for symptomatic treat-
ment of pelvic organ prolapse and/or urinary incontinence in
women [1]. Pessaries have been shown to reduce symptoms of
urinary incontinence, vaginal bulge, and pelvic pressure in
women by 22–46%, 70–90%, and 29–49%, respectively
[2–4]. We have previously reported on the benefits of pessary
use in patients with advanced pelvic organ prolapse [5].
Pessaries are primarily made of medical-grade silicone and
come in various shapes and sizes; these include ring,
Gellhorn, cube, Shaatz, Inflatoball, and donut pessaries,
among others [4].

Current literature varies dramatically in its estimation of the
prevalence of complications associated with pessaries. While

one study found that 73.1% of women using a pessary expe-
rienced at least 1 complication, another found that 88.5% of
women experienced no complications [6, 7]. Some of the
more commonly cited complications include vaginal erosions
and vaginal infection (8.9% and 2.5%, respectively, in one
study) [7]. Vaginal estrogen therapy is often recommended
in conjunction with a pessary in peri- and postmenopausal
women to reduce the incidence of vaginal erosion [1]. Other
more serious potential complications include fistula forma-
tion, fecal impaction, hydronephrosis, and urosepsis [8]. A
literature review conducted in 2008 determined that 91.3%
of these major complications were related to a neglected pes-
sary [9]. As a result, 2017 guidelines from The American
College of Obstetricians and Gynecologists (ACOG) called
for routine clinical follow-up every 3 or 4 months for pessary
replacement in women who are unable to do so independently
[10]. However, a more recent study published in ACOG’s
Obstetrics and Gynecology determined that routine pessary
follow-up every 6 months was noninferior to follow-up every
3 months based on the observed prevalence of complications
of pessary use [11]. This randomized noninferiority trial in-
cluded 130 women with ring, Gellhorn, or incontinence dish
pessaries in place, but notably excluded women with erosion
of the vaginal epithelium from participation. The study found
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that uninterrupted pessary use for up to 6 months is not an
independent risk factor for development of vaginal epithelial
erosion in the patient population studied. However, as the
study points out, its main outcome measure was predicated
on a rating system of vaginal epithelial abnormalities which
has not been validated [11]. While the study claims that its
results are generalizable to the majority of women undergoing
office-based pessary care, this generalizability cannot extend
to women with pre-existing epithelial erosion secondary to
vaginal atrophy, which is likely more common in the elderly
population. Regardless, this study, in conjunction with the
Covid-19 pandemic, likely led to fewer routine follow-up
visits for women with pessaries in place throughout the pan-
demic. In this case series, we highlight the potential ramifica-
tions of such a change in the guidelines for routine pessary
care: within the last 9 months, 3 of our patients developed
rectovaginal fistulae secondary to pessary erosion of the vag-
inal wall due to delayed clinical follow-up.

Cases

The first patient is a 99-year-old G2P2 female with no signif-
icant past medical history. She had her initial pessary placed
prior to July 2017 for symptomatic pelvic organ prolapse with
incomplete voiding. Her initial pessary was a 3 ½-inch
Gellhorn long-stem pessary. From the time her pessary was
placed until January 2020, she attended routine clinical
follow-up appointments approximately every 3 months.
Throughout that time, her pessary was changed first to a 3
¼-inch Gellhorn and finally to a 3-inch Gellhorn because
she became newly wheelchair-bound and it became increas-
ingly difficult to remove her pessary. Beginning in November
2017 and persisting through April 2019, the patient was found
to have minor vaginal spotting on removal and cleaning of the
pessary at these routine follow-up appointments secondary to
postmenopausal atrophic vaginitis, despite her use of vaginal
estrogen therapy. At each visit, hemostasis was achieved
using topical silver nitrate, and the patient was encouraged
to continue using vaginal estrogen therapy to treat her atrophic
vaginitis and thus prevent vaginal epithelial erosion.
Throughout this period, the patient remained very pleased
with her pessary and she noted normal urinary and bowel
function with the pessary in place. Beginning in January
2020, the patient’s routine clinical follow-ups became less
frequent because of the Covid-19 pandemic. After a routine
follow-up in late January, the patient returned 3 ½ months
later in early May. Her physical examination was benign at
this visit, and she was again encouraged to return in 3 months
for further follow-up. Due to the pandemic, the patient did not
return for almost 4 ½ months. In late September 2020, the
patient returned to the office with complaints of vaginal dis-
charge for 2 weeks. On physical examination, the patient was

noted to have discharge of feculent material from a midline
2 cm × 1 cm rectovaginal fistula secondary to pessary erosion
of the posterior vaginal wall. At the time, the patient’s pessary
was removedwithout replacement and the patient was referred
to colorectal surgery. Due to the patient’s advanced age and
increased risk of perioperative morbidity and mortality, the
patient agreed to medical management of symptoms with a
high-fiber diet, as-needed vaginal douching, and antibiotic
prophylaxis for urinary bacterial suppression.

