Deep Sutures, Deeper Complications: Spondylodiscitis Following Corewell
Robotic-Assisted Rectopexy
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Introduction = Definitive management required a multidisciplinary

= Spondylodiscitis following rectopexy is an extremely rare but approach. She underwent exploratory laparotomy with
potentially devastating postoperative complication. removal of sacral sutures, drainage of pelvic and disc

= The proposed mechanism involves bacterial translocation or space collections, rectosigmoid resection with primary
direct inoculation from the rectum into deeply anchored anastomosis, and creation of a diverting loop ileostomy.

sutures at the sacral promontory, which may inadvertently
penetrate or track toward the disc space.

= Clinical symptoms such as back pain and radiculopathy are
atypical after colorectal procedures, diagnosis is often

Neurosurgery performed anterior lumbar discectomy, partial
corpectomy, and interbody arthrodesis with a PEEK cage
and vancomycin-loaded allograft, followed by posterior

delayed, and no clear management guidelines exist. L5—S1 spinal fusion.
_ = Her postoperative course was notable for improvement in
Case Presentation symptoms, stabilization of infection, and recovery with

= 6/-year-old woman with chronic constipation and rectal
prolapse refractory to medical and behavioral therapy who
underwent robotic-assisted rectosigmoidectomy with

ongoing rehabilitation.
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