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BOLTON FRAMEWORK FOR ACTION GUIDANCE
SAFEGUARDING CHILDREN AND FAMILIES AFFECTED BY PARENTAL SUBSTANCE MISUSE 
BACKGROUND 

In 2003, the Advisory Council for the Misuse of Drugs (ACMD) published Hidden Harm, a report on the impact of parental drug use on children.  The key messages of the report were that:

· There are significant numbers of children affected by parental problem drug use in the UK;

· Parental problem drug use causes serious harm to children of all ages;

· Reducing this harm to children should be a main objective of policy and practice;

· Effective treatment for the parent can have significant benefits for children;

· Services should work together to take practical steps to protect the health and well-being of affected children; and 

· The number of children affected is unlikely to decrease until the number of problem drug users decreases.

The report made a total of 48 wide-ranging recommendations, drawn from the following areas:

· Estimates of the scale of the problem;

· The impact on children;

· The views of children and their families;

· Surveys of specialist drug agencies, maternity units and social work services;

· Legal and child protection frameworks;

· Government strategies, policies and programmes; and 

· The practicalities of protecting and supporting the children of problem drug users across a range of services.

In 2005, the Department for Education and Skills (DfES) produced a response to Hidden Harm, accepting the majority of recommendations and outlining progress made against them across Government departments.

PARENTAL PROBLEM DRUG USE

The ACMD estimated that between 200,000 and 300,000 children in England and Wales were affected by parental problem drug use (one or both parents); based on data on numbers accessing treatment, the proportion of these adults who were parents, and the average number of children per adult.  The ACMD’s scope was limited to illegal drugs (as defined under the Misuse of Drugs Act); separately the Alcohol Harm Reduction Strategy for England (2004) estimates that there are up to 1.3 million children in the UK living with parents who misuse alcohol.

The ACMD identified three key characteristics of parental problem drug use – the high level of poly-drug use, the prevalence of intravenous use, and the existence of other factors affecting parenting capacity (poverty, social exclusion, mental health problems, and environment).  The report also identified that heavy dependent drug use often results in chaotic and unpredictable behaviour, which can be as damaging as the drug use itself.

Harms to children of heavy and problem drinkers are wide ranging, from physical effects such as damage to the foetus, plus sexual and physical abuse, to complex psychological and social problems.

The Alcohol Harm Reduction Strategy for England states that between 780,000 and 1.3M children in the UK are affected by parental alcohol problems. 

Research collated in Alcohol Concern's fact sheet Young People's Drinking shows that 

· Children of heavy/problem drinking parents have higher rates of anxiety, depression, and relationship problems.  In households where there is conflict and disruption, they are more likely to develop risky drinking habits themselves. Children may become young carers for problem drinking parents and may experience isolation. 

· By age 15 young people with problem drinking parent/s have between 2.2 and 3.9 times higher rates of psychiatric disorder as well as higher rates of social dysfunction. 

· Heavy parental drinking has been identified as a factor in more than half Child Protection case conferences. 

In addition, alcohol is a factor in family problems related to social exclusion: 

Heavy drinking is a common factor in family break-up, and marriages where one or both partners have an alcohol problem are twice as likely to end in divorce as marriages where alcohol problems are absent (Velleman 1993).

THE IMPACT ON CHILDREN AND FAMILIES
A child’s growth and development depends on a variety of interacting social and biological factors, which can be broadly grouped into three categories – conception and pregnancy, parenting, and the wider family and environment.  Hidden Harm outlines the way in which problem drug use can impact on the development of children in affected families.  

Throughout their lives children may need the services of various professionals. Positive interventions at different stages of their growth and development can contribute to children and young people reaching their full potential. Effective collaboration, good joint working and a sharp focus on the family as a whole are essential if children of substance misusing parents are to receive appropriate care and support. 