The second patient is an 80-year-old G3P3 female with a
past medical history of atrial fibrillation, mitral regurgitation
secondary to mitral valve prolapse, recurrent urinary tract in-
fection, pulmonary embolism, irritable bowel syndrome,
Sjögren’s syndrome, and Barré-Liéou syndrome. The patient
initially had a 3 ¼-inch Gellhorn long-stem pessary placed in
September 2017 for symptomatic relief of cystocele,
rectocele, and uterovaginal prolapse. The patient tolerated
the pessary well and was satisfied with the relief of her symp-
toms for several years. At a routine pessary follow-up visit in
March 2019, the patient was found to have an isolated episode
of minor vaginal spotting on removal and cleaning of the
pessary secondary to postmenopausal atrophic vaginitis.
Hemostasis was achieved in the office with topical silver ni-
trate, and the patient was encouraged to use vaginal estrogen
therapy, which she did. In February 2020, the patient devel-
oped a complicated urinary tract infection, which required
inpatient antibiotic therapy. Due to the Covid-19 pandemic,
this patient similarly presented for routine pessary follow-up
less frequently than she had previously. The patient next pre-
sented in late June 2020 after a 4 ½-month hiatus for a routine
pessary follow-up with an associated complaint of vaginal
discharge that had persisted for 1 week, despite the use of
vaginal estrogen therapy. On physical examination, the patient
was found to have feculent discharge per vagina from a 1 cm×
1 cm rectovaginal fistula secondary to pessary erosion of the
posterior vaginal wall. This patient was similarly referred to
colorectal surgery. The patient underwent a colonoscopy in
July 2020 to rule out any inflammatory or malignant patho-
logic process and subsequently underwent surgical fistula re-
pair with an advancement flap. The patient tolerated the pro-
cedure well and has experienced no fistula recurrence since. In
September 2020, the patient developed stage IV uterovaginal
prolapse and urinary retention secondary to anterior vaginal
prolapse and was unable to use a vaginal pessary. The patient
subsequently underwent a robotic-assisted supracervical hys-
terectomy and bilateral salpingo-oophorectomy with
sacrocolpoplexy in February 2021. She tolerated the proce-
dure well and passed an active void trial on postoperative
day 1. At follow-up visits, the patient continued to do well,
with no recurrence of vaginal prolapse and return of normal
urinary and bowel function.

The third patient is an 86-year-old G2P2 female with a past
medical history of hypertension, hyperlipidemia,
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hypothyroidism, congestive heart failure, and coronary artery
disease status post placement of multiple stents. In February
2021, the patient presented to her gynecologist with com-
plaints of malodorous vaginal discharge. When pelvic exam-
ination revealed a 3-inch Gellhorn long-stem pessary in place,
the patient stated that it had been in place for “years” to treat
pelvic organ prolapse with associated urinary incontinence.
The patient’s healthcare proxy subsequently clarified that the
patient had gone for routine pessary follow-up appointments
until the beginning of the Covid-19 pandemic in March 2020,
which caused the patient to miss several follow-up appoint-
ments, though she was unaware when the patient received her
initial pessary. Physical examination revealed a copious
amount of feculent vaginal discharge, concerning for
rectovaginal fistula. The patient’s pessary was removed, and
she was referred to urogynecology.When she presented to our
office in March, physical examination revealed a 3 cm × 2-cm
rectovaginal fistula secondary to pessary erosion of the poste-
rior vaginal wall. She was then referred to colorectal surgery
for consultation. She currently has an appointment scheduled
for late April 2021 to determine treatment options for fistula
management.

