drugs and pregnancy

m Notify the directorate pharmacist of women in treatment
programmes and who their prescribers are.

m Pediatricians to be informed if there are problems anticipated
following delivery.

m If there is a possibility that the baby may need admitting to
the baby unit, a visit can be arranged.

m Encourage women to discontinue the use of recreational
substances, by discussing the possible impact on pregnancy.
This can be done in conjunction with specialist advice.

w If admitted antenatally, control symptoms of withdrawal (as
applicable) until the drug team can be contacted.

INTRAPARTUM CARE
m Risk assessment of drug use and the possible use of
substitution therapy.

m Recommend that the birth takes place within the acute setting.

m Ensure the woman has adequate pain relief —drug use should
not be considered, as adequate analgesic requirements will
be the same or greater.

m Pain control should be prescribed according to the doses
defined by the protocols for the procedure being performed,
making full use of anaesthetic techniques. If the woman is
receiving medication e.g. methadone for her addiction, pain
control should not be omitted. The dose of pain relieving
agent may be at the top end of the protocol dose range.

mThere is no indication that these women will not be able to
give birth normally.

m Will need registrar or above involvement.

NB Ifthe woman has been using opiates and starts withdrawing
in labour, the CTG could resemble fetal distress — consider
the use of opiates before deciding it is an obstetric
emergency.

m NARCAN must not be given to the infant of a mother who has

been using opiates —as this can cause acute withdrawal and
demise,

POSTNATAL

m Routine post natal care.

m Please ensure any administration of prescribed substitution
therapy is handled appropriately.

m Babies of these mothers may be more unsettled, and will
need extra observation in case of withdrawal symptoms —
refer to specific guidelines.

Management of the infant in drug using mothers

m Encourage the mother to stay in for four days at least -
withdrawal symptoms in the baby may take up to four days to
become evident.

m Pre transfer planning — with special emphasis on drug
prescription i.e. if she is going home on a Saturday, Sunday or
Bank holiday.

m Liaise with Drug Treatment Services if the woman is engaged
in treatment or if they wish to commence treatment.

Infant feeding

m Breastfeeding is not contra indicted in these babies.

m Babies of substance misusing mothers may be more
susceptible to hypoglycaemia.

NEONATAL

m Mother and baby to be kept together as per rooming-in policy.

m Babies may be unsettled and fractious, please observe for at
least four days.

m Babies withdrawal chart to be used and kept in with the
pediatric notes .

m Ensure pediatric follow up appointment given.
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Upping the

A pregnant womanon a
methadone script tests negative
for the drug. Obviously, she is
selling it on. Oris she?

Chris Lofty examines why
some pregnant women are
being refused methadone, when
in fact they may need more.

CLIENT attending a busy London

antenatal clinic for drug users was

prescribed 20 mls methadone (1ml/1mg).

She protested her innocence when accused

of not taking her daily prescription. But the
evidence was irrefutable. Several of her urine samples
were negative for methadone and metabolites.

It was decided that daily supervised dispensing
would prevent her diverting her methadone onto the
illicit market or stockpiling it at home. Supervised
dispensing however made no difference — her urine
samples remained negative for methadone.

Many other pregnant clients on community
prescriptions produced urine samples that are either
negative for methadone or low on methadone
metabolites. What is happening? How can these
women, who have obviously taken the drug, fail to
show any signs of them in their system? And what are
the implications for prescribing?

One possibility is that pregnant women omit their
methadone. Many think that methadone, or the use of
methadone and heroin together, cause greater
withdrawal for their baby than the use of heroin alone
—a position that is supported by some of the
literature.

But this does not explain why our client who took
her supervised methadone on a daily basis produced
negative urine samples.

PREGNANT
Methadone Prescription
110mls

POST PARTUM
Methadone Prescription
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ante getting the dose right for pregnant drug users
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WHAT DO THE EXPERTS SAY?

Many specialists know that methadone is
metabolised differently in pregnancy but few
realise how much. The half-life of methadone
while normally 14.3 hours, is 8.1 hours during
pregnancy.

Methadone elimination is also different and
often unpredictable. One study for example
estimated that a pregnant woman took 19 hours to
rid her body of the drug while another calculated
this at 30 hours. Nevertheless, there is no doubt that
the metabolism of methadone during pregnancy is
very much altered.

One study compared a pregnant client’s plasma
level of methadone during and after pregnancy.
When she was pregnant, methadone plasma levels
after 24 hours were 35% lower than normal, despite
taking over double her usual amount.

All this has significant implications for clients’
needs for methadone during pregnancy. The most
significant perhaps being for those clients on
supervised once-daily dispensing.

DISPENSE WITH THE TRUTH

Opiate withdrawals during pregnancy are
associated with spontaneous abortion and early
labour. As metabolism of methadone increases
during pregnancy, women may begin to use on top
in response to physical cravings. In addition to the
usual health consequences of injectable drug use,
the pregnant drug user may be at increased risk of
deep vein thrombosis due to higher hormone levels.
Blood born viruses contracted through sharing
injecting equipment could be passed on to the baby.
This risk can be increased if the mother’s infection
is recent.

A common reaction to withdrawal symptoms is
to increase the methadone dose. In pregnant
women this is associated with increased likelihood
of neonatal withdrawal syndrome.

Taking all this into account, it would seem
important that pregnant women receive a smaller
amount of methadone more frequently. This will
help to iron out the peaks and troughs of methadone
plasma levels.

PRACTICE POINTERS

% Pregnant clients must be advised to take their
methadone in divided doses. This will mitigate the
effect of the reduced half-life.

% Once-daily supervised dispensing may not be
suitable for clients during pregnancy. Pregnant
clients who increase their opiate use during
pregnancy may do this in response to physical
withdrawals.

% Client self-report was originally dismissed when in
fact it was flagging up an area for further research.

% 25ml unpreserved urine specimen is required for a
full comprehensive Drug of Abuse Screen.

When
pregnant,
methadone
levels after
24 hours
were 35%
lower than
normal,
despite
taking over
double the
usual
amount.

* Some clinics stop prescribing methadone following
negative urine samples. As opiate withdrawals are
associated with pregnancy complications, extreme
caution should be taken before stopping a pregnant
client’s prescription.

Pregnancy is a time of uncertainty for women.

Maore so for those who face potential (real or
imaginary) complications from their drug use.
Women often face guilt about the drug use during
pregnancy. It is the author’s experience that pregnant
women often have increased determination to detox
while they are pregnant.

Women should be told about the differences in
methadone metabolism while they are pregnant.
Those who do manage to stabilise or even reduce
their methadone should be told that the opposite
was expected.

It should be suggested that an increase in drug use
is a normal reaction to increased methadone
metabolism during pregnancy. Stabilisation or
reduction is a huge achievement and this information
should be used to enhance client self-esteem. B

Thanks to R. Khan Senior Clinical Scientist at
New Cross Toxicology Lab.
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