It is recognised that there may be barriers to agencies working together; however, these must be addressed to ensure that all agencies act together appropriately and at the right time in accordance with the needs of children and young people.  All agencies have a part to play in helping to identify problems at an early stage. Basic information should be gathered about the family and household circumstances of those who misuse substances. 

INITIAL SCREENING ASSESSMENT 
All agencies which engage with adults with substance use, in any capacity, must ask the following questions:-

· Are you a parent?

· How many dependant children are you responsible for?

· If the adult is under the influence of a substance or if the adult is custody or receiving medical attention. 

· Where are the children currently? 

Agencies supporting adults who are problem substance users should in addition obtain the following information in their initial screening assessment. 

· The child(ren’s) age and gender; 

· Who is their primary carer? 

· Which school or nursery they attend, if aged two years or over; 

· Whether there are any other relatives or support agencies in touch with the family who are supporting the children (identify the child’s Health Visitor, GP and, where involved, Social Worker); 

· How the parent(s) views the impact of their substance use on their child; 

· Whether the grandparents help?

· Are there any other agencies voluntary or statutory available to help?

· Is the parent/s willing to accept help?

· Is there a risk of losing their accommodation?

· Has a CAF been completed?

This information may be obtained through the course of normal agency work over a period of time or in one session specifically designed to do so, depending on the agency’s remit and normal working practices.  It is recognised that consultation with other agencies may be necessary to complete this assessment (Social Work, Health, Education, Housing, Voluntary Sector agencies).  Where there are immediate child safety issues these should be referred on. 

During work with substance users who are parents; agencies should be alert to stresses arising from the substance use, which are likely to impact on children. 

PARENTAL SUBSTANCE MISUSE

When assessing parental substance misuse the following two models give an overview of the process.  Examples of specific questions and areas for consideration and expansion are also detailed. 
In line with the Framework for Action and to ensure good multi agency working and information sharing this assessment must be entered onto the CAF.

THE COMMON ASSESSMENT FRAMEWORK (CAF) 

Enables those working with children with additional needs to identify and respond effectively to assess their needs.

The assessment will help identify:-

· The child’s level of need

· If a child needs to access additional support from other services

· Which needs must be prioritised?

· What actions are needed to meet needs?

· Which services can meet need?

· Which outcomes are to be addressed?

Workers can access information about local and regional services for children and their families from the Service Directory “Help4me” at www.help4me.info.

MODEL 1
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MODEL 2
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ALL STAFF SHOULD BE ABLE TO ANSWER THE FOLLOWING QUESTIONS: 

· Are children usually present at home visits, clinic or office appointments during normal school or nursery hours? 

· What reason has been given for the child being absent?

· Is the child attending school/nursery regularly? 

· Is the child punctual for school/nursery?

· Do parents think that their child knows about their drug use? How do they know? 

· What arrangements have been made for the children when the parent goes to get illegal drugs or attends for supervised dispensing of prescription drugs? 

· How much money does the family spend on drug use? Is the income from all sources presently sufficient to feed, clothe and provide for children in addition to obtaining substances? 

· Who will look after the children if the parent is arrested or is unable to care for them? 

· What arrangements are made for storing any drugs or prescription medication?

WHEN DECIDING WHETHER A CHILD MAY NEED HELP, AGENCIES SHOULD CONSIDER THE FOLLOWING QUESTIONS: 

· Are there any factors which make the children particularly vulnerable, e.g. very young child, other special needs such as physical illness, behavioural and emotional problems, psychological illness or learning difficulty, threatened actual loss of accommodation? 

· Are there any protective factors that may reduce risk to the child? (It may be necessary to consult with specialist children’s service workers to determine this). 

· How does the child’s health and development compare to that of other children of the same age and in similar situations? 

· What kind of help do you think the child needs? 

· Do the parents perceive any difficulties and how willing are they to accept help and work with professionals? 

· What do you think might happen to the child? What would make it more or less likely? 

· Is there suspicion of neglect, injury or abuse, now or in the past? What happened? What effect did/does that have on the child? Is it likely to recur? 

