DRUGTAKERS who become pregnant
are invariably a source of concern, not only
for professionals, but also for the user’s
relatives, friends and neighbours. Health
visitors and social workers, too, worry
about the ability of the mother (or both
parents if the father is also taking drugs) to
provide adequately for the child’s physical
and emotional needs. The result is that
most problem drugtakers who discover
they are pregnant are afraid to come
forward for normal obstetric and ante-
natal care, believing the newborn baby will
be taken away from them. This article
examines ways that social workers and
other professionals can help a drugtaking
mother (especially those physically depen-
dent on opioids) cope with pregnancy and
retain the long-term care of her child.
Drugtakers often want to have the baby,
despite the fact that many of their pregnan-
cies are unplanned. They frequently be-
lieve motherhood will provide an incentive
to give up drugs, but this does not always
happen. On the other hand, several drug
clinics have experience of clients who have
demonstrably been able to cope with the
responsibility of parenthood, while con-
tinuing on a long-term maintenance pre-
scription and gradually stopping drug use
after several years. Fear that the local
authority might remove their children
forces drug users to work hard to present
themselves as ‘perfect parents’ and to keep
their drug use under control. Many rightly
say: ‘I can care perfectly well for my
children when I've got heroin: it's when
I'm without it that T can’t cope’.
Parents who want to stop drug use
quickly by using residential treatment and
rehabilitation facilities often have to tem-
porarily hand over the care of the child to a
close relative or to the local authority,
primarily because there are few facilities
enabling the mother to detoxify while
retaining direct responsibility for her chil-
dren. A small number of initiatives under
way in the London area aim to overcome
this problem, including the day programme
at University College Hospital's drug cli-
nic, a mother-and-child unit at City Roads,
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THE PREGNANT ADDICT

Pregnancy in a drugtaker puts at least three people at risk: the bahy, the
mother — and the social worker, at risk of personal distress and public infamy
if leaving the child with the mother goes wrong; at risk of causing deep
psychological damage by enforcing an unnecessary separation. Annas Dixon
discusses the issues, while on page eight drug dependency clinic social
workers and SCODA provide assessment guidelines.

and an extension to Phoenix House to offer
facilities for families.

But some drugtakers find it difficult to
look after their children while undergoing
intensive therapy: all their emotional en-
ergy is channelled into coping without
drugs. If both parents are undergoing
detoxification at the same time, they also
have to cope with adjusting to a non-drug
relationship, difficult enough without the
added responsibility of children.

When a mother feels she cannot com-
plete her treatment while coping with her
child(ren), a compromise may be the only
option: the mother participates in a treat-
ment programme while the child is cared
for by a close relative, or placed with a
sensitive foster-parent able to reassure the
child that the parent still cares. Frequent
visits should be arranged so the child does
not feel they have been abandoned.

Inevitably, parent and child are in a ‘no
win' situation: if the mother continues to
use drugs, the child may be at risk; if the
mother is separated from the child in order
to become drug-free, both will suffer. The
latter may, in the end, be preferable,
provided maximum contact is maintained.

Preparing for the birth

The mother-to-be should be made aware
that the professionals around her are work-
ing together to help her cope and to have
as normal a pregnancy as possible. Coun-

selling is needed to help the parents pre-
pare for their new responsibilities. If the
mother is being treated by the local drug
clinic, they should keep the obstetric and
paediatric teams in touch with precisely
what is happening with their ‘patient’.

By proving they can be good parents,
many drugtakers hope they will regain
self-esteem and be seen as responsible
members of society, not ‘irresponsible
junkies’. At the same time, many mothers
fear their drugtaking may have harmed the
child or that they will not be capable of
motherhood.

Close relatives — such as grandparents
— who can provide support and occasional
practical assistance, can be of enormous
help to parents in preparing for the birth
and coping with the pressures during the
first months. The mother may want to
involve relatives and to share her pleasure
with them, but sometimes they will know
nothing of her drug problem. If she can be
persuaded to discuss the situation with
them, she is likely to find they have long
suspected she was using drugs and, once
the initial shock is over, are usually willing
to help.