Discussion

We believe that these 3 cases of pessary-induced rectovaginal
fistulae illustrate the potential consequences of missed routine
clinical follow-up appointments for pessary management as-
sociated with the Covid-19 pandemic, beyond the recom-
mended 3-month interval. It is worth noting that all 3 of these
patients used Gellhorn pessaries. Of the approximately 700
patients that we routinely see in our practice for pessary man-
agement, approximately 175 use Gellhorn pessaries. One
study of 123 women using ring pessaries found zero incidence
of major complications with uninterrupted use for 2 consecu-
tive years [12]. A similar study found that the interval length
between office-based removal and cleaning of a pessary does
not impact the incidence of any complications, up to 9months,
though it only included women with ring pessaries in place.
Furthermore, 45.2% of patients in the prospective cohort
study performed self-management of their pessaries, likely
minimizing the generalizability of the results [13]. In addition,
asMelon points out in his commentary on the study, its lack of
objective data is a major limitation, as the study’s main out-
come measure was a subjective visual analog scale [14].
Therefore, further study is warranted to examine potential dif-
ferences in the incidence of fistula formation and/or other
major complications among various pessary types. That
Gellhorn pessaries are often used in women who require a
larger pessary represents a potentially confounding variable
for this future study.

Notably, all 3 of the patients presented here are of advanced
elderly age, which likely contributed to some degree to their
formation of rectovaginal fistulae. Likewise, all 3 of these
patients had relatively large Gellhorn pessaries in place, which
may present a confounding variable to our analysis, as it is
possible that the size of the pessary itself represents an inde-
pendent risk factor for the development of significant compli-
cations. Approximately 70% of our patients with Gellhorn
pessaries in place use similarly sized Gellhorn pessaries to
the 3 patients presented here, ranging from 3 to 3 ½ inches.
Furthermore, while we collected information about the pa-
tients’ use of vaginal estrogen therapy at each follow-up visit,
it is impossible for us to accurately assess compliance within
the limited patient population presented here. We routinely
recommend that our pessary patients with postmenopausal
atrophic vaginitis that do not have risk factors for uterine or
breast cancer use 1 g 0.01% estradiol vaginal cream twice
weekly at bedtime. None of our 3 patients ever complained
of vaginal bleeding between follow-up appointments; rather,
the superficial vaginal spotting observed at follow-up visits
likely represented a direct consequence of routine pessary re-
moval and cleaning. Similarly, none of our 3 patients were
ever found to have their pessary facing knob-down into the
rectum during clinical follow-up.

We have been using pessaries in our urogynecology prac-
tice for the conservative management of symptomatic pelvic
organ prolapse for more than 20 years. All of our patients
requiring the use of a pessary undergo a standardized fitting
process. This process entails ensuring both the right type and
size of pessary for each individual patient. We generally at-
tempt to use ring pessaries as the initial pessary for most pa-
tients, especially those who are sexually active, those with
anterior-predominant vaginal prolapse, and those who are
willing and able to self-manage their pessaries. We use
Gellhorn pessaries for patients with advanced uterus or apical
vaginal prolapse and patients who had previously failed ring
pessaries. Our fitting process begins with matching the diam-
eter of the pessary with that of the vaginal genital hiatus and
vaginal introitus. After initial placement of the pessary, we
ensure that it sits level in the vaginal area and posterior to
the symphysis pubis and that it does not protrude through
the vaginal introitus either at rest or with the patient
performing the Valsalva maneuver. We also ensure that there
is sufficient space (generally a fingerbreadth) between the
pessary edge and the vaginal wall to guarantee maximal com-
fort for the patient.We then assess the patient for comfort with
the pessary in place in the supine, sitting, and standing posi-
tions. If these are all comfortable, the patient ambulates for
10–15 minutes and attempts to void with the pessary in place
to ensure functionality remains intact. Lastly, as a standard
component of each initial pessary visit, we educate our pa-
tients about potential signs and symptoms of complication
development to be cognizant of; some of these include new-
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onset vaginal pressure, pain, vaginal bleeding, and difficulty
urinating. Throughout our time using pessaries, we have reg-
ularly followed our patients every 3 months for routine pessa-
ry care. None of our patients had ever developed a
rectovaginal fistula secondary to pessary erosion prior to these
3 patients. Therefore, our study not only suggests that missed
routine appointments associated with the Covid-19 pandemic
may result in fistula complications, especially when large
Gellhorn pessaries are used in the elderly population with
pre-existing vaginal atrophy, but also that these serious pessa-
ry complications may be prevented by simply adhering to the
recommended 3-month interval for routine pessary manage-
ment. In an attempt to adhere to this recommended interval
throughout the Covid-19 pandemic, we sent letters to each of
our pessary patients that missed a routine pessary follow-up
appointment, both urging them to continue their routine pes-
sary care and informing them once again of signs and symp-
toms of concern. Moreover, this study effectively highlights
another adverse health complication of interrupted routine
medical care associated with the Covid-19 pandemic [15].
Further study is warranted in the form of a randomized trial
to elucidate the effect of delayed routine pessary care in the
elderly population, including those with pre-existing vaginal
epithelium erosion, on the development of major pessary
complications.
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