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	Not sure if you already have this, but Preeclampsia Foundation keeps a good list of guidelines. 

https://www.preeclampsia.org/current-guidelines 
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Purpose: 


Magnesium Sulfate is used for the following reasons in the obstetrical population: 


1. For the prevention of eclampsia in women with severe pre-eclampsia 


2. As a neuro-protection mechanism for very preterm infants 


The rate of hypertension in the obstetrical population is rising due to increased maternal age, 


obesity and frequency of multiple births (BCRCP, 2006).  The occurrence of a seizure is rare in 


the obstetrical population, but it is potentially life-threatening.  Magnesium Sulfate is the drug of 


choice for pregnant women with severe pre-eclampsia to prevent seizures when compared to 


other medications (Duley, et al, 2010). 


The preterm birth rate is increasing in many countries, including Canada.  The survival of 


preterm infants has improved with interventions such as antenatal corticosteroids and 


surfactant.  However, survival has been associated with adverse neurological outcomes such as 


cerebral palsy (CP) and cognitive impairment.   Current literature (meta-analyses) demonstrate 


significant results for antenatal magnesium sulfate in reducing the risk of death or CP and 


substantial gross motor dysfunction at 2 years of age in preterm infants.  


Definitions: 


Imminent birth is defined as active labour with ≥ 4 cm of cervical dilation with or without preterm 


premature rupture of membranes or planned preterm birth for fetal or maternal indications 


(SOGC clinical practice guideline 2011).   


Indications: 


1. For women with pre-eclampsia for seizure prophylaxis and treatment as ordered. 


2. For women with imminent preterm birth (≤ 31 ⁶⁄₇ weeks gestational age) antenatal 


magnesium sulfate administration should be considered for fetal neuroprotection. 
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Considerations and/or Contraindications: 


1. Magnesium sulfate is administered with caution in women being treated with cardiac 


glycosides/digitalis. 


2. Concurrent use of magnesium sulfate and CNS depressants may result in an enhanced 


CNS depressant effect. 


3. Women with impaired renal function or electrolyte imbalance should be monitored 


closely with frequent magnesium sulfate levels to prevent toxicity. 


Side Effects: 


Magnesium Sulfate administration may cause: 


 Hypotension secondary to decreased systemic vascular resistance 


 Facial flushing 


 Visual disturbances 


 Flushing or tissue necrosis at the injection site 


 Chest pain 


 Nasal stuffiness 


 Changes in ECG 


 Gastro-intestinal upset 


 Urinary retention 


 Respiratory depression 


Process: 


Magnesium sulfate is a high alert medication and requires additional precautions and monitoring 


(ISMP, 2006).  Therefore the following will be included in the process: 


1. Magnesium sulfate will be administered as a continuous infusion with an infusion pump 


2. Magnesium sulfate is infused as a timed loading dose and then a small ongoing 


maintenance dose.  
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3. The nurse will check the doctor’s order sheet for the magnesium sulfate order and then 


verify the correct dose has been drawn up prior to infusion.   


 


Additional Information for Magnesium Sulfate as Fetal Neuroprotection: 


 If magnesium sulfate has been initiated, discontinue tocolysis, i.e. indomethacin 


 If birth is no longer imminent, or a maximum of 24 hours of therapy has occurred, 


discontinue magnesium sulfate. 


 Magnesium sulfate should ideally be initiated within 4 hours of birth 


 A repeat course is not recommended at this time (SOGC, 2011) 


Administration 


 Magnesium Sulfate IV bolus: Add 4 grams to 100 mL of NS, LR, or D5W 


o Infuse IV via pump over 30 minutes 


 Magnesium Sulfate maintenance infusion: Add 10 grams to 500 mL bag of NS, LR, or 


D5W 


o Infuse IV at 50 mL/hr. to equal 1 gram/hr.      *Fetal neuroprotection- infuse at 


1 gm/hr. 


o Infuse IV at 100 mL/hr. to equal 2 grams/hr. 


o Infuse IV at 150 mL/hr. to equal 3 grams/hr. 


