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KEY POINTS OF THE GUIDELINE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

fFN Value 
(ng/ml) 

% who will  
deliver within 
2 weeks 

% who will  
deliver at 
<34 weeks 

Management guidelines  

0-9 2% 1% Discharge with routine Midwife follow up 

10-49 8% Discharge with Consultant follow up within 4 weeks 

50-199  8% 12% Admit  
Give Betamethasone 12mg IM 24 hrs apart  
Check SCBU availability  
Tocolytics and In-utero transfer if <32 weeks 
dependent on clinical situation or if cervical changes  
Mg SO4 if in labour or progressive cervical changes 

200-499 29-46% 33-75% Admit 
Give Betamethasone 12mg IM 24 hrs apart 
Check SCBU availability 

If in active labour or progressive cervical changes: 
MgSO4 administration 

Tocolytics and in-utero transfer if < 32 weeks 
 

Diagnosis of Preterm Labour:  

Gestation between 23+0 and 37+0 weeks 

Painful uterine activity, with a contraction frequency of at least 1:10 

AND one or more of the following: 

 fFN > 50ng/ml (NB: if cervix <4cm & progressive cervical changes) 

 Ruptured membranes 

 Evidence of progressive cervical change on repeat vaginal examination or cervix >4cm 

Investigations 

 Urinalysis for leucocytes, nitrates 

 MSU for culture if suspected UTI on dipstick urinalysis 

 Speculum examination 

 HVS if infection suspected 

 FBC + CRP if infection suspected 

Ultrasound on labour ward for   

 Presentation  

 Liquor volume 

Consider alternative diagnosis 
and potential discharge if fFN 
<50ng/ml (or <10ng/ml in the 
presence of PV bleeding or 
following sexual intercourse) 



Preterm Labour Management Guidelines 
   
   

Maternity Services   
  Page 5 of 17 

Notes: 

In women who are between 23+0 and 24+0 weeks, senior involvement is required, 
and a multidisciplinary discussion should take place between parents, neonatologists 
and obstetricians prior to any intervention. 

If in-utero transfer is considered, only Bolus dose of MgSO4 should be administered 
prior to transfer. Maintenance dose will be continued when the woman arrives to 
another unit (As agreed within Southwest Obstetric and Neonatal network).  

In-utero transfer to another obstetric unit must be considered in all women 
presenting less than 32+0 weeks if there are no other contraindications and delivery 
is not imminent. 

1. Introduction 

Preterm birth is the single biggest cause of neonatal mortality and morbidity in 
the UK. It is a common complication of pregnancy, comprising around 8% of 
births in England and Wales. There has been no decline in the preterm birth rate 
in the UK over the last 10 years. 

Babies born preterm have high rates of early, late and post-neonatal mortality, 
and the risk increases as gestational age at birth decreases. Babies who survive 
have increased rates of disability. Recent UK studies comparing cohorts born in 
1995 and 2006 have shown improved rates of survival (from 40% to 53%) for 
extreme preterm births (born between 22 and 26 weeks). Rates of disability in 

survivors were largely unchanged over this time period. The major long‑term 

consequence of prematurity is neurodevelopmental disability. Preterm birth has 
huge psychosocial and emotional effects on the family, as well as being costly for 
health services. 

The Government’s ambition (Safer maternity care: Progress and next step) was 
set up to reduce the national rate of preterm births from 8% to 6% so as to halve 
the still births, neonatal injuries by 2030. 

2. Purpose 

This guideline focuses on following areas, based on the best available evidences. 

 Prediction and prevention of. preterm birth 

 Better preparation when preterm birth is unavoidable  

 The principles can also be applied in optimally diagnosing preterm labour in 
symptomatic women, given that many women thought to be in preterm labour 
on a clinical assessment will not deliver preterm. 

Ultimate aim is to reduce the number of preterm births and optimise the care 
when preterm delivery cannot be prevented 

This guideline does not provide information on management of women with 
preterm prelabour rupture of membranes. 
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This guideline applies to all members of the maternity team and must be adhered 
to.  Noncompliance with this guideline may be for valid clinical reasons only.  The 
reason for noncompliance must be documented clearly in the patient’s notes. 