It the mother fails to keep ante-natal
appointments she may need to be visited
regularly by the community midwife and
health visitor. The health visitor has a
particularly important role in providing
advice and health care after the birth, so
rapport developed at this stage will be
invaluable.

Even if a drug user becomes pregnant, it
may not be necessary to hold a full routine
case conference in the usual manner. In-
stead, some social work departments hold
a ‘pre-planning’ meeting of key staff in-
volved with the family to decide if a full
case conference is needed nearer the birth.

A number of factors help decrease the
potential risk to the infant, eg:

— the mother has only a short history of
drug misuse;

— she refers herself to a drug clinic for
help;

— she expresses concern about the risks to
the foetus:

— she has a stable relationship with a man
who is not addicted.

A decision to call a case conference
implies the baby is thought to be at risk. If
the baby is likely to be born in withdraw-
als, or if there is concern about the
mother’s ability to cope with the baby,
there should be a preliminary case confer-
ence six weeks prior to the delivery date, to




allow for the possibility of premature birth.
This should prevent hurried decisions
being taken after the birth, when people
begin to get anxious about the baby being
at risk. Nevertheless, hurried decisions can
happen if a mother has not been totally
honest about her drug use and the child is
unexpectedly born in withdrawal.

The case conference should include so-
cial workers, nurses, paediatricians, ob-
stetricians and legal representatives. The
aim is to assess the mother’s progress, her
attitude towards drugs, how she is using
the support offered, and the regularity of
her attendance at ante-natal classes and
clinics. Other topics include the level of
support and social circumstances she will
be discharged to, taking particular note of
practical needs, such as housing or baby
clothes and pram. Even if the mother-to-be
has managed to abstain in the latter stages
of pregnancy, she will be more vulnerable
after the birth with the added stress caused
by a newborn infant.

Often parents feel defensive and guilty
about putting their child at risk and are
understandably extremely anxious about
case conferences. They need reassurance
that the prime objective is to see they and
their baby receive the maximum help. If
the baby is likely to be born in withdraw-
als, the parents should discuss its treatment
with the paediatrician.

If there is a strong likelihood that the
child will have to be placed on the “at risk’
register, this should be explained in adv-
ance to the parents-to-be. not left until
after the birth. It should be emphasised
that “at risk’ does not mean their child will
automatically be removed from their care,
but does mean they will be allocated a local
authority social worker to give them as
much help as possible to prevent this
happening. Many will initially interpret
this information in a hostile manner: sensi-
tive coynselling is required so the parents
come to see social work intervention as a
preventive measure, designed to protect
their child, not to punish them.

In deciding whether to place the baby on
the “at risk’ register, each case should be
considered on its individual merits, relying
on recognised child care assessment
criteria plus an assessment of the effect of
the parents’ drugtaking on their general
stability and coping skills. If there does not
appear to be undue cause for alarm, the
child should not automatically be placed on
the register.

The birth and after

It is often difficult for obstetricians to
pin-point the delivery date because drug-
takers may have an erratic menstrual cycle
and many have no idea of even the
approximate date of conception. Other
than the risk of the baby being born
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DETOXIFICATION DURING PREGNANCY

The issue of whether the mother-to-be
should stop using drugs (detoxify) while
pregnant, or continue stable drug use until
the birth, is crucial whatever the drug, but
has been most fully explored with respect to
opiate-type drugs.

Providing the mother realises she is pre-
gnant during the first four months, she may
be able to successfully complete opiate de-
toxification within the first six months of
pregnancy, meaning the baby has a reason-
able chance of being born drug-free. If the
mother fails to admit to drug use, continuing,
say, to use heroin or other opiates through-
out the last three months of pregnancy. the
baby may need to be treated for withdrawal
symptoms in a special care baby unit. Unfor-
tunately, many drugtakers assume they are
infertile while taking opioids, particularly as
their periods are otten irregular, and do not
realise they are pregnant until well into the
second three months of pregnancy. By the
time they do realise, it may be too late for a
safe termination.