Monitoring: 


1. Prior to initiating the Magnesium Sulfate infusion, check BP, P, RR, reflexes and 


urinary output. 


*NOTE: Assessment of Blood Pressure in a woman receiving Magnesium Sulfate for pre-


eclampsia will be with a manual blood pressure cuff that fits adequately and placed on the arm 


at the level of the heart, with woman sitting at a 45 degree angle.  An automatic blood pressure 


cuff will under estimate the blood pressure, particularly the systolic blood pressure. 
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2. Place hypertension box containing calcium gluconate in patient room within easy 


access. 


3. Have pulse oximeter set up for assessment. 


4. Initiate or maintain continuous fetal heart rate monitoring while woman is in labour. 


5. Set up pump for magnesium sulfate infusion for timed loading dose and continuous 


infusion. 


During loading or bolus dose: 


1. Check and document BP, P & RR q 5 minutes. 


2. Apply oxygen saturation probe and use continuously during bolus dose.  Document 


oxygen saturation level q 5 minutes. 


3. Observe for development of side effects. 


4. Check patellar or brachial reflexes when bolus complete. 


During maintenance dose: 


1. Check q 60 minutes: 


 BP & P 


 RR 


 Oxygen saturation rate 


 Patellar or brachial reflexes 


2. Check q2 hours: temperature 


3. Insert urinary catheter attached to urometer.  Measure urine output hourly  


4. Measure accurate intake. 


5. Document all assessments 


6. Serum magnesium levels should be drawn q 4-6 hours during infusion as ordered by 


physician (for fetal neuroprotection, this may not be required) 


7. For fetal neuroprotection, infusion is continued to a maximum duration of 24 hours 


8. Encourage dark, quiet environment (low lights, limited visitors) 


The woman who is receiving magnesium sulfate for fetal neuroprotection may: 
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1. Have movement restricted only by continuous fetal monitoring 


2. Clear fluids as tolerated 


3. Output that is assessed by catheter only if required by pain management.  Urine can be 


measured until then with each output. 


Deep Tendon Reflex Rating Scale 


Rating Assessment 


0 No response, abnormal 


+1 Diminished response, low normal 


+2 Average, normal 


+3 Brisk, may be abnormal 


+4 Hyperactive, jerky, abnormal 


 


 


Edema Assessment 


1+ Slight edema of pedal and pretibial areas 


2+ Marked edema of lower extremities 


3+  Edema of hands, face, lower abdominal wall 
and sacrum 


4+ Anasarca with ascites 


 


Preparation for Birth: 


1. Ensure paediatrician has been notified of birth in a timely fashion.  The paediatrician has 


the option to attend delivery. 


 


Post birth management: 
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1. For pre-eclampsia, infusion is continued for at least 24 hours post birth (and/or as per 


physician order).  Continue assessments as described for maintenance dose and as per 


physician’s orders. 


2. For pre-eclampsia, patient will be admitted to ICU/Stepdown unit post birth, until infusion 


is discontinued. 


3. For neuroprotection, infusion is stopped once birth has occurred or at 24 hours (as per 


physician orders). 


Notify Health Care Provider for order for serum magnesium and review of patient if: 


1. Respiratory rate is < 12 breaths/minute 


2. Oxygen saturation fall below 95% 


3. Urine output is < 100mLs in 4 hours 


4. Loss of patellar or brachial reflexes 


5. Any seizure occurs *Call Code Blue for any seizure activity* 


Measurement of magnesium levels will facilitate patient care management and determine if 


adjustment in dosage is required: 


Magnesium Concentration (mmol/L) Effects 


0.8-1.0 Normal plasma level 


1.7-3.5 Therapeutic range 


2.5-5.0 ECG changes (P-Q interval prolongation, 
widen QRS complex) 


4.0-5.0 Reduction in deep tendon reflexes 


>5.0 Loss of deep tendon reflexes 


>7.5 Sinoatrial and atrioventricular blockade.  
Respiratory paralysis and CNS depression 


>12 Cardiac Arrest 


 


Treatment for Magnesium Toxicity 
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The appropriate treatment for Magnesium toxicity is Calcium Gluconate 10% solution 10 mL 


over 3-5 minutes by slow IV injection.   