3. Definitions  

Preterm birth Birth at less than 37+0 weeks’ gestation 

Suspected preterm labour if a woman has reported symptoms of preterm 
labour (such as lower abdominal cramp, pelvic pressure, low back pain, vaginal 
spotting or a “show”, regular uterine activity) and has had a clinical assessment 
(including a speculum or digital vaginal examination) that confirms the possibility 
of preterm labour but rules out established labour 

Diagnosed preterm labour there should be: 

Painful uterine contractions>1:10 minutes Plus one or more of the following 
signs: 

 Rupture of membranes 

 Positive fetal fibronectin (fFN)>50ng/ml 

 Objective evidence of cervical change 
              Occasionally a patient may present without contractions, but with a dilated 

cervix (silent cervical dilatation) and may warrant therapy.   

Established preterm labour Progressive cervical dilatation from 4 cm with regular 
painful contractions prior to 37+0 weeks’ gestation 

TVS       Transvaginal scan 

fFN        Fetal Fibronectin Test 

FHR       Fetal heart rate 

CTG     Cardiotocography 

CEFM   Continuous electronic fetal monitoring 

4. General Principles of “Management of Preterm Labour” 

4.1. Diagnosis of Preterm Labour 

Diagnosis of preterm labour should be categorised according to NICE guidance –  
as in ‘suspected’, ‘diagnosed’ or ‘established’ preterm labour (see definitions) 
Baseline investigations should include: 

 

a. Full maternal observations and risk assessment 

b. Assessment of fetal heart rate, CTG only to be performed over 28+0 gestation 

and then in discussion with both mother and obstetrician in recognition of the 

difficulty with interpretation of fetal monitoring at lower gestation. Current NICE 
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guidance states that in the absence of other risk factors intermittent auscultation 

can be acceptable in preterm labour as per term intrapartum care.    

c. Speculum examination with water as lubricant should be performed with consent 

and the following tests/observations undertaken: 

 Cervical assessment – if obviously dilated >4cm treat as established 
preterm labour  

 Exclusion of rupture of membranes or bleeding 

 Fetal fibronectin (fFN) test if indicated (gestational age is between 24 to 
34+6 weeks).  

 fFN test should not be used in the presence of spontaneous rupture of 
membrane, cervical dilatation greater than 3 cm, sexual intercourse 
within 8 hours and heavy vaginal bleeding 

 If fetal fibronectin testing is negative (concentration 50 ng/ml or less), 
explain to the woman that it is unlikely that she is in preterm labour and 
she may go home 

 if fetal fibronectin testing is positive (concentration more than 50 ng/ml), 
view the woman as being in diagnosed preterm labour and offer 
treatment consistent with her being in diagnosed preterm labour. 

 Microbiology – HVS and Mid-stream urinalysis 
d. DO NOT perform digital examination if SROM is suspected or before fetal 

fibronectin test.  
e. Evaluate for likely pre-disposing cause, such as urinary tract infection, placental 

abruption, fetal abnormality, intrauterine infection and maternal illness. 
f. If PTL is established or diagnosed, discuss with Medical and Nursing Staff from 

SCBU to establish availability of cots and the need for in utero transfer. 
 

4.2. Giving information to the parents 
a. Women at increased risk of preterm labour (suspected, diagnosed or established) 

or having a planned preterm birth should be given information about likelihood of 
the new-born in terms of the survival, immediate and long-term outcomes. 

b. Opportunity should also be given on discussion about resuscitation of the new-
born and their wishes, touring to the neonatal unit, depending on the gestation 
and other circumstances. 

c. That information should be discussed with the woman or family members by a 
senior paediatrician especially under 30 weeks’ gestation. 

d. In women who are between 23+0 and 24+0 weeks, senior involvement is 
required, and a multidisciplinary discussion should take place between parents, 
neonatologists and obstetricians prior to any intervention. 
 