· Is the concern the result of a single incident, a series of incidents or a culmination of concerns over a period of time? What does the child think? What do other family members think? How do you know? 

CHILDREN IN THE FAMILY – PROVISION OF GOOD BASIC CARE 
· How many children are in this family? 

· What are their names and ages (wherever possible, include dates of birth)? 

· Are there any children living outside the family home and, if so, where? 

· For each child: 

· Is there adequate food, clothing and warmth for the child? Are height and weight normal for the child’s age and stage of development? 

· Is the child receiving appropriate nutrition and exercise? 

· Is the child’s health and development consistent with their age and stage of development? Has the child received necessary immunisations? Is the child registered with a GP and a dentist? Do the parents seek health care for the child appropriately? 

· Does the child attend nursery or school regularly? If not, why not? Is s/he achieving appropriate academic attainment? 

· Does the child present any behavioural or emotional problems? 

· Does the parent manage the child’s distress or challenging behaviour appropriately? 

· Who normally looks after the child? 

· Is the child engaged in age-appropriate activities? 

· Are there any indications that any of the children are taking on a parenting role within the family (e.g. caring for other children, excessive household responsibilities, etc.)? 

· Is the care for the child consistent and reliable? Are the child’s emotional needs being adequately met? 

· Is there a risk of repeated separation for example because of periods of imprisonment (e.g. short custodial sentences for fine default)? 

· How does the child relate to unfamiliar adults? 

· Are there non-substance using adults in the family readily accessible to the child who can provide appropriate care and support when necessary? 

· Does the child know about his/her parents substance use? 

· Is there evidence of drug/alcohol use by the child? 

DESCRIBING PARENTAL SUBSTANCE USE 
(Identify sources of information, including conflicting reports) 

· Specify drug of choice and how this is used, e.g. method, frequency quantity. 

· Is the drug use by the parent: 


-
Experimental? 



i.e. only used on a few occasions may be number


of different drugs 

-
Recreational? (Some agencies are getting 



away from using this term, gives a feel of safety)

i.e. not using every day may be at weekends only

on pay day or on nights out  


-
Chaotic? 



i.e. usually variety of substances and in varying 


amounts frequent periods of intoxication and 



withdrawal


-
Dependent? 



i.e. using substance or substances every day


experiences withdrawal when not using however 


may be controlled and not chaotic use (See


Appendix 1)

For further information on drugs services available and how to refer visit Bolton Drugs Info @ www.boltondrugsinfo.co.uk
· Identify whether the drug used is illicit or prescribed and whether use is regularly supplemented 

· Does the user move between these types of drug use at different times? 

· Does the parent misuse alcohol? 

· What patterns of drinking does the parent have? 

· Is the parent a binge drinker with periods of sobriety?  Are there patterns to their bingeing? i.e. weekends or at times of stress

· Is the parent a daily heavy drinker? 

· Does the parent use alcohol concurrently with other drugs? 

· How reliable is current information about the parent’s drug use? 

· Is there a drug-free parent/non-problematic drinker, supportive partner or relative? 

· Is the quality of parenting or childcare different when a parent is using drugs and when not using? 

· Does the parent have any mental health problems alongside substance use?  If so, how are mental health problems affected by the parent’s substance use?  Are mental health problems directly related to substance use? 

· Is there any history of self harm?

· Is there any history of sexual abuse?

· Is there any history of Domestic Violence?

ACCOMMODATION AND HOME ENVIRONMENT 
· Is the family’s living accommodation suitable for children?  Is it adequately equipped and furnished?  Are there appropriate sleeping arrangements for each child, for example does each child have a bed or cot, with sufficient bedding? 

· Are rent and bills paid?  Does the family have any arrears or significant debts? 

· How long have the family lived in their current home/current area?  Does the family move frequently?  If so, why?  Are there problems with neighbours, landlords or dealers? 
· Is the household at risk of losing their accommodation?  If yes, what action has been taken by the landlord? 