This medication is a class C drug and can be given by physician or nurse in Labour and 


Delivery.  Cardiac monitoring is required for a patient being given Calcium Gluconate.  This 


medication requires a doctor’s order. 
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Hypertension in Pregnancy



Predisposing factors:

Nulliparity

Previous history of hypertension in pregnancy

Pre-existing hypertension

Family history

Insulin dependent diabetes

Renal disease

Multiple gestation

Extremes in reproductive age

Excessive weight gain

Thyroid disease 



(MNCYN, 2018)

Hypertensive disorders of pregnancy remain leading causes of maternal and perinatal morbidity and mortality



Hypertension in pregnancy is defined as:

Systolic BP ≥140mmHg and/or diastolic blood pressure of ≥90mmHg in the office, or hospital

Based on the average of at least two measurements taken 15 minutes apart, using the same arm





OR







Hypertension in Pregnancy





Pre-Existing
(appears <20 weeks)





With co-morbid conditions





With preeclampsia
(hypertension + proteinuria + adverse conditions)





Gestational
(appears >20 weeks)





With co-morbid conditions 





With preeclampsia
(hypertension + proteinuria + adverse conditions)



































































Definitions

Hypertension: diastolic BP of ≥ 90 mmHg or systolic BP ≥ 140 mmHg, based on the average of at least 2 measurements, taken using the same arm

Severe hypertension: systolic BP of ≥ 160 mmHg or a diastolic BP of ≥ 110 mmHg. 

Pre-eclampsia: in women with pre-existing hypertension is defined as resistant hypertension, new or worsening proteinuria, or one or more adverse conditions. In women with gestational hypertension, preeclampsia is defined as new-onset proteinuria or one or more adverse conditions.

Severe pre-eclampsia: preeclampsia with an onset before 34 weeks’ gestation, or associated with heavy proteinuria or with one or more adverse conditions

Proteinuria: ≥ 0.3g/d in a 24 hr. urine collection or ≥ 30 mg/mmol urinary creatinine in a spot (random) urine sample. Proteinuria should be strongly suspected when urinary dipstick protein is ≥ 2+



(MNCYN, 2018)





HELLP Syndrome

HELLP syndrome is a life-threatening pregnancy complication usually considered to be a variant of preeclampsia

H – hemolysis

EL – elevated liver enzymes

LP – low platelets



HELLP syndrome often occurs without warning and can be difficult to recognize. It can occur without the signs of pre-eclampsia. 

Symptoms of HELLP syndrome include:

Headache

Vision problems

Pain in the upper right abdomen (liver)

Shoulder, neck, and other upper body pain (this pain also originates in the liver)

Fatigue

Nausea and vomiting

Seizure







Adverse Conditions

Vascular/pulmonary

Systolic BP > 160 mmHg or diastolic BP > 110mmHg

Pulmonary edema

Chest pain

Dyspnea 

Renal

Increased serum creatinine

Decreased serum albumin

Proteinuria

Hepatic

Elevated AST, ALT, LDH

Severe nausea / vomiting

Persistent abdominal or right upper quadrant pain

Jaundice

Hematologic

Platelets <100,000

Disseminated intravascular coagulopathy (DIC)

Elevated WBC

Elevated INR

CNS

New or unusual headache 

Visual disturbances

Hyperreflexia

Seizures

Stroke (may occur with a systolic BP > 160 mmHg) 

HELLP syndrome

Hemolysis

Low platelets

Elevated liver enzymes

Fetal effects

Intrauterine growth restriction

Oligohydramnios

Absent or reversed end diastolic umbilical artery flow as indicted by Doppler flow studies

Atypical / abnormal fetal heart rate 

Placental abruption 

Prematurity

Intrauterine death

(Magee, Pels, Helewa, Rey & von Dadelszen, 2014)





Assessment of Fetus

Fetal movement count

NST

Fetal heart rate (intermittent or continuous electronic fetal monitoring depending on severity)