4.3. Rescue cervical cerclage 
 
a. Consider 'rescue' cervical cerclage for women between 16+0 and 27+6 weeks of 

pregnancy (being aware that the benefits are likely to be greater for earlier 
gestations) with a dilated cervix and exposed, unruptured fetal membranes. 

b. It should not be offered if there are signs of infection, active vaginal bleeding   
and    uterine contractions   
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4.4.  Antenatal corticosteroids   

a. Antenatal corticosteroids therapy significantly reduces the incidence of respiratory 
distress syndrome (RDS), intraventricular haemorrhage and neonatal death. After 34 
weeks 94 women will need to be treated to prevent 1 case of RDS, while before 31 
weeks 1 case of RDS is prevented for every 5 women treated.   

b. Betamethasone should be given for the following groups of women: -  

 Those between 24+0/40 and 33+6 /40 with a positive fFN or who are having a 
planned preterm birth or have P-PROM. 

 Consideration should be given to those between 34/40 and 35+6/40, particularly 
where there are concerns of fetal growth restriction or there is a higher chance of a 
caesarean section.  

 Women between 23+0- and 24+0-weeks’ gestation can be given a course of 
steroids if agreed in her individualised management plan. 

 

c. Antenatal corticosteroids are most effective in reducing RDS in pregnancies that deliver 
24 hours after and up to 7 days after administration of the second dose of antenatal 
corticosteroids.  

d. Dose and Administration: 

 Two doses of betamethasone 12 mg IM 24 hours apart, OR if unavailable, 

 Two doses of dexamethasone 12 mg IM 24 hours apart 
 

e. Repeat doses of corticosteroids should not be routinely offered but interval since the last 
course should be considered on an individual basis.   

 
f. Contraindications   

 Systemic infection including tuberculosis 

 Cardiomyopathy 

 Active gastrointestinal (GI) ulcer  

 History of steroid induced psychosis  
 

g. Precautions 

 Chorioamnionitis. There is a theoretical risk that steroids could worsen 
chorioamnionitis and delaying delivery may be detrimental to the fetus because of 
infection.   

 Diabetes. Women with diabetes who are at risk of preterm delivery should receive 
antenatal corticosteroids. Inpatient supervision may be required depending on the 
type of diabetes, to regulate diabetic control. Higher dose of insulin may be required. 
(see guideline on “Diabetes in pregnancy management” guideline). 

4.5. Tocolysis (Appendix A) 

a. Tocolysis is indicated:  

 In suspected or diagnosed preterm labour between 24/40 and 33+6/40 with 
intact membranes and cervical dilatation less than 4cm   

 To allow time for the administration of maternal corticosteroids Or for in-utero 
transfer to neighbouring unit irrespective of gestational age and state of 
membranes. 
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 Positive fFN>50 ng/ml 
 
b. (Relative) Contra-indications / cautions for tocolysis: 

 Established labour  

 Ruptured membranes   

 Fetal distress  

 Intrauterine infection  

 Antepartum haemorrhage  

 Any maternal or fetal condition that warrants delivery (e.g. pre-eclampsia)  

 Any maternal medical disorder where chosen tocolytic drug is contra indicated   
 

c. Our tocolytic agent of choice is Atosiban. It is an Oxytocin antagonist for IV 
administration  
Initial bolus, then high dose infusion for 3 hours, then low dose infusion for up to 
45 hours  
18 hours of treatment then reassess 
Half-Life 13 minutes therefore no additional risk of PPH 
Re-treatment is an option 
 
If Atosiban is contraindicated, offer nifedipine for tocolysis to women. The 
nifedipine must be discontinued once the patient is in active labour and the 
MgSO4 has been commenced. 
Consultant must be involved in deciding use of tocolytics and in utero transfer. 

