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Abstract: A silicone Gellhorn pessary, 3 inches in
diameter, neglected for several years in an elderly
woman, eroded through the anterior vaginal wall,
ultimately to lie entirely within the bladder. General
anesthesia and bilateral deep full-length Schuchardt’s
incisions were required to remove it. A Latzko procedure
was done at a later date to close the large vesicovaginal
fistula; similar Schuhardt’s incisions were again used.
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Introduction

Pessaries are often used in the management of
symptomatic genital prolapse in a patient of advanced
age, in the presence of medical complications that
preclude surgical intervention, or often, when the patient
refuses to undergo surgery. Rare complications of a
neglected pessary include vesicovaginal fistula [1–3],
rectovaginal fistula [1,2], cervical entrapment [4] and
pessary incarceration [5]. A vaginal pessary may come
to lie entirely within the confines of an adjacent organ,
such as the bladder. We present such a case with a large
vesicovaginal fistula resulting from a neglected silicone
Gellhorn pessary, in which the subsequent course
required innovative management.

Case Report

A 98-year-old white multiparous patient presented with a
complaint of continuous and involuntary loss of urine of
several months’ duration. She had had a uteropelvic
prolapse corrected 18 years earlier by the placement of a
large Gellhorn stem pessary. Initially the patient had
periodic and frequent examinations, but then neglected
to return for examination because of the absence of any
symptoms. She had never used any hormone replace-
ment therapy. Since the incontinence was first noticed,
the patient had been seen by numerous gynecologists and
urologists. Outpatient attempts at pessary removal were
unsuccessful, as was an attempt to remove the pessary
under anesthesia.

Examination at our institution revealed urine flowing
through an extremely constricted vaginal introitus and
vagina. The tip of the Gellhorn stem pessary was
palpated with one finger. Rectal examination revealed a
tiny uterus, now locked firmly in a well elevated
position. Otherwise the patient was in excellent health,
with full mental lucidity. Oral and intravaginal estrogen
was initiated.

Six weeks later, under general anesthesia, bilateral
deep full-length Schuchardt’s incisions were made in the
4:30 and 7:30 o’clock positions. Then, with extreme
difficulty, after hooking tenacula into the firm Gellhorn
stem to assist in traction, applying copious lubrication,
and after extensive manipulation, the mushroom base
measuring 3@ in diameter, was removed. Examination
revealed a 4 cm linear vesicovaginal fistula with
edematous edges. Cystoscopy revealed ureteral orifices
well removed from the edges of the fistula. The two
Schuchardt’s incisions were then closed.

Estrogen replacement was continued. Nine weeks
after removal of the pessary the patient underwent
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closureof the vesicovaginalfistula by a standard,albeit
very extensive, Latzko procedure. The same two
Schuchardt’s incisions were created for adequate
exposure.After the required mucosaldenudation,the
usual three closure layers were completed, using 0
polyglycolic sutures.Oneyearfollowing thesurgerythe
patientremainscontinent.

Discussion

Pessarieshave long beenuseful in the managementof
genitalprolapsefor avarietyof reasons,principalamong
which areolder age,the presenceof medicalcomplica-
tions that precludesurgicalintervention,or the patient’s
refusalto undergosurgery.

Although rare, unusual complications of neglected
pessaryincludevesicovaginalfistula [1–3], rectovaginal
fistula [1,2], cervical entrapment [4] and pessary
incarceration[5]. A search of the Medline database
from 1966to thepresentrevealedonly threeothercases
of vesicovaginalfistulasecondaryto aneglectedpessary.
In all thedescribedcasesthefistulaeoccurredin women
who hadhadpessariesin placefor a long time without
having them removed and having the vaginal walls
inspectedfor ulceration.

In theelderlyhypoestrogenicpatientwhohasnotbeen
examinedfor manyyears,suchsevereintroital constric-
tion can occur that the pessarycannotbe removed.In
such patientsoral and topical estrogencan be usedto
increasethe flexibility of the vaginal tissues,therebyto
increaseaccessto thepessaryitself. However,evenwith
hormonetherapyandgeneralanesthesia,an incarcerated
pessarycan remain a vexing problem. Schuchardt’s
incisions, equivalent to bilateral mediolateral episio-
tomies,were successfullyusedin this patient to obtain

adequateroom for pessaryremoval. In the other cases
[1–3] of vesicovaginal fistula occurring following
pessaryuse,the fistulaethemselveswere repairedvia a
transabdominal approach. However, with adequate
repeatSchuchardt’sincisionswe were able to success-
fully close this patient’s fistula transvaginally. Con-
siderationwasgivento apossibleabdominalapproachin
this patient, but it was felt that a minimum of two
operationswould be necessary,onefor pessaryremoval
and the other for fistula closure.We felt that a vaginal
approachrepresentedan equivalentchanceof ultimate
successwhile decreasingthe morbidity and prolonged
recuperativeperiodwhich areintrinsic to two abdominal
surgeriesin a 98-year-oldpatient.

To avoid major complications of a pessary we
recommendthat the patient be made aware of the
importanceof frequentand periodic examination.The
deviceshouldbe removedat eachvisit and the vaginal
epithelium inspectedfor evidenceof deep ulceration.
Considerationshouldbe given to placingthe postmeno-
pausalpatienton estrogentherapyto thickenthevaginal
walls and theoretically decreasethe risk of fistula
formation.
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