Biophysical profile

Ultrasound for growth

Doppler flow studies

(Magee, Pels, Helewa, Rey & von Dadelszen, 2014)





Medical & Nursing Management

Management is geared toward the delivery of a viable fetus, control of hypertension and prevention of seizures

Delivery is the only cure for the condition

After 36 weeks, delivery is usually indicated, even in less severe disease

Optimize maternal status before intervention to delivery

Delay delivery to allow transfer only when maternal and fetal conditions permit

Delay delivery to gain fetal maturity only in select cases; <34 weeks and in tertiary care center 

Other than delivery, seizure prevention and control of blood pressure is the mainstay of management

(MNCYN, 2018)





Antihypertensive Therapy for BP ≥160/110mmHg

Antihypertensives are used to reduce the risk of developing severe hypertension and sequelae such as CVA

Labetalol

Nifedipine

Hydralazine 



Initial antihypertensive therapy should be with Nifedipine short-acting capsules, IV hydralazine, or IV labetalol 

Be mindful of avoiding a rapid drop in BP, as this can reduce utero-placental infusion resulting in fetal compromise  



(Magee, Pels, Helewa, Rey & von Dadelszen, 2014)





Management of Acutely Ill/Labour Patient

Blood work on admission: WH PIH care set  CBC & differential, creatinine, electrolytes, LFTs, INR, PTT, D-Dimer, and serum MgSO4 

Bed rest

1:1 nursing

Foley with urometer: measure output hourly

Continuous pulse oximetry

Reflexes and respirations

Blood pressure/pulse as per physicians orders

Continuous electronic fetal monitoring

Magnesium Sulphate, oxytocin, analgesia as per physicians orders

Quiet environment

Minimize negative stimuli

Clear explanation of management plan communicated to patient/family





(MNCYN, 2018)





Fluid Management

Severe pre-eclampsia is associated with reduced urine output and vasospasm

This predisposes patients to fluid overload and pulmonary edema

Total amount of IV fluid should be restricted to 150ml/h

Urine output should be 30ml/h or more

(MNCYN, 2018)





Magnesium Sulphate

Is NOT an antihypertensive

It is not administered to lower blood pressure or treat the pathology underlying the toxemia of the disease

An initial drop in BP may occur due to the drug’s peripheral vasodilating effect

Its use is only recommended for seizure prophylaxis and seizure treatment in women who have severe pre-eclampsia

Connect MgSO4 to a rescue IV line of 500ml NS at the Y-site closest to the patient

Infused with an IV pump



Antidote: 1 gram (10ml) of 10% Calcium Gluconate, IV over 3 minutes by physician if respiratory depression occurs

(MNCYN, 2018)





Magnesium Sulphate Infusion

Loading dose:

4 grams MgSO4 Intravenously

Add 4 grams to 100mL normal saline and infuse over 20-30 minutes on IV pump

Maintenance dose:

1-2 grams per hour (depending on physician order)

Add 20 grams of MgSO4 to 500mL of normal saline

i.e. 1 gram/hour = 25ml/h, 2 grams/hour = 50 ml/h



*ADMINISTRATION IS TO CONTINUE FOR 24 HOURS POST DELIVERY

(MNCYN, 2018)





Monitoring during MgSO4 Infusion

During loading dose:

Check and document BP, P, RR q5min

Apply oxygen saturation probe and monitor continuously, documenting q5min

Observe for development of side effects

Check patellar or brachial reflexes when bolus complete

During maintenance dose:

Check BP, P, RR, FHR, SpO2 q15-30 min, or as ordered

Check patellar or brachial reflexes

Measure accurate urine output by indwelling Foley with urometer hourly

Restrict oral intake (NPO)

Total fluid intake should be 150ml/h

Level of consciousness 

(MNCYN, 2018)





Magnesium Sulphate Toxicity

Disappearance of the patellar reflex (deep tendon reflex) is an early clinical sign to detect hypermagnesemia 

If the reflex is absent, discontinue the medication

CNS depression is initially characterized by anxiety

This can change quickly to drowsiness, lethargy, slight slurring of speech, ataxic gait, and a tendency to fall sideways when standing erect