  
4.6. Magnesium sulphate for neuroprotection (Appendix B) 

a. There is evidence to suggest that Magnesium Sulphate (MgSO4) administered to 
women at risk of preterm labour reduces the incidence of cerebral palsy and 
gross motor dysfunction in the new-born.  

b. MgSO4 should be administered to all women between 24/40 and 30+0/40 with at 
least one of the following:  

 In established preterm labour (Cervix>4 cm dilated) 

 delivery anticipated within 24hrs  

 planned preterm birth within 24 hrs (category 3 section/ induction of 
labour planned for maternal or fetal reasons) 

 fFN>200ng/ml (30-50% chance of delivery within 14 days and 30-75% 
chance of delivery <34 weeks gestation) 

c. This is regardless of: 

 plurality (number of babies in utero) 

 the reason women are at risk of pre-term birth 

 parity 

 anticipated mode of delivery 

 whether or not antenatal corticosteroids have been given 
 

d. In situations where urgent delivery is necessary because of actual or imminent 
maternal or fetal compromise, then birth should not be delayed to administer 
MgSO4.    
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e. Ideally it should be commenced at least 4hrs before birth but there may still be a 
benefit if given less than 4hrs before delivery.  Data on the latest that MgSO4 can 
be given before delivery to be of benefit is not currently available.  

f. In the event that birth does not occur after giving MgSO4 for neuroprotection of 
the infant, and preterm birth again appears imminent (before 30/40) a repeat 
does of MgSO4 may be considered at the discretion of the attending 
consultant. 

g. The regimen used here for neuroprotection of the fetus is similar to that used for 
the prevention of eclampsia in women with pre-eclampsia.  

h. If in-utero transfer is considered, only give bolus dose of MgSO4 before 
transfer for the safety of mother and this must be communicated to the 
hospital which accepts the transfer. Maintenance dose will be continued 
when the woman arrives to another unit (As agreed within Southwest 
Obstetric and Neonatal network).  

i. Women should be advised that they may experience minor side effects such as 
flushing, nausea and vomiting, sweating and injection site problems.  These 
adverse effects should not prompt discontinuation of the medication. Give patient 
information leaflet on “Having a baby before 39 weeks: magnesium sulphate as 
protection against cerebral palsy” which is kept in the PReCePT box in electrical 
room, Labour ward. 

4.7. In-utero transfer 

a. Must be considered in all women less than 32 weeks gestation (singleton or 
multiple pregnancies) in NDDH if there are no other contraindications and 
delivery is not imminent. 

4.8. Intra-partum care 

a. Administer intrapartum antibiotic prophylaxis once active labour is confirmed 

irrespective of GBS status to prevent early onset neonatal infection. (See 

guideline on “Prevention of early onset neonatal Group B streptococcal infection”)  

 

b.  Fetal monitoring in labour 

 Parents should be counselled regarding “the lack of evidence that continuous 
electronic fetal monitoring (CEFM) improves neonatal outcome over 
intermittent auscultation and that whilst a normal CTG is reassuring an 
abnormal CTG does not necessarily indicate fetal hypoxia or acidosis”. 
Clinicians do, however, need to give careful consideration as to the cause of 
preterm labour and discuss with the consultant obstetrician whether CEFM is 
indicated.   

 

 Fetal scalp electrodes should not be used for women under 34/40 gestation 
unless the following apply:   
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Clinician is unable to monitor the fetal heart using either intermittent 
auscultation or continuous monitoring.  
It has been agreed by a senior obstetrician. 
The benefits outweigh the potential risks.  
Alternatives (immediate delivery, intermittent ultrasound or no monitoring) are 
discussed and unacceptable to the patient. 
Fetal Scalp electrodes can be considered between 34+0/40 and 36+6/40 
where it is not possible to use either external monitoring (either continuous or 
intermittent). 
 

 Fetal Blood Sampling should not be carried out on women less than 
34+0/40. Women between 34+0/40 and 36+6/40 should have a discussion 
about the possible use of FBS, using guidance from the term intrapartum 
guideline.  

 

c. The SCBU team should be informed of any women labouring before 37/40. If 
before 30/40, parents should be seen by neonatal medical staff. 

 
d. Mode of delivery  

 Preterm labour can sometimes have a ‘long latent phase’ hence avoid early 
epidural and ARM.  

 Difficult forceps should be avoided and ventouse is contra-indicated below 34 
weeks gestation.   