Pregnant drugtakers should be seen as
soon as possible by the obstetrician, who will
probably liaise with the local drug clinic to
discuss the detoxification programme. The
regime varies according to the individual
consultant’s  preferences. Some prefer
opiate-dependent mothers to detoxify com-
pletely before the last three months of
pregnancy. Others prescribe methadone to
prevent opiate withdrawal, reducing the dose

prematurely, many mothers have no spe-
cial problems during labour. Because drug
users are often tolerant to pain-relieving
drugs, some obstetricians prefer to use
epidural injections to relieve labour pains
instead of administering opioids.

If the baby is born prematurely and/or in
withdrawals, it is usually transferred to tffe
special care baby unit until treatment has
been completed. Characteristics of the
withdrawal syndrome in the neonate in-
clude a high-pitched cry, inability to estab-
lish a sleep pattern, fast heart-rate, sweat-
ing, fever, yawning, sneezing and, particu-
larly dangerous, seizures. Other symptoms
include poor sucking ability, vomiting, and
diarrhoea — especially difficult to control
because of a risk of dehydration and
electrolyte imbalance. Babies in with-
drawal are often extremely irritable and
tense, over-reacting to external stimuli
such as noise and light.

Withdrawal symptoms can start any time
from shortly after delivery to up to two
weeks later — the average is 72 hours —
and can take up to two to three months to
disappear. Methadone causes a moderate
to severe withdrawal state, while barbitu-
rates also have a prolonged withdrawal
phase, starting later and carrying a higher
mortality risk.

Chlorpromazine is the drug commonly
used for treating neonatal withdrawal in
the United Kingdom, although some
paediatricians prefer to use paregoric, and
diazepam may be used for barbiturate
withdrawal. In the newborn, withdrawal
symptoms are controlled within hours of
the medication being given. The main
side-effect is drowsiness, which can easily
be ecliminated by decreasing the dose.
When symptoms are under control doctors

daily and then stabilising the mother on a
small daily dose until after the birth. This
usually results in the baby being born in
withdrawals, but some paediatricians feel
this can be treated reasonably successfully
and is preferable to the mother relapsing
from emotional stress during the last three
months, risking foetal damage or death.

Foetal damage or death can also occur if a
mother decides the way to prevent her baby
being born ‘addicted’ is to stop all opioid
drugs abruptly. Pregnant drugtakers should
be warned this can cause miscarriage.

Whether the client is encouraged to stabil-
ise or detoxily, reduction should be very
gradual, by not more than two and a half
milligrams of methadone mixture a week.

If a woman comes for help early in her
pregnancy, a supervised hospital in-patient
admission — preferably in a specialist drug
unit — with counselling may be the most
effective way for her to achieve abstinence.
This works best with fairly stable drugtakers
who are motivated to remain drug-free for
the remainder of the pregnancy.

The mother-to-be should be encouraged to
be totally honest about the amount and
range of the drugs she is taking. Knowledge
of the quantity of opioids used is needed to
estimate the appropriate level of methadone
for her withdrawal regime, and the baby can
suffer withdrawal from a range of drugs
other than opioids, including tranquillisers,
barbiturates and aleohol.

will try reducing the medication every
three to four days.

Parents should be offered counselling
while their baby is being treated for with-
drawal. This is an extremely stressful time
for them. As one paediatrician com-
mented, “They have to stare their habit full
in the face and see how it affects others”.