· Do other drug users/problem drinkers share or use the accommodation?  If so, are relationships with them harmonious, or is there conflict? 

· Is the family living in a drug-using/heavy drinking community? 

· If parents are using drugs, do children witness the taking of the
drugs, or other substances 

· Have the parent/s ever overdosed intentionally or accidentally?

· Have any of the children witnessed their parents or other users having “overdosed”, “going over”?

· Are children exposed to intoxicated behaviour/group drinking? 

· Could other aspects of drug use constitute a risk to children (e.g. conflict with or between dealers, exposure to criminal activities related to drug use)? 

PROCUREMENT OF DRUGS 
· Where are the children when their parents are procuring drugs or getting supervised methadone?  Are they left alone? Are they taken to unsuitable places where they might be at risk such as street meeting places, flats, needle exchanges, adult clinics? 

· How much do the parents spend on drugs (per day? per week?)  How is the money obtained? 

· Is this causing financial problems? 

· Do the parents sell drugs in the family home? 

· Are the parents allowing their premises to be used by other drug users? 

· Is/are the child/ren involved in the procurement of drugs?

HEALTH RISKS 
· Where in the household do parents store drugs/alcohol? 

· Do the children know where the drugs/alcohol are kept? 
· What precautions do parents take to prevent their children getting hold of their drugs/alcohol? Are these adequate? 

· Does the child/ren witness the parent/s taking their medication either at home or at the pharmacy? ( Risk of young children copying their parents) 

· What do parent/s know about the risks of children ingesting methadone and other harmful drugs? 

· Do parents know what to do if a child has or they suspect has consumed methadone or other drugs

· Do parents know what to do if a child has consumed a large amount of alcohol? 

· Are they in touch with local agencies that can advise on issues such as needle exchanges, substitute prescribing programmes, detoxification and rehabilitation facilities? If they are in touch with agencies, how regular is the contact? 

· Is there a risk of HIV, Hepatitis B or Hepatitis C infection?

· Are parents aware of increased risk of cot death if baby is co-sleeping when parents are using substances including prescribed or elicit drugs and alcohol?


N.B. this also applies if sleeping on sofa or chair etc 

IF THE PARENT(S) INJECT: 
· Where is the injecting equipment kept? In the family home? Are works kept securely? 

· Is injecting equipment shared? 

· Is a needle exchange scheme used? 

· How are syringes disposed of? 

· What do parent/s know about the health risks of injecting or using drugs? 

FAMILY AND SOCIAL SUPPORTS 
· Do the parents primarily associate with other substance misusers, non-substance users or both? 

· Are relatives aware of parent(s) problem alcohol/drug use? Are they supportive of the parent(s) and/or/child (ren)? 

· Will parents accept help from relatives, friends or professional agencies? 

· Is social isolation a problem for the family? 

· How does the community perceive the family? Do neighbours know about the parents drug use? Are neighbours supportive or hostile? 

· Have you considered the support of the Senior Parenting Practitioner (N.B. post primarily linked to ASB and referrals accepted where there are ASB concerns as well as other issues i.e. drugs/alcohol/mental health/DV) or family support services?

PARENTS’ PERCEPTION OF THE SITUATION 
· What do parents think of the impact of the substance misuse on their children? 

· Is there evidence that the parents place their own needs and procurement of alcohol or drugs before the care and welfare of their children? 

· Do the parents know what responsibilities and powers agencies have to support and protect children at risk? 

ANALYSIS

· Is the substance use significantly affecting parenting capacity?

· Is the substance use and associated behaviour significantly impacting on the child’s health and safety, education, emotional and social development?

WHAT TO DO NEXT?

Based on the assessment of the drug use and its impact on the child or children determine the level of need using the Framework for Action.

LEVELS OF NEED

The Framework enables workers to determine differing levels of need and identify an appropriate response.
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PROCESS OF ASSESSMENT AND ACCESS TO ADDITIONAL SERVICES

EVERY CHILD

Children whose needs are being addressed in relation to the five outcomes

Every child has needs and in most situations these are addressed by the parents or carers accessing services.

