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42 P : From Tocolysis to Delivery: Anesthetic Challenges in Parturients with Extended Bed
Rest
Fl—‘—L—*-FgEH’-/d‘>‘ ERNES

%J& :Preterm birth remains a leading cause of perinatal morbidity, mortality, and long-term
neurodevelopmental impairment. While short-term tocolysis (<48 h) can improve neonatal
outcomes, prolonged tocolysis (>48 h) with magnesium sulfate and f-adrenergic agonists (e.g.,
ritodrine hydrochloride) increases the risk of maternal complications such as pulmonary edema,
rhabdomyolysis, gestational diabetes, and venous thromboembolism, which may lead to massive
pulmonary embolism—a rare but often fatal event with potential neurological sequelae in survivors.
Notably, the national obstetrics and gynecology society has not updated perinatal guidelines to
restrict prolonged tocolysis. This study assesses contemporary patterns of long-term tocolytic
therapy in hospitalized pregnant women, evaluates its association with thromboembolic
complications, and outlines evidence-based management strategies for affected patients.
APAERE S S ADIEERFAAD RS - FELPARDER RFL - o & B LA
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47 P . Anesthetic Management of Emergent Cesarean Delivery in a Parturient with

Undiagnosed Valvular Vegetations Presenting as Acute Hypoxemia

E o ~ e F R s S E

4% & . We report a 38-year-old patient at 39+4 weeks of gestation with premature rupture of
membranes. Due to fetal distress, emergent cesarean delivery was performed under spinal
anesthesia. Unfortunately, post-operative acute respiratory distress was noted that requiring
mechanical ventilation and V-V extracorporeal membrane oxygenation. The details will be
presented.
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%% P : Labor Analgesia in Challenging Scenarios: Ultrasound-Guided Epidural and
Remifentanil PCA Alternatives
L PREFEME IR

#% Jﬁ : Epidural analgesia (EA) remains the gold standard for labor pain management, providing
superior analgesia with minimal maternal and neonatal side effects. However, significant technical
challenges arise in obese parturients where excess adipose tissue obscures anatomical landmarks,
leading to multiple insertion attempts and increased failure rates. Point-of-care ultrasound (POCUS)
has emerged as an invaluable adjunct, enabling real-time visualization of neuraxial structures,
accurate depth measurement, and optimal needle trajectory planning. Evidence demonstrates that
ultrasound guidance significantly improves first-attempt success rates and reduces procedural
complications.
When EA is contraindicated- including coagulopathy, thrombocytopenia, local infection, or patient
refusal_clinicians must consider alternative strategies. Intravenous remifentanil patient-controlled
analgesia (PCA) provides effective labor analgesia through its rapid onset and ultra-short duration
of action. While maternal sedation and respiratory depression remain concerns, standardized dosing
protocols and continuous monitoring ensure safety.
This presentation will review the evidence-based approaches to utilizing POCUS for difficult
epidural placement and discuss the protocols and safety considerations for remifentanil PCA in
obstetric analgesia, equipping practitioners with practical strategies for managing challenging labor
analgesia scenarios.

A ek ko (BEA) A JF 4] ey &1 3 ik ARl o ok TR %"'fr%fri 0 R
Bol o KA o RN £ 6 fRE S PR 0 iE v B BRI EN R > R E X

T8 sE5fod P 4r o Tprdg 4 A (POCUS)e = 5 £ & cigfet 1 2 > 4y T'Pfé?éﬁ i ﬁﬂ'é &
BHOHRREFRL RS GSEL - FER LI AFIAEFRA T2
RS E R

B A Bk ok R g ﬁ,%:&%—é#ééiiﬁ R RF T BRI LR RIFIES RS
%EEFFM B R R vE o % 84 remifentanil T Bop 3ok g (PCA) FEE PR v foR®
P A ] o BEARA A fort e D T ML RECHE S A oE ST
BT FERE 2o

AR G AT G W B A N B TR S 2 v kv i remifentanil PCA 2 4

BIEFH S % o

Vs