The baby may need to be vaccinated
against hepatitis B. The growing incidence
of HIV infection among injecting drug
users has increased the risk of their chil-
dren being born with the AIDS virus,
though not until the baby is six to eight
months old can doctors determine whether
they have in fact been infected. There is a
one in two chance of the baby catching the
AIDS virus from an infected mother, and,
once infected, a 50 per cent chance of their
contracting the disease, which currently
has an extremely high mortality rate.

Breast-feeding has not been thought to
carry any undue risk for the baby as drugs
taken by the mother do not pass through to
the milk in significant amounts, meaning
there is no need to discourage a practice
which greatly aids the mother-child bond-
ing process. However, recent research
indicates that breast-feeding should be
discouraged if the mother is HIV positive,
as there is evidence that the virus can be
passed to the infant in the breast milk.

Breast-feeding can be disrupted if the
mother has to return home while the baby
remains in hospital. Few hospitals have a
room available to enable the mother to
stay near her child and difficuity in main-
taining daily visits means breast-feeding is
usually unsuccessful.

Mothers who are relatively stable before
and after birth and who have a solid
relationship with a non-drug using partner,
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DRUG USE by parents does not automati-
cally indicate child neglect or abuse. Auto-
matic child abuse registration will deter
parents from approaching drug dependence
clinics or other professionals for help, and
should be avoided. In families where drug
use is a factor, a comprehensive assessment
of the relationship between parental drug use
and child care is indicated. Each family
should be assessed individually. Social work-
ers undertaking assessment should be en-
couraged to liaise or consult with a specialist
drug worker. Assessment should include:

> The pattern of parental drug use
— is there a drug free parent or supportive
partner?

—is the drug use relatively ‘stable’ or
‘chaotic’ (ie, swings between states of severe
intoxication and periods of withdrawal and/
or polydrug use, including alcohol)?

— are the levels of care different from when
the parent is/was a non-user?

» Accommodation and home
environment

— is accommodation adequate for children?
—— are parents ensuring that rent and bills are
paid?

— does the family remain in one locality or
move frequently, and why?

— are other drug users sharing the accom-
modation?

—is the family living in a drug using
community?

> Provision of basic necessities
—is there adequate food, clothing and
warmth for the children?

— are the children attending school regular-
ly?

are  the children
appropriate activities?
— are the children’s emotional needs being
adequately met?

— are the children assuming parental re-
sponsibility?

engaged in age-

> How the drugs are procured

— are the children being left alone while the
parents are procuring drugs?

— are the children being taken to places
where they can be deemed to be at risk?
— how much are the drugs costing, and how
is the money obtained?

— are the premises being used for selling

-

‘GUIDELINES FOR WORKING WITH DRUG USING PARENTS

drugs, prostitution, etc?
— are the parents allowing their premises to
be used by other drug users?

» Health risks

— where are the drugs normally kept?

— are the parents injecting drugs?

— are the syringes shared and how are they
disposed of?

— are the parents aware of the health risks
attached to injecting or otherwise using
drugs?

> Family’s social network and
support systems

— do parents and children associate primar-
ily with other drug users, with non-users, or
with both?

— are relatives aware of the drug use and are
they supportive?

— will the parents accept help from the
relatives and other statutory/non-statutory
agencies involved?

> When is intervention necessary?
— are there grounds under one's own

local authority's care procedures?

— are these appropriate for assessment?

N.B. Automatic intervention deters contacl.

> The parents’ perception of the
situation:

— do the parents sce their drug use as
harmful to themselves or their children?
— do the parents place their own needs
before those of their children?

Some of the guidelines are much more
important than others, eg, the question of
whether there is a drug free parent or
supportive partner. Some parents have a
regular and stable pattern of drug use, while
others will take any type of drug in any
amount depending on availability, resulting
in very erratic patterns. The third type is
where a life crisis precipitates problem drug
use.

It is important to note whether child care
has ‘changed for the better or worse’ since
drugs were introduced. Some parents come
to drug clinics with the expectation that a
‘cure’ will make them better parents, and
some social services departments and magis-
trates also hold the view that detoxification
will in itself lead to improved child care. In
our experience this is not always the case and

this expectation only serves to put the focus
on drugs, rather than on parenting skills.