 Caesarean section can be a difficult procedure in preterm delivery and 
therefore must be performed by an experienced obstetrician.  A De Lee or 
classical incision may be required. If difficulties are encountered, extend the 
transverse incision into a ‘J’, but never into an inverted ‘T’.   
 

e. Timing of cord clamping for preterm babies (born vaginally or by caesarean 
section) 

 Wait at least 30 seconds, but no longer than 3 minutes, before clamping the 
cord of preterm babies if the mother and baby are stable. Position the baby at 
or below the level of the placenta before clamping the cord. 

 If a preterm baby needs to be moved away from the mother for resuscitation, 
or there is significant maternal bleeding:  consider milking the cord   and then 
clamp the cord as soon as possible. 
 

4.9. Risk assessment, surveillance and management of women at risk of 
preterm birth  

Assess all women at booking  to identify those at risk of preterm birth and 
offer  

 Prescription of aspirin 150 mg at night to those with previous preterm 
birth associated with placental dysfunction. 

 Adequate support to teen age pregnancies and those with vulnerable 
pregnant women such as domestic violence. 
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 Assessment of smoking status and efforts to be smoke free before 16 
weeks. 

 Appropriate management in multiple pregnancy. (see Multiple 
pregnancy guideline) 

 Screening for asymptomatic bacteriuria by sending off MSU for culture 
and sensitivity at booking. Following any positive culture and treatment, 
a repeat MSU to confirm clearance. 

 Access to TVS for intermediate and high-risk cases for surveillance 
and offering further intervention. (Appendix C) 

5. Education and Training 

Responsibility for education and training lies with the Lead Clinician and lead 
midwife for PReCePT project.  It will be provided through formal study days 
and informal training on the ward.    

6. Consultation, Approval, Review and Archiving 
Processes 

The author consulted with all relevant stakeholders. Please refer to the 
Document Control Report.  

Final approval was given by the: Maternity Governance Forum meeting.  

The guidelines will be reviewed every 3 years. The author will be responsible 
for ensuring the guidelines are reviewed and revisions approved by the 
Maternity Governance Forum in accordance with the Document Control 
Report.   

All versions of these guidelines will be archived in electronic format by the 
author within the Maternity Team policy archive.  

Any revisions to the final document will be recorded on the Document Control 
Report.   

To obtain a copy of the archived guidelines, contact should be made with the 
author. 

7. Monitoring Compliance with and the Effectiveness of the 
Guideline 

Monitoring of implementation, effectiveness and compliance with these 
guidelines will be the responsibility of the senior clinical/ management team. 
Where non-compliance is found, it must have been documented in the 
patient’s medical notes. 
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The following indicators are auditable standards.   

 the incidence of women with a singleton pregnancy giving birth 
(liveborn and still- born) as a % of all singleton births in the late second 
trimester and preterm before 36+6 weeks. 

 Percentage of singleton livebirths (<34+0 weeks) receiving a full course 
of antenatal corticosteroids within 7 days of birth. 

 Percentage of singleton livebirths (<30+0 weeks) receiving MgSO4 
within 24 hours prior to birth. 

 Percentage of women who gave birth in an appropriate care setting for 
gestation in accordance with local network guidance. 

8. References  

 National Institute for Health and Care Excellence. “Preterm labour and 
Birth” (NG25). London: NICE; November 2015 

 National Institute for Health and Care Excellence. “Intrapartum care for 
healthy women and babies” (CG190). London: NICE; December2014 

 RCOG Green-top Guideline No. 36 (September 2017). “The Prevention 
of Early-onset Neonatal Group B Streptococcal Disease” 

 RCOG Green Top Guideline No.7. (October 2010). Antenatal 
corticosteroids to reduce neonatal morbidity.  

 RCOG Scientific Advisory Committee opinion paper 29 – Magnesium 
sulphate to Prevent cerebral palsy following preterm birth.  August 
2011. 

