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When is her pelvic pressure and bulge 
due to Pouch of Douglas hernia?

 Your patient reports symptoms similar to pelvic 
organ prolapse, but prolapse is not the problem.  
These authors offer how to make an accurate diagnosis. 

Shunaha Kim-Fine, MD, and John B. Gebhart, MD

CASE  Pelvic organ prolapse or Pouch of 
Douglas hernia?
A 42-year-old G3P2 woman is referred to you 

by her primary care provider for pelvic organ 

prolapse. Her medical history reveals that 

she has been bothered by a sense of pelvic 

pressure and bulge progressing over several 

years, and she has noticed that her symptoms 

are particularly worse during and after bowel 

movements. She reports some improved 

bowel evacuation with external splinting of 

her perineum. Upon closer questioning, the 

patient reports a history of chronic constipa-

tion since childhood associated with straining 

and a sense of incomplete emptying. She 

reports spending up to 30 minutes three to 

four times per day on the commode to com-

pletely empty her bowels. 

Physical examination reveals an over-

weight woman with a soft, nontender abdo-

men remarkable for laparoscopic incision 

scars from a previous tubal ligation. Inspec-

tion of the external genitalia at rest is normal. 

Cough stress test is negative. At maximum 

Valsalva, however, there is significant perineal 

ballooning present. 

Speculum examination demonstrates 

grade 1 uterine prolapse, grade 1 cystocele, 

and grade 2 rectocele. There is no evidence of 

pelvic floor tension myalgia. She has weak pel-

vic muscle strength. Visualization of the anus 

at maximum Valsalva reveals there is some 

asymmetric rectal prolapse of the anterior rec-

tal wall. Digital rectal exam is unremarkable.

Are these patient’s symptoms due to pelvic 

organ prolapse or Pouch of Douglas hernia?

Pelvic organ prolapse: A common 
problem
Pelvic organ prolapse has an estimated prev-
alence of 55% in women aged 50 to 59 years.1 
More than 200,000 pelvic organ prolapse sur-
geries are performed annually in the United 
States.2 Typically, patients report: 
• vaginal bulge causing discomfort
• pelvic pressure or heaviness, or
• rubbing of the vaginal bulge on under-

garments. 
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Perineal ballooning—
up to 4 to 8 cm at 
maximum Valsalva—
is a classic finding 
in Pouch of Douglas 
hernia

In more advanced pelvic organ prolapse, 
patients may report voiding dysfunction or 
stool trapping that requires manual splinting 
of the prolapse to assist in bladder and bowel 
evacuation. 

Pouch of Douglas hernia:  
A lesser-known (recognized) 
phenomenon
Similar to pelvic organ prolapse, Pouch of 
Douglas hernia also can present with symp-
toms of:
• pelvic pressure
• vague perineal aching
• defecatory dysfunction.
The phenomenon has been variably referred 
to in the literature as enterocele, descending 
perineum syndrome, peritoneocele, or Pouch 
of Douglas hernia. The concept was first intro-
duced in 19663 and describes descent of the 
entire pelvic floor and small bowel through a 
hernia in the Pouch of Douglas (FIGURE 1). 
How does it occur? The pathophysiology 
is thought to be related to excessive abdomi-
nal straining in individuals with chronic con-
stipation. This results in diminished pelvic 

floor muscle tone. Eventually, the whole pel-
vic floor descends, becoming funnel shaped 
due to stretching of the puborectalis mus-
cle. Thus, stool is expelled by force, mostly 
through forces on the anterior rectal wall 
(which tends to prolapse after stool evacu-
ation, with accompanied mucus secretion, 
soreness, and irritation). 
Clinical pearl: Given the rectal wall prolapse 
that occurs after stool evacuation in Pouch of 
Douglas hernia, some patients will describe 
a rectal lump that bleeds after a bowel move-
ment. The sensation of the rectal lump from 
the anterior rectal wall prolapse causes fur-
ther straining. 

Your patient reports pelvic 
pressure and bulge.  
How do you proceed? 
Physical examination
Look for perineal ballooning. Physical ex-
amination should start with inspection of the 
external genitalia. This inspection will iden-
tify any pelvic organ prolapse at or beyond 
the introitus. However, a Pouch of Douglas 
hernia will be missed if the patient is not ex-
amined during Valsalva or maximal strain. 
This maneuver will demonstrate the classic 
finding of perineal ballooning and is crucial 
to a final diagnosis of Pouch of Douglas her-
nia. Normally, the perineum will descend  
1 cm to 2 cm during maximal strain; in Pouch 
of Douglas hernias, the perineum can descend 
up to 4 cm to 8 cm.4 
Clinical pearl: It should be noted that, 
often, patients will not have a great deal of 
vaginal prolapse accompanying the peri-
neal ballooning. In our opinion, this finding  
distinguishes Pouch of Douglas hernia  
from a vaginal vault prolapse caused by an  
enterocele. 
Is rectal prolapse present? Beyond peri-
neal ballooning, the presence of rectal pro-
lapse should be evaluated. A rectocele of 
some degree is usually present. Asymmetric 
rectal prolapse affecting the anterior aspect 
of the rectal wall is consistent with a Pouch of 
Douglas hernia. This anatomic finding should 
be distinguished from true circumferential 

The pelvic floor and small bowel descend into the Pouch of Douglas.