Questions about the provision of basic
necessities can allow some insight into how a
child can be affected by parental drug use.
One key issue is: does the child’s daily life
revolve around the parent’s drug use, or are
the parents ensuring the child’s needs come
first?

The questions on drug procurement are an
attempt to get away from the narrow ‘if they
leave their drugs around the child may use
them' approach. We came across a family
where a man was never at home sober, and
where the woman was prostituting in front of
her children, and yet the focus of court
proceedings seemed to be whether stabilised
detoxification at a clinic was working or not.
In another case there was clear evidence of
health risks to a child (used syringes on the
floor, blood in the kitchen and bathroom),
yet the local authority felt there were no
grounds for action. With the increase of the
AIDS virus among the drug using popula-
tion, such health issues must be seriously
considered.

The last two sections of the guidelines deal
with agency response. Many parents are
afraid to seek help because of the uncertainty
about statutory response. The South East
Clinic Social Workers Group believe all local
authorities must have a clear policy for the
assessment of families where drugs are being
misused. This policy should also be available
for clients and other professionals.

We consider that social workers already
have the skills for assessing child care but
many feel de-skilled by drug issues. This is
exacerbated by the lack of clear managerial
policy and procedures, with workers often
ending up ecither ignoring drug misuse or
over-reacting to it.

Where parental drug use is a factor, social
workers should be encouraged to consult
with a specialist drug worker. Managers
should ensure that such consultation is avail-
able and that in-service training reflects this
approach. Social workers must be able to
face the question: “Which comes first in the
family — the nced for drugs, or the needs of
the child?”

These guidelines were compiled by the South
East Clinic Social Workers Group and the
Standing  Conference on  Drug  Abuse
(SCODA), and first published in the
SCODA Newsletter, DeclJan 1980/7. J

continued from page 7

or good support from relatives, need the
usual services of the health visitor, but
these must be supplemented by counselling
from their key drug worker. Sessions can
be reduced in frequency as the drug-free
period increases. The client should,
however, feel able to resume contact if
things get difficult.

There is a need to balance understand-
able concern for the well-being of the child
with a recognition of the mother’s feelings
of guilt and inadequacy. She is likely to be
scared stiff she will lose the child if she fails
to perform as a ‘perfect mother’. Some
parents see the baby as solving many of
their problems: they invariably have a
strong investment in the baby and high
expectations of their offspring.

Babies, however, do not tend to reduce
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problems. On the contrary, they create
further problems, especially in the context
of unstable relationships and financial,
housing and legal problems. At times of
crisis the social worker may need to
arrange for a temporary family aide in
order to avoid the child being removed to a
foster placement. Other options to be
considered might be referral to a local
family centre and the use of day nurseries.

If the child is placed on the ‘at risk’
register, it is important to clarify who is
doing what. Social services social workers
have to put the child’s needs first, so it is
usually best for the parents to have a
separate worker whose primary concern is
to help them deal with their drug-related
problems.

Research into drugtaking parents sug-
gests that a significant proportion of their
children are at risk, not so much from child

abuse, but from neglect and the effects of a
chaotic lifestyle. Some studies suggest that
as the children grow older they are more
likely to become separated from their
mothers and to spend time in care, or being
looked after by relatives, while their pa-
rents struggle to become drug-free.

WHEN ASSESSING the ability of parents
to care for their children, it is important to
look at each family situation individually,
and not to assume that drug use necessarily
indicates poor child care — the quality of
care may well be excellent. If workers have
serious concerns it is best to be honest with
the mother: she may prefer to be able to
talk about the issues frankly, especially if
you can agree = realistic strategy together.
Above all, workers need to recognise their
own feelings and anxieties, and share them
with colleagues or a supervisor. U