LEVEL 1

Children with additional needs whose health and development may be affected

At this level children’s needs can be addressed by workers undertaking an early assessment to identify what additional help can be provided by their own agency.  It could be appropriate to use a Common Assessment if the agency does not have their own holistic assessment process, or if it is felt that it is likely that additional services may need to be accessed for the child in the future.

If children’s circumstances are not improved after maximizing the workers own agency resources, the worker must consider other agencies that may have specific skills and knowledge that may be of benefit.  It may be beneficial to seek advice and guidance from an appropriate agency. 
LEVEL 2

Children with additional needs whose health and development is at increased risk of being affected

At this level a CAF must be undertaken to identify and evidence levels of need and plan an inter-agency response.  There are two possible outcomes following the completion of the CAF:- 

1. The assessment indicates that all the child’s needs are being met through existing provision.  No further action is required other than to continue with current interventions

2. The assessment indicates that there are needs which require a coordinated approach supported by an action plan.  This will be done by holding an Action Meeting and, where necessary, appointing a Lead Professional.

LEVEL 3

Children who have complex needs, whose health and development is being affected.

For children at this level of need it will be appropriate to access a specialist assessment and response.  A CAF is required to access a specialist assessment.

LEVEL 4

Children at risk of or suffering significant harm in need of:-

· Protection

· Substitute care

At this level of need a referral must be made to the appropriate Children’s Social Care team by telephone.  The referral must be followed by a completed CAF within 48 hours.  When a referral to Children’s Social Care is received the National Framework for the Assessment of Children and Families timescales commence.  A decision about how to respond will be taken within one working day.  If there is disagreement about the decision there should be a discussion in person to resolve the difficulties. Feedback on progress and outcomes will be provided to the referrer as appropriate.  The Child Index will be updated to indicate social work involvement.  Possible outcomes of the 24hour assessment are:-

1. No further action

2. Further enquires made under Section 47 of The Children Act 1989 

3. Allocation to a social worker for an Initial or Core Assessment

4. If the decision is taken that an Initial Assessment is required, this will be 
completed within 7 working days.  A core assessment should be completed within 35 working days.  Assessments are completed in partnership with children, parents/carers and other agencies and build on any existing assessments.  The social worker will undertake the Lead Professional role.

PREGNANCY AND NEONATAL CARE

INTRODUCTION

The number of women misusing drugs has increased considerably in the past 30 years, and many are in their childbearing years.  2-3% children under 16 in England and Wales are known to have a parent with problematic drug or alcohol misuse, the majority being polydrug misusers (ACMD 2003).  

Though pregnancy may act as a catalyst for change presenting a ‘window of opportunity’, drug misusers may not use general health services until late into pregnancy and this increases the health risks for both the mother and child. 

Attracting and maintaining women in drug treatment services is vital (Hepburn 1993) as follow-up studies demonstrate that the long-term outcome in women who enter methadone treatment programmes during pregnancy is better in terms of their pregnancy, childbirth and infant development, irrespective of continuing illicit drug misuse (Finnegan1991).  Women attending treatment services usually have better antenatal care and better general health than drug-using women not in treatment, even if they are still using illicit drugs (Batey & Weissel 1993).  Therefore Bolton Substance Misuse Services will prioritise all pregnant women with drug and or alcohol problems to allow for the earliest engagement possible.

Engagement of a drug misusing partner in treatment is an important aspect of enabling the pregnant women to achieve progress at the earliest possible stage.

MANAGEMENT OF ANTENATAL CARE
The key aims of management are to attract the women into health care treatment services, provide antenatal care and stabilise or reduce drug use to the lowest possible dose.