FIGURE 1  Pouch of Douglas hernia
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Dynamic pelvic MRI 
has high accuracy 
for diagnosis 

 

rectal prolapse, which remains in the differ-
ential diagnosis. 

Basing the diagnosis of Pouch of Douglas 
hernia on physical examination alone can be 
difficult. Therefore, imaging studies are es-
sential for accurate diagnosis.

Imaging investigations
Several imaging modalities can be used to 
diagnose such disorders of the pelvic floor as 
Pouch of Douglas hernia. These include:
• dynamic colpocystoproctography5 
• defecography with oral barium6

• dynamic pelvic magnetic resonance imag-
ing (MRI).7 

In our experience, dynamic pelvic MRI has 
a high accuracy rate for diagnosing Pouch of 
Douglas hernia. FIGURE 2 illustrates the large 
Pouch of Douglas hernia filled with loops of 
small bowel. Perineal descent of the anorec-
tal junction more than 3 cm below the pubo-
coccygeal line during maximal straining is a 
diagnostic finding on imaging.7 

What are your patient’s 
treatment options? 
Reduce straining during bowel move-
ments. The primary goal of treatment for 
Pouch of Douglas hernia should be relief of 
bothersome symptoms. Therefore, further 
damage can be prevented by eliminating 
straining during defecation. This can be ac-
complished with a bowel regimen that com-
bines an irritant suppository (glycerin or 
bisacodyl) with a fiber supplement (the latter 
to increase bulk of the stool). Oral laxatives 
have limited use as many patients have lax 

Sagittal MRI during maximal Valsalva straining, 
demonstrating Pouch of Douglas hernia filled with 
small bowel.

FIGURE 2  MRI

Open cul-de-sac after a prior abdominal sacrocolpopexy in a 
patient with a Pouch of Douglas hernia.

Obliteration of the cul-de-sac with uterosacral ligament plication. 
Care is taken to prevent obstruction of the rectum at this level.

FIGURE 3  Open cul-de-sac FIGURE 4  Obliterated cul-de-sac
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Anecdotal evidence 
suggests patients 
can benefit from 
pelvic floor physical 
therapy 

anal sphincters and liquid stool could cause 
fecal incontinence.
Pelvic floor strengthening. The impor-
tance of pelvic floor physical therapy should 
be stressed. Patients can benefit from the use 
of modalities such as biofeedback to learn 
appropriate pelvic floor muscle relaxation 
techniques during defecation.8 While there 
is limited published evidence supporting the 
use of pelvic floor physical therapy, our an-
ecdotal experience suggests that patients can 
gain considerable benefit with such conser-
vative therapy. 

Surgical therapy
Surgical repair of Pouch of Douglas hernia 
requires obliteration of the deep cul-de-sac 
(to prevent the small bowel from filling this 
space) and simultaneous pelvic floor recon-
struction of the vaginal apex and any other 
compartments that are prolapsing (if pelvic 
organ prolapse is present). In our experience, 
these patients typically have derived greatest 
benefit from an abdominal approach. This 
usually can be accomplished with a sacro-
colpopexy (if vaginal vault prolapse exists) 
with a Moschowitz or Halban procedure,9 
uterosacral ligament plication, or a modi-
fied sacrocolpopexy with mesh augmenta-
tion to the sidewalls of the pelvis.10 There are 
currently no studies supporting one particu-
lar approach over another, but the most im-
portant feature of a surgical intervention is  
obliteration of the cul-de-sac (FIGURES 3, 4, 

and 5). 

Final takeaways
Pouch of Douglas hernia is an important but 
often unrecognized cause of pelvic pressure 
and defecatory dysfunction. Perineal bal-
looning during maximal straining is highly 
suggestive of the diagnosis, with final diagno-
sis confirmed with various functional imag-
ing studies of the pelvic floor. Management 
should include both conservative and surgi-
cal interventions to alleviate and prevent re-
currence of symptoms. 
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Schematic diagram of obliteration of the cul-de-sac with uterosacral ligament 
plication sutures. 

FIGURE 5  Cul-de-sac obliteration


