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INTRODUCTION

Preterm labor refers to the onset of uterine contractions of
sufficient strength and frequency to effect progressive dilatation and
effacement of cervix between 20 and 37 weeks of gestation
(Chandraharan et Arulkumaran.,2005).

Low-birth-weight infants, born after a preterm birth or secondary
to intrauterine growth restriction, account for much of the increased
morbidity, mortality, and cost. Wide disparities exist in both preterm birth
and growth restriction among different population groups (Robert L et
al.,2007).

Preterm labor complicates 5-10% of pregnancies and is a leading
cause of neonatal morbidity and mortality worldwide (Chandraharan et
Arulkumaran.,2005).

Overall incidence of preterm labor is reported to be 6-15% and 4-
50% of these occur spontaneously, whereas 25% occur following preterm
pre-labor rupture of membranes (PPROM). latrogenic preterm labor due
to obstetric intervention to avoid maternal or fetal compromise, accounts
for about 25% (Slattery et Morrison.,2002).

There is still much confusion regarding the ideal tocolytic and this
has been exemptified by a recent survey among the obstetricians in
Australia and New Zealand, which revealed a wide range of opinions and
uncertainty over the effectiveness of tocolytic therapy in clinical
management, the most appropriate drug and side effects (Cook CM et
al.,2004).

Tocolytics should be considered if the few days gained would be
put to good use such as completing a course of corticosteroids or in-utero
transfer (Althuisius SM et al.,2003).

Tocolytics are not recommended after 34 weeks of gestation and
currently there is no consensus regarding the lower gestational limit at
which they could be used (Goldenberg RL.,2002).



lonic magnesium in a sufficiently high concentration can alter
myometrial contractility. Its role is presumably that of a calcium
antagonist. Clinical observations are that magnesium in pharmacological
doses may inhibit labor.Intravenously administered magnesium sulfate at
4-g loading dose followed by a continuous infusion of 2 g/hr usually
arrests labor (Steer et Petrie.,1977).

Tocolysis with magnesium sulfate found to be 87-percent effective,
an extraordinarily high success rate ( Elliott .,1983).

Very-low-birthweight neonates (less than 1500 g) whose mothers
were treated with magnesium sulfate for preterm labor or preeclampsia
had a reduced incidence of cerebral palsy at 3 years ( Grether et
al.,2000).

Avariety of pharmacological agents are used to suppress uterine
contractions.Newer agents like cyclo-oxygenase-2 inhibitors (celecoxib)
and oxytocin antagonists (atosiban) have been introduced into clinical
practice with the hope of reducing the complications of
betasympathomimetic drugs. Calcium- channel blockers are used but
there are recent case reports of acute pulmonary oedema with the use of
these agents ( Chandraharan et al.,2005).

Although it is generally accepted that a large proportion of preterm
deliveries are caused by infection and inflammation, previous attempts at
treating all preterm labor patients with antibiotics have failed to reverse
the process. This may be partly because patients whose preterm labor is
caused by factors other than infection and inflammation do not respond to
antibiotic therapy (Kate Johnson.,2005).

Early identification of at-risk gravidas with timely referral for
subspecialized obstetrical care may help identify women at risk for
preterm labor and delivery and decrease the extreme prematurity (<32
wk) rate, thereby reducing the morbidity, mortality, and expense
associated with prematurity (Eden RD et al., 2005).

Most studies about the effect of celecoxib in the prevention of
premature contractions have been done on animals, especially on mice,
and have showed effective results (Borna et al., 2007).



AIM OF THE WORK:

The aim of our study is to compare the effectiveness of oral
celecoxib versus intravenous magnesium sulphate as an effective method
to arrest preterm labor.



PATIENTS AND METHODS:

This prospective randomized study will be conducted on 50 in-
patient pregnant woman with preterm labor in (Ain Shams University
Maternity Hospital, Cairo, Egypt in period starting from March 2008) the
patients will be divided into 2 groups:

Group A:-

o Patients will receive celecoxib 100 mg b.i.d. in the form of oral
tabs for maximum 48 hours. Preterm labor is an off-label indication
for celecoxib use.

Group B:-

e Patients will receive magnesium sulphate in the form of
intravenous injection or infusion of 4-6 g MgSO4 loading dose
followed by a continuous infusion at a rate of 2-4 g/h for maximum
of 48 hours.

An informed verbal consent will be taken from the patients before
enrollment in the study.

INCLUSION CRITERIA:

- Singleton gestations

Intact amniotic membranes

No contra-indications to tocolysis as:

Acute fetal distress , Chorioamnionitis , Eclampsia or severe
preeclampsia , Fetal demise (singleton), Fetal maturity,
Maternal hemodynamic instability,placenta previa,renal or
hepatic dysfunction, thrombocytopenia,platelet dysfunction
or coagulation disorder and base line amniotic fluid index
(AFI<8).

24-34 gestation by last menstrual period and/or ultrasound-

Documented cervical change, and regular painful uterine contractions

at least 4 in 20 minutes or 8 in 60 minutes, less than 4cm cervical

dilation and progressive effacement.

EXCLUSION CRITERIA:

- Ruptured amniotic membranes

- Signs and or symptoms of chorioamnionitis (maternal temperature

greater than100.4f/38.0c,fetal tachycardia, uterine tenderness).

- Non-reassuring fetal heart rate tracings.

- Contra-indications to celecoxib or magnesium sulphate as:
Hypocalcemia, myasthenia gravis & renal failure for
magnesium sulphate.

Allergic-type reactions to sulfonamides, asthma, urticaria, or
severe allergic-type reactions, advanced renal disease and
peptic ulcer disease for celecoxib.

- General contra-indications to tocolysis as above.



METHODS:

All patients will be submitted for:
1. History taking to detect inclusion and exclusion criteria.
2. Examination:
a) General examination.
b) An abdominal ultrasound:
It will be performed in the labor and delivery unit prior to
the administration of the tocolytic in order to assess fetal
position and fluid level, and to document fetal cardiac
activity and movement.
¢) Local examination:
By p\v examination to document cervical change and to
exclude ruptured amniotic membranes.

3. Then the treatment will be started for 2days in the form of oral
celecoxib in group of patients and intravenous magnesium sulphate
in the other group.

4. After 2days of treatment reassessment of the patients groups by:
a) Asking the patients about improvement of symptoms (lower
abdominal pain) and the side effects of the treatment.
b) Local vaginal examination to document cervical changes.
c) An abdominal ultrasound will be performed in order to
assess fetal position and fluid level, and to document fetal
cardiac activity and movement.

SATISTICAL ANALYSIS

Data collected will be statistically analyzed using the proper
statistical testing.
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