 TSOI E et al (2005). Ultrasound assessment of cervical length in 
threatened preterm labour. Ultrasound Obstet. Gynaecology. 2005 
April: 25 (4) 353-6   

 Honest et al. (2002). Accuracy of cervico-vaginal fetal fibronectin test in 
predicting risk of spontaneous preterm birth: systemic review. BMJ 
325: 301-4   

 Andersen HF Use of fetal fibronectin in women at risk for preterm 
delivery. Clinical Obstetrics and Gynaecology, (2000) 43(4), 746-758.   

 Royal Devon and Exeter NHS foundation trust. Clinical Guideline for 
management of pre-term labour (December 2017) 

 West of England Academic Health Science Network. Prevention of 
cerebral palsy in preterm labour (PReCePT) programme, 2016. 

 NHS England; “Saving Babies’ Lives version 2: A care bundle for 
reducing perinatal mortality”, March 2019. 



Preterm Labour Management Guidelines 
   
   

Maternity Services   
  Page 14 of 17 

9. Associated Documentation 
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 Preterm Prelabour Rupture of Membrane (PPROM) 

 Fetal and cord blood sampling guideline  

 Auscultation and electronic fetal monitoring guideline. 

 Maternal transfer by ambulance. 

 Multiple pregnancy 
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10. Appendix A: Administration of Tocolytics 

(A) Atosiban (Oxytocin receptor antagonist) 

Step 1-Loading dose:  

Prescription- 6.75mg Atosiban in 10ml Normal Saline, slow IV bolus (1minute).  

Preparation- Draw up 0.9ml Atosiban (6.75mg) in a 1ml syringe, then add to 10ml Normal 
Saline.  Give slowly over at least 1 minute.  (may cause nausea if given more quickly).  

Step 2- Initial (high dose) infusion:  

Prescription- 75mg (10ml) Atosiban in 90ml Normal Saline, over 3 hours, IV infusion at 
24ml/hr.  

Preparation - Add 10ml of Atosiban 7.5mg/ml (2x5ml vials) to the remaining 90ml Normal 
Saline infusion bag, use the other 10ml to make up the loading dose.  To ensure the pump 
alarms after 3 hours, set at 24ml/hr for 3 hours, total volume 72ml. 

Step 3- Maintenance (low dose) infusion:  

Prescription- As above but reduce the initial infusion rate to 8ml/hr.  

Preparation -Reduce infusion rate 8 mls/ hr. (there will only be 28 mls left in this bag, so set 
total volume to be infused at 28 mls).   

When the next bag of the maintenance infusion is required, make up as for step 2 and 
commence infusion at 8 mls/ hr, with total volume to be infused 100 mls.  

Side effects   

Nausea, vomiting, headache, flushing, dizziness, transient hypotension, tachycardia   

Observations   

Maternal pulse, BP, frequency and strength of uterine contractions, every 30 mins for first 3 
hours.  

Hourly temperature and continuous CTG 

Frequency of subsequent observations will be decided following review by the senior 
obstetrician.  

Omit tocolytics if  

Significant maternal hypotensive reaction to any dose 

Severe maternal symptoms 

Adverse CTG changes or meconium liquor 

Resuscitate with colloid (Gelofusine) or crystalloid if systolic blood pressure <100 mmHg and 
may need to inform anaesthetic colleagues 

(B) Nifedipine (Calcium channel blocker)       

Nifedipine has the advantages of oral administration, low purchase price and comparable 
effectiveness as Atosiban.   

Pre-load:  500ml of sodium chloride 0.9% IV over 20-30 mins may be considered prior to 
administration of nifedipine.  

Dosage: Nifedipine 20 mg orally stat followed by 10-20mg 3-4 times a day, adjusted 
according to uterine activity (BNF) for up to 48 hours. 

Total dose above 60 mg appears to be associated with a three to four-fold increase in 
adverse events such as headache and hypotension.   
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11. Appendix B: Magnesium Sulphate Regimen for 
Preterm Labour 

 I.V. Mg SO4 for neuroprotection should be offered for women between 23+0 and <30+0 
who are:  

 Painful contractions 1:10 with progressive cervical changes 
 Positive fFN test >50ng/mls with progressive cervical changes 
 Positive fFN test > 200ng/mls  
 Having a planned preterm birth within 24hrs  
 Tocolysis commenced for in-utero transfer  
 In established labour (Cx 4cm or more dilated)   

 (MgSO4 can be considered up to 34 weeks dependant on clinical situation such as fetal 
growth restriction).  