The nurse needs to continuously evaluate patient’s orientation to person, place and time

(MNCYN, 2018)





Checking Reflexes

Knee Jerk Reflex/Patellar Tendon Reflex

The knee should be positioned halfway between the shortest and longest positions

Support is given under the knee with the foot on the bed  (45 degree angle)

Patellar tendon is tapped just below patella, and the quadriceps muscle group should be observed for contraction. Lower leg should extend in response

Brachial Reflex

Allow the arm to rest in the patients lap, bent just slightly more than 90 degrees

Place your thumb directly over the tendon and tap gently with the reflex hammer

The lower arm is drawn upwards

Check this reflex in the presence of an epidural 



(MNCYN, 2018)





Reflexes

Disappearance of the patellar reflex is an early clinical sign to detect hypermagnesemia

Reflexes should be checked before each intermittent dose and q1h during maintenance therapy



(MNCYN, 2018)

		Response Grade		Description

		0		Absent

		+1		Diminished response, low normal

		+2		Average response

		+3		Brisker than average; possible, but not necessarily indicative of disease

		+4		Very brisk, hyperactive. Often indicative of disease; associated with clonus





















Clonus







Notify Physician Immediately:



Respirations less than 12 per minute 

Muscle twitching 

Significant increase or decrease in blood pressure 

Disorientation of patient 

Output less than 30 ml per hour 

Loss of patellar or brachial reflex 

Oxygen saturation falls below 95% 

Any seizures occur







Serum Levels of MgSO4

		Serum Level (mmol/L)		Effects		Signs

		0.66 – 0.95		Normal		Normal

		2.0 – 3.5		Therapeutic 		As indicated

		>3.5 – 5.0		CNS transmission		Flushing, sweating, flaccidity, loss of deep tendon reflex

		5.0 – 6.5 		Above +		 Respiratory paralysis

		>7.5		 Above ++		Cardiac conduction altered

		>12.5		Fatal		Cardiac arrest







Eclampsia (Seizures)

The woman must be stabilized

Prevent maternal injury

Place patient on her side and suction secretions from mouth

Provide oxygen by mask

Avoid diazepam

Administer 4 grams of MgSO4 over 20-30 minutes, followed by maintenance therapy as ordered





Postpartum Care

Hypertension may present initially or become worse following delivery

Proteinuria and other adverse conditions may also become worse in the early postpartum period

All women should be followed carefully in the PP period with ongoing attention to BP control, renal function, seizure risk and lab testing

Severe PP hypertension should be treated with antihypertensive agents to keep BP <160/110mmHg

MgSO4 should be administered until 24 hours after delivery

Requires 1:1 nursing care
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CLINICAL PRACTICE PROTOCOL 


 Page 1 of 5 


UNIT 7: MEDICATIONS 


Subject: Magnesium Sulphate - Administration to Obstetrical Patients for Pre-


Eclampsia           


Approval: NAC – January 2018            Date: November 1989      


       Review, Revision Date:  


                                     December 2017_____ __                  


Level:  Interdependent - Added Nursing Skill  


Specific to:  RN – MCWH and CCU  


Background:   


Hypertensive disorders of pregnancy (HDP) remain the leading causes of maternal and 
perinatal morbidity and mortality. The rate of hypertension in the obstetrical population 
is rising due to increased maternal age, obesity and frequency of multiple births.  The 
occurrence of a seizure is rare in the obstetrical population but remains potentially life-
threatening.  Magnesium sulphate (MgSO4) is the drug of choice for pregnant women 
with severe preeclampsia to prevent seizures when compared to other medications. 