Good co-ordination and information sharing between relevant parties is imperative.  An action planning meeting must be convened as soon as the pregnancy is confirmed to assess risk, set goals and plan support networks. Given the possibility of early delivery, action planning reviews must be held at 24 weeks gestation and 30 weeks gestation to ensure that care and support is appropriate to the needs of the woman the baby and her immediate family and that plans are in place for the family post delivery.  This should reduce the need for emergency child protection proceedings at birth.

The parents should be informed about all meetings and supported and encouraged to attend.

EFFECTS OF DRUGS ON THE FOETUS AND BABY
It is important for clinicians to note that some of the effects of different drugs of misuse during pregnancy are broadly similar and are largely non-drug specific.
Intra-uterine growth retardation and pre-term deliveries contribute to increased rates of low birth-weight and increased perinatal mortality rate.  These outcomes are multi-factorial and are also affected by factors associated with socio-economic deprivation, including smoking (Kaltenbach &Finnegan 1997).

Higher rates of early pregnancy loss and third-trimester placental abruptions appear to be major complications of maternal cocaine use. Increased rates of stillbirth, neonatal death and sudden infant death syndrome are found.  Heroin has been shown to have a direct effect on foetal growth and an association with pre-term delivery.  It has also been shown to result in a higher rate of small-for-date babies, even when allowing for other confounding factors and the expression of neonatal abstinence syndrome (NAS).  There is shown to be a significant correlation between methadone dose and NAS.

MATERNAL HEALTH PROBLEMS
There are a number of health problems in pregnancy, which need to be discussed with the woman and reviewed throughout the pregnancy.  These include general nutrition, risks of anaemia, dental hygiene and complications from chronic infection related to injection practice.  These all contribute to the increase rate of obstetric complications and premature delivery found in drug-misusing women.

Drug misusing women are at high risk of antenatal and postnatal mental health problems.

MANAGEMENT OF LABOUR

This is similar to any other woman, but pain relief needs special attention especially as full opiate agonists, e.g. diamorphine or methadone, or partial agonists, e.g. buprenorphine determine the choice of analgesia in the individual pregnancy.  Therefore, there should be a low threshold for considering the use of an epidural, clear local guidance on partial vs. full agonist effects explained to both the pregnant woman and the antenatal services and forward planning for how the pregnancy is to be managed.  In addition, there may be increased placental insufficiency in pregnancies of drug misusing women, leading to an increased risk of intrapartum hypoxia, foetal distress and meconium staining.

NEONATAL WITHDRAWAL
Many babies will not need paediatric interventions, but it is important to have access to skilled neonatal paediatric care.

Signs of withdrawal from opiates are vague and multiple and tend to occur 24–72 hours after delivery.  They include a spectrum of symptoms such as a high-pitched cry, rapid breathing, hungry but ineffective sucking, and excessive wakefulness.  At the other end of the spectrum symptoms include hypertonicity and convulsions but these are not common.  Neonatal withdrawal can be delayed for up to 7–10 days if the woman is taking methadone in conjunction with benzodiazepines.  Benzodiazepine use causes more prolonged symptoms, including respiratory problems and respiratory depression.

POSTNATAL MANAGEMENT
Breastfeeding should be encouraged, even if the mother continues to use drugs, except where she uses a very high dose of benzodiazepines.  Specialist advice should be sought if she is HIV positive or hepatitis C positive.  Methadone treatment is not a contraindication to breastfeeding; however mothers should be on a stable dose with no additional illicit use.

Health professionals should note that the care of the pregnant drug misuser and the safe delivery of the baby is just the start of care.  Continuing support, which may need to include parenting advice and skills training, may be desirable after discharge if the ideal outcome of maintaining mother and child together is to be achieved.

DISCHARGE PLANNING
To ensure that care and support continues on discharge a pre discharge meeting should be convened to and relevant agencies notified of the discharge plan.  Midwifery services will contact Substance Misuse Services to ensure continuation of prescribed medication.  Details of the discharge plan should be entered onto the CAF.