 MgSO4 is now supplied as 10% concentration (instead of 50% solution).  

10mls solution = 1g MgSO4  

 No Dilution required! 
 Draw NEAT solution into 50ml syringe driver and deliver via Braun syringe and Braun 

syringe driver. 

“Regimen for preterm neuroprotection”. 

Loading dose 4g MgSO4 over 5-15 minutes:   

Draw up 40ml neat solution MgSO4 10% in a 50ml Braun syringe, use Braun syringe driver 
and set   rate at 160ml/hr to deliver 4g in 15 mins.   

Observations: BP, RR, Sats, MPulse and Patella reflexes before and after the loading 
dose.     Continuous CTG if >28 weeks’ gestation.  

Infusion/Maintenance dose MgSO4 1g/10ml/hr for 24hrs:  

Draw up 50mls neat solution MgSO4 10% in a 50ml syringe, use Braun syringe driver and 
set rate at 10ml/hr to deliver 1g per hour until birth or for 24hrs (whichever is sooner).  

Observations:  4hrly BP, RR, Sats, MPulse, Patella reflexes and urine output for women 
on    maintenance dose of MgSO4 unless concerns (different to Pre-eclamptic women!).  

 Continuous   CTG if >28 weeks’ gestation.  

“Toxicity”:  

Magnesium toxicity is unlikely if the above regime is followed and serum magnesium levels 
do not need to be routinely measured unless concerns for renal compromise.  Unless pre-
eclampsia or poor urine output there is no need for an indwelling catheter.   

If a woman has or develops oliguria (< 100mls/4hrs) or other signs of renal failure:  

Monitor more frequently for magnesium toxicity.  

Think about reducing or stopping the dose of MgSO4.   

Stop the magnesium sulphate if:    

Respiratory rate below 12/min. 

Bp diastolic drops more than 15mm/Hg below baseline. 

Patella reflexes are absent.   
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If there are concerns of respiratory depression:   Calcium gluconate 1g (10ml of 10% 
solution) via Intravenous route over 10 minutes can    be given if there is clinical concern 
over respiratory depression. 

Appendix C: MANAGEMENT ALGORITHM FOR WOMEN AT RISK OF PRETERM 
BIRTH 

 Risk assessment Surveillance  Prevention 
 

High risk Previous 
spontaneous preterm 
birth or mid-trimester 
loss (16-34 wks. 
gestation) 
 
Previous P-PROM 
<34/40 
 
Previous use of 
cervical cerclage 
 
H/O trachelectomy 

Discussion of 
screening tests and 
its implications. 
 
Offer TVS for Cx: 
length every 4 wks. 
(2 wks. if short 
cervix) between 16 
and 24 wks. 
 
Consider additional 
test Quantitive ffN in 
late 2nd or early 3rd 
trimester. 

Offer cervical cerclage 
or vaginal 
progesterone if 
cervical length 
<25mm. 
 
Explain risks and 
benefits. 
 
Women with previous 
failed TV cerclage, 
high vaginal or 
transabdominal 
cerclage prior to 14/40 

Intermediate 
risk 

Previous delivery by 
CS at full dilatation 
 
H/O significant Cx: 
excision (LLETZ >10 
mm removed/ cone 
biopsy (Knife or 
laser) 

Discussion of 
screening tests and 
its implications. 
 
Single cervical TVS 
between 18& 22 
wks.  
 
Quantitive ffN can 
be considered as 
additional test if 
indicated in late 2nd 
trimester. 

Consider cervical 
cerclage if cervical 
length <25mm. 

Other 
 

Coincidental finding 
of cervical length 
<25mm between 16 
and 24 wks. with no 
other risk factors 

Discussion of 
findings 
Individualised 
management 

Offer vaginal 
progesterone 

 

 

 


