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Rectovaginal Fistula Due to an Erosive Pessary: A Case Report 
Waleed Inayat Mohamed,1 Dorea Emmanuel,2 Shahzaib Maqbool,3 Ali Asad,4 Asad Jawad,5 Arham Ihtesham.3 

Abstract 
Background: Pelvic organ prolapse (POP) occurs when pelvic organs protrude through the vagina due to displacement from their normal anatomic position, 
as a result of a weakening of the pelvic muscles. Pessaries have long been used to treat POP, but they may result in rectovaginal fistulas as a rare 
complication. The Case: We report a rare case of a rectovaginal fistula following vaginal ring pessary use in an 82-year-old G7P7 woman. She had a past 
medical history of bipolar disorder, and initially presented for nursing care and psychiatric support. A trained psychologist evaluated her, and found no 
psychological morbidity. A two-day history of a fall, diffuse abdominal pain, and chronic urinary incontinence were rather identified. Gynecological pelvic 
examination revealed a rectovaginal fistula and impacted stools in the vagina. Conclusion: The use of ring pessaries, though a conservative management 
option for POP, may lead to a rectovaginal fistula, a rare but severe complication. 
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Introduction 
Pelvic organ prolapse (POP) is a common finding in obese elderly 
women, with 3-6% symptomatic and about 50% clinical prevalence 
rates.1–3 Treatment options for POP range from non-invasive pelvic floor 
exercises and medical management to more invasive surgical options. 
Vaginal pessary insertion is an inexpensive, helpful, and easy-to-use 
treatment option for POP with a high success rate.4 It is the first-line 
treatment option for women with mild prolapse, frail and elderly 
women (poor surgical candidates), and women who refuse surgery.5 
Severe complications of pessary use are rare but include rectovaginal 
fistula,6-14 vesicovaginal fistula,15 cervical entrapment, 16 and intestinal 
obstruction.17 Few cases of rectovaginal fistula have been reported in 
the literature. We report a case of rectovaginal fistula, following the use 
of a vaginal ring pessary in an 82-year-old woman. 
 

The case 
An 82-year-old G7P7 woman with a past medical history of bipolar 
disorder presented for nursing care and psychiatric support. A trained 
psychologist evaluated the patient and found no psychological 
morbidities. However,  a two-day history of a fall, diffuse abdominal 
pain, and chronic urinary incontinence were identified. A thorough 
neurological exam revealed that the patient was well oriented in time, 
place, and person. She had slight reduction in power of upper and 
lower limbs. The patient was unable to move, and complained of back 
and abdominal pain. An orthopedic consultation was placed to rule out 
a vertebral fracture as a fall history was associated with reduced 
mobility. She had stable vital signs. The orthopedic examination was 
consistent with reduced power (grade 4). An otherwise unremarkable 
radiograph of the lumbar spine revealed a ring pessary lying vertically 
and displaced in the rectum (Figure 3). 
 
Gynecological pelvic examination revealed a rectovaginal fistula. 
Impacted stools were present in the vagina; they were manually 
removed. No complaints of vaginal or rectal bleeding or other  

 
 
gastrointestinal symptoms were reported. An abdominal/pelvic 
ultrasonogram was unremarkable. The following day, colonoscopy 
revealed a low-lying large rectovaginal fistula involving the rectum and 
anal canal (Figure 1). Two large masses were observed—one at the 
posterior wall of the vagina and the other attached to the rectal wall at 
the fistula site. A misplaced ring pessary was removed from the rectum. 
Impacted stools were extracted from the rectum and vagina. Biopsies 
of the masses were excised and sent for histopathology examination, 
which revealed the presence of chronic granulation tissues that 
resulted in a gradual erosion of the gut mucosa and eventually forming 
a fistula (Figure 2). Further questioning revealed that the patient had 
urinary incontinence secondary to POP that occurred two years ago. At 
the time, she chose a non-invasive treatment of ring pessary insertion. 
Follow-up was expected, but an enema was never performed due to 
patient refusal for a detailed examination and enema. The patient was 
also incompliant towards regular follow-up visits. The pessary improved 
symptoms of incontinence initially, but became worse gradually. A 
management plan was devised to mobilize the patient and proceed 
with an initial dysfunctioning loop colostomy with a definitive plan of 
fistula repair and colostomy reversal in subsequent surgeries due to 
the deteriorated condition of the vaginal tissue. The patient underwent 
the procedure without complications.  