PRESCRIBING DRUGS FOR PREGNANT DRUG MISUSERS

Substitute prescribing can occur at any time in pregnancy and is lower risk than continuing illicit use.  It has the advantage of allowing engagement and therefore identification of both health and social needs as well as offering the opportunity for brief interventions and advice to improve outcomes.

OPIATES (KALTENBACH ET AL 1998)
Opiate treatment will depend on the general principles outlined in this update.  The overall evidence indicates that maintenance, at a dose that stops or minimises illicit use, is most appropriate for ensuring continuity of management of pregnancy and aftercare.  Many mothers request detoxification, although during the first trimester the patient should normally be stabilised as there is an increased risk of spontaneous abortion.  Detoxification in the second trimester may be undertaken in small frequent reductions, e.g. 2-3mg methadone every 3-5 days, as long as illicit opiate use is not continuing.

However, should illicit opiate use be continuing strenuous efforts should be made to stabilize the patient on a prescribed opiate, which may involve increasing its dose.  Research evidence suggests that further detoxification should not be undertaken in the third trimester.  However, the experience in the UK over the past 40 years is that slow, carefully monitored reductions may safely be continued as long as there are no obstetric complications.  There is evidence that the metabolism of methadone is increased in the third trimester of pregnancy.  It is recommended that the dose be split from once daily consumption to twice daily consumption and, with this management, it is possible to maintain stability without increasing the dose in some patients. However, in some, it may additionally be necessary to increase the dose.

Methadone has been used safely for many years but buprenorphine is not licensed for pregnant women.  However, an increasing number of women, stable on buprenorphine, are being delivered in the UK.  The research evidence demonstrates no adverse effects on the pregnancy or neonatal outcomes, with NAS similar to methadone exposure (Johnson et al 2003).  Therefore, in a pregnant woman who is stable on buprenorphine and informed of the risks it is reasonable to leave her on a prescribed dose of buprenorphine, rather than transfer to methadone with the risk of inducing withdrawal in the foetus.

If detoxification is unsuccessful and the patient’s drug use becomes uncontrolled, reduction could be stopped or the methadone dosage increased until stability is regained, so that detoxification and maintenance can be interchanged.

COCAINE
For those women using cocaine during their pregnancy, it is advised that they stop altogether, as there is no safe drug for substitute prescribing.  Psychological therapies including family interventions, should be offered, to this group of women.

NICOTINE
Smoking cessation programmes in pregnancy reduce smoking, low birth weight and pre-term delivery and therefore are recommended for all pregnant women (Lumley et al 1999).

Parents should be advised of services available to assist them in stopping smoking.

PCT Smoking Cessation 

ALCOHOL
Pregnant women who drink alcohol at hazardous and harmful levels have high rates of co morbidity and social problems and the neonate is at risk from Foetal Alcohol Syndrome.

Pregnant women using alcohol should be offered brief and, if appropriate, extended interventions to reduce their alcohol use.

Mothers who are drinking dependently should be referred as a priority to Bolton Community Alcohol Service and not be advised to stop due to the risk of withdrawals.  

APPENDIX 1

EXPERIMENTAL DRUG USE
· “Experimental substance users who use illegal substances or other substances once or rarely, and whose use may have little apparent impact on their preset functioning of lifestyle. The risk of developing substance dependency and related problems amongst this group may be low. Nevertheless, there is the risk of physical harm and, occasionally, death that may result from ingestion of certain types of substances, accidental overdose, or substance-related infection”; 
RECREATIONAL DRUG USE

· ”Recreational substance users who use illegal substances regularly, who run similar risks as experimental users and in some circumstances may be at higher risk of developing substance-related problems”; 

DEPENDENT DRUG USE

· “People who use legal substances, such as alcohol, tobacco or prescribed substances, to levels which significantly impair their health or social functioning”; and 

· “People who are dependent on illegal substances whose substance use significantly impairs their health and social functioning. Their usage is usually characterised by addiction to the substance”. 

APPENDIX 2
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