Indications: 


For women with preeclampsia for seizure prophylaxis and treatment as ordered 


Considerations and or Contraindications: 
1. MgSO4 is administered with caution in women being treated with cardiac 


glycosides, digitalis 
2. Concurrent use of MgSO4 and CNS depressants may result in an 


enhanced CNS depressant effect 
3. Women with impaired renal function or electrolyte imbalance should be 


monitored closely with frequent serum MgSO4  levels to prevent toxicity 


a) Side Effects MgSO4 administration may cause: 
b) Hypotension secondary to decreased systemic vascular resistance 
c) Facial flushing 
d) Visual disturbances 
e) Flushing or tissue necrosis at the injection site 
f) Chest pain 
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g) Nasal stuffiness 
h) Changes in ECG 
i) Gastro-intestinal upset 
j) Urinary retention 
k) Respiratory depression 


 
Policy: 


1. Qualified Nursing staff will attain and maintain clinical competency by completing 
the MCWH education package on Hypertensive Disorders of Pregnancy and 
Magnesium Sulphate and obtaining a score of 80% on the quiz  


2. RN’s providing care to a labouring woman requiring MGSO4 administration 
require specialized knowledge and skills in order to deliver safe, effective care 
and monitoring.  Completion of the self-learning package, quiz, and performance 
check-off list is a mandatory prerequisite to providing care to a labouring woman.  
They must be completed and submitted to Staff Development before the nurse 
can provide care for a woman who requires MGSO4 for gestational hypertension 
in pregnancy 


Protocol: 
 
Magnesium Sulphate is administered by a qualified Registered Nurse on MCWH and or 
CCU.  Magnesium Sulphate is a High Alert medication and requires additional 
precautions and monitoring see Clinical Practice Manual Unit 7 High Alert Independent 
Double Check (IDC).  
 
Prepare Magnesium Sulphate solution, according to computer physician order entry 
(CPOE) 


 


 MgSO4 for Pre-Eclampsia 


Loading dose 4 grams over 20 minutes 


Continuous dose 2 grams per hour 


 
1. Physician's orders.  Standard Loading dose – 4 g in 100 mL 0.9% NaCl over 20-30 


minutes. After the loading dose the physician will order the maintenance dose of 
1-2 g/hr IV  


           Concentration: 20 g in 500 mL 0.9% NaCl 
  ie: 1g/hr – 25 mL/hr 
             2g/hr – 50 mL/hr 


2. Two RN’s will perform an Independent Double Check for the preparation and 
administration of magnesium sulphate infusions and the infusion pump 
programming as per the Specialized IV Infusion Policy, Clinical Practice Manual 
Unit 7 


3. Magnesium Sulphate vials are located in the Pre-Eclampsia kit in the medication 
cupboard and labelled as high alert due to the concentration of the vials 
available. Refer to CPM Unit 7 High Alert Independent Double Checks, for further 
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practice guidelines as well as the Artery Clinical Resources Pharmacy 
Medication Resources High Alert Medication Reference List 


4. MGSO4 will only be infused using an IV infusion pump with a master drug library 
(MDL) 


5. Connect magnesium sulphate to the rescue IV line of 500 mL 0.9% NaCl at the Y 
injection site closest to the patient.  The rescue line maintains patent line if 
magnesium sulphate is discontinued and ensures that primary line contains 
smallest possible concentration of MgS04   


6. Prior to initiating the medication and q30-60 minutes check reflexes, baseline 
vital signs, respiratory rate should be greater than 12/minute. Call physician if 
respirations are less than 12 a minute or less, or reflexes absent  


7. Insert foley catheter with urometer as ordered by physician.  Check urinary 
output q1h. Output should be no less than 30 mL/hr. Send urine specimen for 
routine and microscopic analysis q12h as ordered 


8. Prenatally, record a baseline FHR, BP, and any uterine contractions to evaluate 
fetal status and spontaneous uterine activity.  Continuous monitoring of the FHR 
and uterine contractions throughout administration of magnesium sulphate is 
recommended 


 
CLINICAL NOTE:  Assessment of blood pressure in woman receiving MgSO4 for 


preeclampsia should be taken with a manual blood pressure cuff that fits 
adequately and placed on the arm at the level of the heart, with woman in a 
sitting position.   An automatic blood pressure cuff will under estimate the 
blood pressure, particularly the systolic blood pressure 


9. Start magnesium sulphate administration at rate and dosage ordered by 
physician. Note date, time and amount on labour I record. 


