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Abstract  Case Report 
 

A 51-year-old woman underwent open subtotal hysterectomy and bilateral salpingo-oophorectomy under general 

anesthesia. General anesthesia was maintained with desflurane-oxygen-air and continuous infusion of remifentanil. 

The operation proceeded without problems. The duration of anesthesia was 2 hours 30 minutes. In the postanesthesia 

care unit, pethidine (25 mg) was injected and the patient did not complain of nausea or vomiting. She remained in the 

postanesthesia care unit for approximately 40 minutes and was then transferred to a general ward. Three hours later, 

she complained of nausea and the nausea persisted and abdominal distention developed. After approximately 1 hour, 

dyspnea developed and her respiration rate reached 30/min. Abdominal radiography revealed diffuse small bowel 

ileus. An L-tube was inserted and dyspnea resolved within 30 minutes. After 1 hour 30 minutes, gas was expelled and 

recovery of abdominal distension was observed. 
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INTRODUCTION 
Postoperative ileus is currently the most 

common cause of delayed discharge after abdominal 

surgery and must be distinguished from mechanical 

intestinal obstruction [1]. Although there are a number 

of definitions, conventional early postoperative small 

bowel obstruction is defined as obstruction that 

develops within 30 days of surgery [2-4]. It occurs more 

commonly in patients undergoing open abdominal 

surgery than in those undergoing laparoscopic surgery 

[4, 5].  

 

Here, we describe a patient in whom small 

bowel distension developed immediately after open 

abdominal hysterectomy; the patient recovered 

immediately after Levin tube insertion. We perform a 

literature review and a discussion of the possible cause 

from an anesthesiologic perspective, as it occurred very 

quickly after surgery. 

 

CASE REPORT 
A 51-year-old woman was diagnosed with 

myoma uteri and ovarian cyst approximately 11 months 

prior to presentation for surgery. She had no specific 

relevant medical history. She underwent open subtotal 

hysterectomy and bilateral salpingo-oophorectomy 

under general anesthesia. General anesthesia was 

maintained with desflurane-oxygen-air and continuous 

infusion of remifentanil. The operation proceeded 

without problems. The duration of anesthesia was 2 

hours 30 minutes. Before the end of surgery, 

ramosetron was injected at a dose of 0.3 mg and 

intravenous patient-controlled analgesia (PCA) was 

initiated, consisting of fentanyl (1000 µg), ramosetron 

(0.6 mg), nefopam (80 mg), and normal saline in a total 

volume of 100 mL (basal rate, 2 mL/h; lockout interval, 

15 min; bolus dose, 2 mL). In the postanesthesia care 

unit, pethidine (25 mg) was injected and the patient did 

not complain of nausea or vomiting. She remained in 

the postanesthesia care unit for approximately 40 

minutes and was then transferred to a general ward. 

 

Three hours later, the patient complained of 

nausea and PCA was discontinued. However, the 

nausea persisted and abdominal distention developed. 

The patient then had a respiratory rate of 20/min and 

SpO2 of 99%. However, after approximately 1 hour, 

dyspnea developed and the patient’s respiration rate 

reached 30/min. Abdominal radiography revealed 

diffuse small bowel ileus (Fig-1). An L-tube was 

inserted and dyspnea resolved within 30 minutes (Fig-

2). After 1 hour 30 minutes, gas was expelled and 

recovery of abdominal distension was observed. The L-

tube was removed and the patient was discharged 

without sequelae 2 days later. Review of her medical 
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records revealed a slight ileus in the small bowel on 

abdominal computed tomography upon diagnosis of 

myoma uteri. 

 

 
Fig-1: Abdominal radiograph shows diffuse small bowel ileus 

 

 
Fig-2: Abdominal radiograph shows decreased bowel distension 

after Levin tube insertion 

 

 

 

DISCUSSION 
Postoperative ileus is an abnormal pattern of 

bowel motility from the time of surgery, which is 

accompanied by various clinical symptoms (e.g., 

nausea, vomiting, abdominal distension, and delayed 

passage of flatus and stool) [6, 7]. Because there is no 

internationally accepted standardized clinical definition 

of postoperative ileus and its mechanisms of 

development are multifactorial, the incidence and 

preoperative risk factors are unclear. However, 

postoperative ileus can be specifically defined as at 

least two episodes of emesis of at least 100 mL with 

abdominal distension and absence of bowel sounds [7]. 

Sugawara et al., [8] reported that colorectal surgery, 

open abdominal surgery, and smoking history are risk 

factors in patients undergoing major abdominal surgery. 

The incidence of clinically severe postoperative ileus 

after laparotomy for gynecological surgery has been 

reported to reach 14% [9]. 

 

Our patient had a risk factor of open 

hysterectomy and exhibited rapid ileus development 

after surgery. However, abdominal computed 

tomography performed for diagnosis of myoma uteri 

revealed mild ileus in the small intestine. Therefore, this 

patient may have been prone to onset of ileus. 

 

Risk factors related to anesthesia include 

nitrous oxide and opioid use. Use of nitrous oxide 

during anesthesia in adults increases the risks of 

postoperative nausea and vomiting by activating the 

chemoreceptor trigger zone and the vomiting center in 

the medulla. Nitrous oxide may be hazardous in patients 

with acute intestinal obstruction and bowel distension 

because it tends to diffuse into gas-containing cavities 

[10]. Opioids injected during the perioperative period 

may play a central role in development of postoperative 

ileus, presumably through μ-receptor-mediated 

reduction of transit [11]. Our patient had received 

alfentanil and remifentanil during anesthesia, with 

fentanyl-based postoperative PCA. The PCA was 

discontinued when the patient complained of nausea. 

The μ-receptor antagonist, alvimopan, has been shown 

to effectively prevent postoperative ileus after 

abdominal hysterectomy; however, it is costly [12]. 

Prevention of postoperative ileus contributes to 

enhanced recovery after surgery; multiple studies have 

evaluated the risk factors, as well as potential 

therapeutic and preventive mechanisms (e.g., gum 

chewing, early enteral nutrition, and laparoscopic 

surgery) [13, 14]. 

 

CONCLUSION 
Postoperative ileus is a common cause of 

delayed discharge after abdominal surgery. Therefore, 

better prophylaxis, prompt detection, and customized 

recovery management are needed after surgeries in 

patients with risk factors. 
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