Highlights: 
 An 82-year-old woman presented with a rare case of rectovaginal 

fistula. 

 The ring pessary insertion can result in the formation of a rectovaginal 
fistula. 

 Due to high success rate and safety profiles of new types of ring 
pessaries, complications are rare. 

 Patients undergoing pessary insertion should be followed up to 
prevent development of complications. 
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Figure 1. Colonoscopy Showing Impacted Feces. 
 

 
Figure 2. Colonoscopy of Inflamed Mass in Rectovaginal Fistula. 
 

 
Figure 3. Antero-Posterior View of Pelvic Radiograph Showing Displaced Ring 
Pessary (Represented by Black Arrow). 
 

 
The patient stayed at the hospital for nursing care, and was routinely 
examined for improvement. Stools were occasionally removed from the 
vagina and rectum. During her stay, the patient suffered from multiple 

episodes of urinary tract infections (UTIs), which were treated promptly 
following positive culture reports. The patient stayed at the hospital for 
three months due to social reasons. A repeat colonoscopy after three 
months revealed a reduction in size of the chronic granulation tissue 
and a persistent fistula. Further pelvic examinations revealed the 
presence of a persistent Grade 2 cystocele with atrophic vaginal walls 
without ulceration. The cystocele was reduced manually. A subsequent 
positron emission tomography (PET) scan, which was performed to rule 
out suspicious rectal/uterine carcinoma, was negative for the presence 
of a carcinoma. Posterior bladder wall thickening and osteoporosis were 
appreciated. Due to old age and patient's choice, closure of fistula and 
reversal colostomy were called off, and the patient was put on a 
conservative management plan. She was discharged in a stable 
condition with the provision of continuous nursing support at home. 
Stoma care was advised. Clean enemas were provided periodically. The 
patient was under clinical care for almost four months with strict 
observation. Psychological support and counselling remained 
consistent throughout patient stay. The patient's consent was obtained 
to publish this case report. 
 

Discussion 
POP is a relatively common finding. About 25% of women in the United 
States have reported symptoms of pelvic floor disorders, including 
POP.2 Pessaries have been considered an effective treatment method 
for POP, and have been in use for a long time in different forms, ranging 
from fruits, metals, cotton, to wool.18 With medical advancement, 
pessaries are mainly composed of silicon currently; other various types 
exist.5 Common complications of pessary use include discharge, 
bleeding, irritation, and ulceration.18 Rare complications, such as 
rectovaginal fistulas, are now more commonly reported in the 
literature, particularly in older women after 3–5 years of insertion.6–14 
Our patient developed a fistula within two years of insertion, even with 
regular follow-up visits (but rejecting attempts for enema scans during 
visits), and experienced no significant symptoms. Detailed 
gynecological pelvic examination, including an enema, should be 
performed at each visit to assess the condition and location of the 
pessary. Pelvic radiography may be added. Proper patient selection, 
physician awareness, and continuous care post-insertion are the factors 
that play an essential role in the use of pessary devices. Different 
treatment options have been used in the past to manage rectovaginal 
fistulas, including a vaginal estradiol cream, 12 transanal fistula repair, 
9 transverse transperineal repair, 8 and a transvaginal approach.14 The 
management of such cases begins with careful pessary removal and a 
detailed physical examination, specifically a gynecological pelvic 
examination, which paves the way for a definitive management plan. 
In this case, we planned an initial dysfunctioning colostomy (A 
dysfunctioning stoma is created in the initial surgery as a temporary 
diverting pathway. It is subsequently closed when the anastomosis 
fully heals), which was completed uneventfully. Enough time was given 
for the inflamed mucosa to heal, with a plan to repair the rectovaginal 
fistula and reverse colostomy subsequently in the future. Three months 
post-surgery, the granulation tissues had decreased in size. However, 
on further discussion with the patient, we decided not to proceed with 
any further surgical treatment, with consideration of the patient's will, 
frailty, and potential complications related to the procedures. The 
patient was advised on continuous nursing and stoma care. Six months 
post-procedure, the stoma was in a good working condition without 
any complications. 
 
Recommendations 
We recommend the standardization of guidelines on the long-term use 
of pessaries for POP and treatment of rectovaginal fistula as a 
complication of pessary use. Regular follow-up after pessary insertion 
and patient education are essential factors to prevent complications. 
Patients should be counseled and informed about the rare but serious 
complication of fistula formation in case of incompliance with follow-
ups. The management plan must be tailored towards each patient’s 
need and choice. 
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