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STANDARD OPERATING PROCEDURE- GUIDELINE 

 

MAGNESIUM SULFATE BEFORE ANTICIPATED PRETERM BIRTH FOR 

NEUROPROTECTION 

 

SCOPE/APPLICABILITY:  

Physicians may consider using magnesium sulfate for fetal neuroprotection in patients less than 

32 weeks gestation who are at risk for delivery within 24 hours. 

 

Areas of Responsibility: 

Labor and Delivery, MFM transfer service, OB triage 

 

PURPOSE: 

Three large clinical studies have evaluated the evidence regarding magnesium sulfate, 

neuroprotection and preterm births. The available evidence suggests that magnesium sulfate 

given before anticipated early preterm birth appears to decrease the risk and severity of cerebral 

palsy in surviving infants. 

 

PROCEDURE: 

Consider treatment for: 

Patients at gestational age of 23w0d-32w0d who are in imminent risk of preterm delivery. 

Imminent risk of delivery defined as actively contracting with cervical dilatation of at least 3 cm, 

S/P PPROM, or with a planned preterm delivery due to either maternal or fetal indications. 

 

Management: 

Dosage: 4 gram bolus IV to be given over 30 minutes followed by 1 gram/hour maintenance for 

24 hours 

 For planned preterm birth magnesium should be started within 4 hour of delivery 

 Magnesium for neuroprotection should be discontinued after 24 hours 

 If a patient is being treated with magnesium sulfate for tocolysis at the usual dose of 4-6 

gm loading dose followed by 2 gm/hr maintenance, consider decreasing to 1 gm/hour 

once clinically stable and continuing for 24 hours. No need to re-treat for 

neuroprotection. 

 Emergent delivery should not be delayed to administer magnesium for neuroprotection 

 Repeat doses of magnesium for neuroprotection are controversial - the three clinical trials 

all used different regimens. No regimen was found to be superior – one involved a second 

course.  

Considering the side effects and potential complications associated with magnesium sulfate 

the regimen chosen appears to be the simplest and safest. 
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