
Introduction
A pessary is used to reduce the protrusion of pelvic 
structures into the vagina. Pessaries are usually made from 
medical silicone. There are various types of pessaries, 
including rings, cubes, inflatoballs, donuts, and gel horns. 
Due to its minimal invasiveness, a vaginal pessary is 
suitable for patients who prefer non-surgical treatment of 
a uterovaginal prolapse or are unfit for surgery due to old 
age or comorbidities (1). A success rate of 62% has been 
reported in patients with stages III and IV prolapse (2). The 
most common side effect of a pessary is vaginal irritation 
(3), but pelvic or abdominal pain, vaginal discharge, odor, 
and bleeding can occur as well (4). Rare complications 
include urinary, rectal, and genital complications such as 
fistulas, fecal impaction, hydronephrosis, and urosepsis 
(5). Severe complications tend to occur in patients who 
neglect a pessary after placement. A pessary requires 
self-care by patients, including the periodic removal for 
cleaning and replacement. In addition, the routine office 
follow-up is mandatory because of the side effects and 
complications (6,7). However, there is no consensus about 
the optimal frequency of care in the literature. Some 
physicians follow up for 2 weeks, then every 3 months for 
the first year, and every 6 months thereafter (8) whereas 
others suggest a follow-up of every 9-12 months as long as 
there are no adverse symptoms (1). 

Case 1 
A 79-year-old multiparous woman complained of 
vaginal spotting. She was diagnosed with hypertension 
and diabetes. She received an intra-vaginal sling and 
underwent cystocele repair due to a uterovaginal prolapse 

11 years ago. One year after the surgery, the uterovaginal 
prolapse relapsed, and a ring pessary was inserted 
accordingly. The patient did not visit our clinic for 6 years. 

A pessary was noted upon inspection with a speculum, 
but it did not move due to adhesions. It was located under 
the cervix, and the vagina was stuck together. Transvaginal 
ultrasonography revealed normal results. A magnetic 
resonance image was taken to visualize the retained 
pessary (Figure 1A). The patient was hospitalized, and 
blood testing was conducted for her. The white blood 
cell (WBC) and the C-reactive protein (CRP) contents 
were 9600 and 0.36, respectively. An estriol and antibiotic 
capsule was inserted transvaginally. Then, the neglected 
pessary was removed under general anesthesia. The route 
of pessary impaction was checked using hysteroscopy and 
it was grossly observed (Figure 1B) to assure that it was in 
the dorsal lithotomy position. The pessary was cut using 
an orthopedic bone cutter and a number 11 blade, rotated, 
and removed from the vagina. The vaginal tissue around 
the retained pessary was not damaged (Figures 1C and 
1D), and a vaginal dressing was applied with betadine. 
The patient was discharged on the day of surgery.

She visited the clinic after 1 week and reported no 
vaginal bleeding or vaginal prolapse. Adhesions were 
noted in the vagina during a physical examination.

Case 2 
An 80-year-old multiparous woman presented with 
lower abdominal pain. She had a history of hypertension, 
diabetes, and dementia. A pessary had been inserted 7 
years prior to her presentation due to uterine prolapse. She 
visited our clinic 3 months after the pessary was placed 
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because of the expulsion of the pessary. The pessary was 
sterilized and reinserted at that time. However, she did not 
visit the clinic thereafter. Upon physical examinations with 
a speculum and a colposcope, the pessary was observed to 
be stuck in the vaginal wall and was not moveable (Figure 
2A). Blood testing was done, and the patient’s WBC and 
CRP contents were 16 740 and 16.22, respectively. She was 
hospitalized, and 1 g cefotetan was administered three 
times a day for 12 days. Sigmoidoscopy was performed to 
check if a recto-vaginal fistula was present, but none was 
found, and the CRP level decreased to 0.52 after antibiotic 
therapy.

The visible field was checked with a speculum under 
general anesthesia with the patient in the dorsal lithotomy 
position. The observed partial pessary was cut with a 
number 11 blade, rotated, and removed from the vagina 
(Figures 2B and 2C). A vaginal wall orifice was noted 
after removing the pessary (Figure 2D). A digital rectal 
exam was conducted, but no recto-vaginal fistula was 
observable. The patient was discharged the day after the 
surgery and treated with 100 mg cefdinir three times a day 
for 7 days. She visited the clinic 1 week later and did not 
complain of any symptoms.

Discussion 
A pessary is a good alternative for patients with an 
uterovaginal prolapse who are unfit for a surgical 
treatment. However, these patients are usually older and 
have comorbidities (i.e., physical or mental disorders) 
and find it difficult to attend regular follow-ups after 
the placement of a pessary. Routine disinfection and 
replacement including close observations for any 
symptoms or signs of complications are necessary to 
maintain a pessary. Minor complications include vaginal 
bleeding, discomfort, vaginal lacerations or erosions, and 
constipation. Major complications are rare but can be fatal 
in vulnerable patients. Vesicovaginal fistulas, small bowel 
obstruction, hydronephrosis, and urosepsis are included 
as severe complications.

In our case, the neglected pessaries were successfully 
removed without any complications (i.e., bladder, vagina, 
or rectal injury) under general anesthesia. A vaginal 
orifice formed in both patients. The space occupied by the 
neglected pessary caused granulation as time passed. We 
suppose that a neglected pessary acts in a similar way to 
a foreign body migrating in the abdominal cavity before 
autonomous excretion through the colon. Several cases 
of retained gauze after abdominal surgery have been 
described to cause aseptic fibrosis, fusion, and encystment 

(9, 10). Gauze transmurally migrates into the colon and is 
excreted by defecation because of those mechanisms. 

A vaginal orifice created by a neglected pessary is 
typically considered a complication, but in our cases, the 
septa supported the uteropelvic organs. To the best of our 
knowledge, these are the first cases to report a vaginal 
orifice as a neglected pessary complication that reduced 
the protrusion of pelvic structures. We assume this vaginal 
orifice produced similar outcomes as a ‘Le Fort’ operation, 

 ► A pessary requires routine office follow-ups, otherwise, 
it could lead to severe complications such as neglected 
pessary.

Key Messages

Figure 1. (A) Magnetic Resonance Image (sagittal view), Round Iatrogenic 
Material (Pessary) in Vaginal Canal and Rectovaginal space; (B) Magnetic 
Resonance Image (Axial view), Round Iatrogenic Material (Pessary) in 
Rectovaginal Space; (C) Preoperative Image of a Neglected Pessary; (D) 
Postoperative Image (The removal of pessary).

Figure 2. (A) Computerized Tomography Image (Axial view), Round Iatrogenic 
Material (Pessary) in Vaginal Canal and Rectovaginal Space; (B) Preoperative 
Image of a Neglected Pessary; (C) Rotated Removal of a Neglected Pessary; 
(D) Postoperative Image, (Orifice was observed in the right fornix of vagina).
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which involves removing parts of the anterior and 
posterior vaginal wall, followed by sealing the margins of 
the anterior and posterior walls to each other (11,12). This 
is probably why the patients did not relapse to a pelvic 
organ prolapse. The two case patients remained well with 
no relapse at their last clinic check-ups. Although these are 
fortunate cases, serious complications can occur due to a 
neglected pessary. Therefore, physicians must emphasize 
the importance of routine follow-ups after inserting a 
pessary.
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