10. During loading dose: 
a) Check and document BP, P and RR q5 minutes 
b) Apply oxygen saturation probe and use continuously during bolus dose 
c)  Document oxygen saturation level q5 minutes 
d)  Observe for development of side effects 
e) Check patellar or brachial reflexes when bolus complete 


11. During maintenance (continuous) dose: 
Check q15-30 minutes, or as ordered by physician: 


a) BP and P 
b) RR 
c) Fetal heart rate 
d) Oxygen saturation rate 
e) Patellar or brachial reflexes 
f) Measure accurate urine output that includes an indwelling catheter for 


accuracy with urometer and document 
g) Restriction on oral intake (NPO), IV fluids ordered will also be restricted to 


Total Fluid Intake of 150 mL 
h) Check every 2 hours: 
i) Temperature 
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j) Document all assessments on the Labour 1 record during labour and on 
routine care flowsheet for post partum 


k) Obtain order and draw serum MgSO4 levels q6h during infusion as 
ordered by physician  


l) Bedrest with bathroom privileges based on ability to mobilize (epidural or 
PCA for pain control) 


12. Notify physician immediately and chart if any side affects or complications 
develop: 


a) Respirations less than 12 per minute 
b) Muscle twitching 
c) Significant increase or decrease in blood pressure 
d) Disorientation of patient 
e) Output less than 30 ml per hour  
f)  Loss of patellar or brachial reflex. 
g)  Oxygen saturation falls below 95% 
h)   Any seizure occur 


13. Physician will order blood for serum magnesium level to be drawn 1 hour after 
loading dose and q4h.  Normal Range 0.66 – 0.95 mmol/L.  Therapeutic Range  
2.0  – 3.5  mmol/L. Notify MD if greater than 3.5 mmol/L 


14.  Antidote: 10 mL of 10% calcium gluconate should be available on the unit. This 
is administered IV over 3 minutes by physician   


15. Continue with close observation and monitoring post-delivery for on-going 
hypertension. Nursing care should be in a quiet environment and assess need for 
1:1 care due to the potential for seizures.1:1 nursing care is continued until the 
magnesium sulphate infusion is discontinued 


16. With severe pre-eclampsia it is often associated with decreased urine output and 
vasospasm. This will pre-dispose patients to fluid overload and pulmonary 
edema, therefore the total amount of IV fluids should be restricted to 150 
mL/hour.  Therefore the concentrations of drugs such as magnesium sulphate 
and oxytocin will need to be modified according to CPOE 


 


 


 


 


 


 


 


 


 


 


 







Clinical Practice Protocol - Magnesium Sulphate - Administration to Obstetrical Patients for Pre-
Eclampsia                                                  5 


This document is published as part of an electronic document repository. 
The user is responsible for referencing the most recently published electronic version. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


Originator:   S. Innis, R.N.  


Current Review, Revision:  L. Paton RN, MCWH Director; K. Barzsa-Jenkins RN MCWH 


Educator; Maternal, Child Team – December 2017      


    F. Vieira-Cabral, Pharmacist                   


Responsibility:  Director of Patient Care  


Distribution:   Clinical Practice Manual – Online  


Reference: Magnesium Sulphate Teaching Package / Drug Study,   


Ottawa Hospital Parenteral Drug IV Manual  6th  Edition  


(2015) British Columbia Reproductive Care Program   


Hypertension in Pregnancy, retrieved from:     


http://www.perinatalservicesbc.ca/NR/rdonlyres/96626841-3B8E-


4D91-8A3E-26532659C05E/0/OBGuidelinesHypertension11.pdf    


Cross Reference:              Clinical Practice Manual Unit 7 High Alert Independent   


Double Check Artery Clinical Resources – Pharmacy   


Medication Resources High Alert Medication Reference List   



http://www.perinatalservicesbc.ca/NR/rdonlyres/96626841-3B8E-4D91-8A3E-26532659C05E/0/OBGuidelinesHypertension11.pdf

http://www.perinatalservicesbc.ca/NR/rdonlyres/96626841-3B8E-4D91-8A3E-26532659C05E/0/OBGuidelinesHypertension11.pdf




