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ABSTRACT. In this study, a decrease in intestinal motility (post-operative

ileus) and other complications of intestinal function after the use of spinal

anesthesia were studied in 32 patients. The purpose of the study is to assess the

causes, duration, and complications of intestinal dysfunction after spinal
anesthesia.
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AHHOTAIIUSA. B pgaHHOM HCCIENOBAaHUM CHIKEHUE MOTOPHUKHU

KHUIIEYHUKA (TIOCTONIEPATUBHBIN WIEYC) U JpYyrue OCJIOXKHEHUs (QyHKIUH

KHUIIIEYHUKA TIOCJIC TMPUMEHEHHs CIMHAJIBLHOW aHeCTe3WH OBbLIM HM3y4YeHBl y 32

naneHToB. llenpio wuccnemoBaHus SIBISICTCS  OICHKA TIPWYMH, TEYCHHS W

OCJIO)KHEHHMI MOCJIEAYIOUMX HapylUeHUH (PYHKIMU KUIIEYHUKA MPH CHUHAIBHOU
aHeCTE3MH.

KiaroueBble ciaoBa: CrnuHalbHas aHECTE3Us, MOTHUJIBHOCTh KHUIIICUHHKA,

MOCJICONIEPAITMOHHBIN HIIEYC, TACTPOIHTEPOJIOTUUECKUE OCIOKHEHUS, 32 OOJIbHBIX.

Introduction. Spinal anesthesia (spinal cord block, subarchnoid block) is
widely used as a method of anesthesia. POI 1s a delay or temporary cessation of
intestinal motility after surgery, characterized by significant impairment of the
function of the large intestine and gastrointestinal tract.

The pathogenesis of POI is multifactorial. Three main mechanisms are
distinguished:

o Neurogenic (autonomic nervous system) reflexes - inhibitory reflexes
transmitted to the gastrointestinal tract through surgical stress, trauma, and
splanchnic nerves - weaken peristaltic waves.

o Inflammatory (immunological) response - tissue manipulation during
surgery is associated with macrophage activation in the mucous and muscle layers,
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the production of cytokines such as IL-1B, IL-6, TNF-a, oxidative and nitrate
stress, as well as changes in the mucous membrane.

o Pharmacological factors - opioid drugs used for analgesia suppress
gastrointestinal motility through p-receptors, which is manifested by a decrease in
propulsive waves and an increase in non-propulsive tone in the colon.

Thus, not only surgical manipulations, but also the type of anesthesia,
analgesia strategy, and management of the postoperative period play an important
role in the development of POL.

Spinal anesthesia and POI: literature status. There is no universal consensus
in the literature on the relationship "spinal anesthesia - peristaltic decrease POL." In
some clinical studies, in patients who underwent spinal or combined spinal-
epidural anesthesia, especially in cases without significant colonic surgery, the rate
of intestinal motility restoration was higher than with conventional general
anesthesia. For example, during elective caesarean section, patients with spinal
anesthesia experienced faster bowel sounds, gas excretion, and early stool time
compared to general anesthesia. At the same time, some authors deny the
connection between spinal anesthesia and POI, i.e., there is also data indicating a
decrease in the risk of POI under spinal anesthesia.

The general recommendation is that to reduce the likelihood of POI
occurrence, the use of minimally invasive surgical methods, minimal opioids, rapid
postoperative mobilization, optimization of fluid and electrolyte status, multimodal
analgesia, and ERAS (enhanced recovery after surgery) protocols is effective.
Reviews focusing on POI management in recent years suggest multidisciplinary
and multimodal strategies.

Thus, the universal conclusion that spinal anesthesia causes POI may be
incorrect. The development of POI depends on many factors, and the type of
anesthesia is not the only cause.

- To reduce POI, minimally invasive surgery, immediate outpatient
mobilization, minimal use of opioids, and maintaining fluid-electrolyte balance are
recommended.

- Colinergic, serotonergic agonists, and osmotic laxatives, aimed at
accelerating intestinal motility after liver and colorectal surgery, can be effective as
pharmacological assistance.

- Non-pharmacological methods are also beneficial: quick mobilization
of the patient, early start of meals, stimulators such as smoking gum or coffee.

- A multidisciplinary, individual approach is necessary for effective
POI management; only one method is insufficient.

Materials and Methods. In this study, 32 patients (age 25-68, average
46.5+£12.3 years) underwent various operations under spinal anesthesia -
appendectomy, hernioplasty, and cystic surgeries. Despite the general condition of
the patients, the presence of chronic diseases, and differences in surgical
procedures, systematic monitoring of intestinal motility parameters was carried out
in all patients.
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The following criteria were used to assess postoperative intestinal function:

o Abdominal relaxation and peristaltic monitoring - the patient's
abdominal relaxation, peristaltic noise, and movement speed were regularly
monitored.

o The time of onset of gas and intestinal movement - the first gas release
in patients and the return of the digestive system to normal function - was noted.
o Postoperative intestinal complaints - abdominal pain, meteorism, and

constipation - were identified by clinical questionnaires and visual observation of
patients and analyzed in time periods of 24 and 48 hours.

Statistical analysis was carried out using the SPSS 26.0 program, average
values and standard deviations were calculated. Risk factors influencing
postoperative intestinal function were also assessed, including the patient's age, the
presence of chronic intestinal diseases, and the effectiveness of physiotherapy.

Analysis showed that 62.5% (20/32) of patients operated on under spinal
anesthesia experienced a significant decrease in intestinal motility within the first
12 hours. Abdominal pain and meteorism were noted in 56.2% (18/32) of patients,
which indicates the prevalence of postoperative intestinal discomfort. At the same
time, constipation was observed in 31.2% (10/32) of patients, which usually
occurred within 24-48 hours after surgery.

Peristalsis and gas release returned to normal on average within 18.6 = 4.2
hours. The results showed that the decrease in intestinal motility under spinal
anesthesia, although temporary, significantly affects the clinical condition of
patients and is associated with postoperative discomfort.

During the analysis, it was established that the risk factors for postoperative
intestinal complications are associated with:

o Older age of patient

o Presence of chronic bowel disease

o Low level of postoperative physiotherapy activity

These factors can slow down the rate of intestinal motility restoration in
patients and increase the risk of postoperative discomfort.

Table 1. Post-operative intestinal function of patients

Number of Decreased Abdominal Constipation Peristalsis
patients peristalsis pain recovery
(hours)
32 20 (62,5%) 18 (56,2%) 10 (31,2%) 18,6 £+4,2

Conclusion. A decrease in intestinal motility after surgical interventions
under spinal anesthesia was a common complication and was observed in
approximately 62,5% of patients. This condition is associated with a delay in
gastroenterological functions in the postoperative period and a slowdown in the
rehabilitation process of patients. For the rapid and effective restoration of
intestinal function, preventive measures, including postoperative monitoring,
proper provision of oral and parenteral fluids, the use of minimal opioid doses, and
strategies for early mobilization, are of great importance.
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